
c.z 
WHA53/2000/REC/3 

WORLD HEALTH ORGANIZATION 

FIFTY-THIRD 

WORLD HEALTH ASSEMBL Y 

GENE V A, 15-20 MA Y 2000 

SUMMARY RECORDS OF COMMITTEES 

AND MINISTERIAL ROUND T ABLES 

REPORTS OF COMMITTEES 

GENEVA 

2000 



WHA53/2000/REC/3 

WORLD HEALTH ORGANIZATION 

FIFTY-THIRD 

WORLD HEALTH ASSEMBLY 

GENEVA, 15-20 MAY 2000 

SUMMARY RECORDS OF COMMITTEES 
AND MINISTERIAL ROUND TABLES 

REPORTS OF COMMITTEES 

GENEVA 
2000 



ABBREVIATIONS 

Abbreviations used in WHO documentation include the following: 

ACC - Administrative Committee on PAHO - Pan American Health 
Coordination Organization 

ACHR - Advisory Committee on Health UN AIDS - Joint United Nations Programme 
Research onHIV/AIDS 

A SEAN - Association of South-East Asian UNCTAD- United Nations Conference on 
Nations Trade and Development 

CIOMS Council for International UNDCP - United Nations International Drug 
Organizations of Medical Control Programme 
Sciences UNDP - United Nations Development 

FAO - Food and Agriculture Programme 
Organization of the United UNEP - United Nations Environment 
Nations Programme 

IAEA - International Atomic Energy UNESCO- United Nations Educational, 
Agency Scientific and Cultural 

IARC - International Agency for Research Organization 
on Cancer UNFPA - United Nations Population Fund 

ICAO - International Civil Aviation UNHCR - Office of the United Nations High 
Organization Commissioner for Refugees 

IFAD - International Fund for UNICEF - United Nations Children's Fund 
Agricultural Development UNIDO - United Nations Industrial 

ILO - International Labour Organization Development Organization 
(Office) UNRWA - United Nations Relief and Works 

IMF - International Monetary Fund Agency for Palestine Refugees in 
IMO - International Maritime the Near East 

Organization WFP - World Food Programme 
ITU - International Telecommunication WIPO - World Intellectual Property 

Union Organization 
OAU - Organization of African Unity WMO - World Meteorological 
OECD Organisation for Economic Organization 

Co-operation and Development WTO - World Trade Organization 

The designations employed and the presentation of the material in this volume do not imply the 
expression of any opinion whatsoever on the part of the Secretariat of the World Health Organization concerning 
the legal status of any country, territory, city or area or of its authorities, or concerning the delimitation of its 
frontiers or boundaries. Where the designation "country or area" appears in the headings of tables, it covers 
countries, territories, cities or areas. 
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PREFACE 

The Fifty-third World Health Assembly was held at the Palais des Nations, Geneva, from 15 to 
20 May 2000, in accordance with the decision of the Executive Board at its 1 04th session. Its 
proceedings are issued in three volumes, containing, in addition to other relevant material: 

Resolutions and decisions, annex- document WHA53/2000/REC/1 

Verbatim records of plenary meetings, list of participants- document WHA53/2000/REC/2 

Summary records of committees and ministerial round tables, reports of committees - document 
WHA53/2000/REC/3 
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PART I 

SUMMARY RECORDS OF MEETINGS 
OF COMMITTEES 





GENERAL COMMITTEE 

FIRST MEETING 

Monday, 15 May 2000, at 11:40 

Chairman: Dr L. AMATHILA (Namibia) 
President of the Health Assembly 

ADOPTION OF THE AGENDA, PROGRAMME OF WORK OF THE HEALTH ASSEMBLY 
AND ALLOCATION OF ITEMS TO THE MAIN COMMITTEES (Documents A5311, 
A53/1 Corr.1, A53/GC/1 and A53/GC/2) 

The CHAIRMAN reminded the Committee that, under its terms of reference as defined in 
Rule 33 of the Rules of Procedure of the Health Assembly, its first task was to consider item 1.4 
(Adoption of the agenda and allocation of items to the main committees) of the provisional agenda, 
which had been prepared by the Executive Board and issued as documents A53/1 and A53/1 Corr.1. 
The Committee would also consider a proposal for the addition of a supplementary agenda item and 
the programme of work ofthe Assembly. 

Deletion of agenda items 

The CHAIRMAN indicated that, if there was no objection, two items on the provisional agenda 
should be deleted, namely, item 5 (Admission of new Members and Associate Members) and the 
subitem under item 14.1 (Assessment of new Members and Associate Members). 

It was so agreed. 

Proposed supplementary agenda item 

The CHAIRMAN drew the Committee's attention to a proposal for inclusion of a 
supplementary agenda item, in accordance with Rule 12 of the Rules of Procedure of the Health 
Assembly, from the Governments of Solomon Islands, Burkina Faso, Swaziland, Honduras, 
Nicaragua, The former Yugoslav Republic of Macedonia, Paraguay and Nauru, "Invitation to the 
Republic of China (Taiwan) to participate in the World Health Assembly as an observer".1 It should be 
noted that the same proposal had been made in 1997, 1998 and 1999 and had been rejected every time 
by the Assembly. 

The delegate of CHINA said that his delegation strongly opposed the proposal regarding 
Taiwan's participation in the Health Assembly as an observer. The repeated rejection of the same 
proposal at the three previous Health Assemblies showed that the majority of Member States remained 
opposed to it. WHO was a specialized agency of the United Nations, with the Health Assembly 
serving as its supreme authority; nearly 30 years before, United Nations General Assembly 
resolution 2758 (XXVI) (1971) and resolution WHA25.1 (1972) had provided once and for all a 

1 Contained in document A53/GC/2. 
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4 FIFTY-THIRD WORLD HEALTH ASSEMBLY 

solution to the issue of representation of China in both the United Nations and WHO. As a province of 
China, Taiwan had no qualification to participate in either WHO or the Health Assembly. The 
proposal was legally groundless. 

The Taiwan issue was an internal affair of China in which no foreign country had the right to 
meddle or intervene. By instigating certain Member States to raise the issue again, the Taiwanese 
authorities were motivated politically, attempting to create "two Chinas" or "one China, one Taiwan" 
in the international arena. Such an act constituted an encroachment on the territorial integrity and 
sovereignty of China and would not be tolerated by the Chinese Government and people. The Chinese 
Government always attached great importance to protecting the legitimate rights and interests of its 
compatriots in Taiwan and was concerned with their health. It stood ready to seek a negotiated 
settlement on health-related issues through the appropriate channels, and to make appropriate 
arrangements for exchanges in the field of health. Provided that the Taiwan authorities desisted from 
all separatist activities and worked to safeguard the unification of China, relevant health issues could 
be resolved through consultation. To show their concern for the health of the people of Taiwan, 
countries should work in the interests of the unification of China. He appealed to all members of the 
General Committee to reject the proposal for the supplementary agenda item. 

Citing the previous United Nations General Assembly and Health Assembly resolutions, the 
delegate of CUBA said that he did not support the proposal to include the supplementary agenda item. 

The observer of PAKISTAN1 reaffirmed his country's recognition of only one China and its 
belief that the Government of the People's Republic of China was the sole legal government 
representing the whole of China. Echoing the references to previous resolutions and the concern about 
political motivation, he endorsed the strong opposition of the delegate of China to the addition of a 
supplementary agenda item. 

The delegate of BURKINA F ASO stressed that the motives of the proponents of the proposal 
were practical rather than political. The Republic of China (Taiwan) had useful health experience and 
could make substantial contributions to African countries such as his, whether it were in training 
health personnel or strengthening health systems. The health experience and capacities of the Republic 
of China (Taiwan) should contribute to and strengthen the work of WHO and should help resolve 
some of the current global health problems. 

The observer of HONDURAS/ speaking also on behalf of Nauru, Nicaragua, Paraguay, 
Solomon Islands, Swaziland and The former Yugoslav Republic of Macedonia, strongly supported the 
participation of the Republic of China (Taiwan) in the Health Assembly as an observer. Taiwan and its 
more than 22 million people should no longer be cut off from the services of WHO. The country had 
wide and proven experience in the health sector and had collaborated closely with Member States of 
WHO, including the most needy. It was neither just nor humane to continue to deprive Taiwan of the 
right to be an observer. He deplored the distortion of the good intentions of the originators of the 
proposal into political motives. 

Referring to the devastation in the Central American region caused by Hurricane Mitch in 1998, 
he asked what would have happened had the region been isolated from the rest of the health 
community, especially given the facility with which microorganisms could be transported across the 
world. The authors of the proposal could not imagine that, at the beginning of a new century, the 
Republic of China (Taiwan) could continue to be isolated from a health standpoint. 

1 Attending under Rule 31 of the Rules ofProcedure. 



GENERAL COMMITTEE: FIRST MEETING 5 

The delegates of URUGUAY, the RUSSIAN FEDERATION and CAPE VERDE and the 
observer of BANGLADESH1 all firmly supported the opposition of the delegate of China and others 
in calling for rejection of the proposal. In particular they underlined the previous decisions in the 
United Nations General Assembly and the Health Assembly. 

The observer of NICARAGUA 1 supported the arguments of the observer of Honduras, 
emphasizing the importance that Nicaragua gave to the participation in the Health Assembly of the 
Republic of China (Taiwan), which had always embodied the constitutional principles of WHO. 
Nicaragua, like many other developing countries, could testify to the rapid provision of medical, 
humanitarian and emergency assistance provided by the Republic of China (Taiwan) in times of 
natural disaster. It was well aware, through its recent experience, of the need for cooperation among 
peoples to help contain the spread of disease. Consideration for the health and well-being of the 
22 million people of the Republic of China (Taiwan) should override politics. Experiences should be 
shared in an environment of cooperation. There should be more detailed discussion of the issue, so that 
the principle that health was for all could be affirmed. 

The delegate of PALAU interpreted the message of the Director-General in The world health 
report 1999: making a difference as guidance for achieving the goal of health for all. Her words meant 
that those who had committed their lives to improving health had to make the right choices, whether 
politically correct or not, such as allowing access to health information to the people of the Republic 
of China (Taiwan) and allowing them to participate in the work of WHO on an equal basis, whether as 
a full Member or as an observer. He maintained that the issue of allowing equal access and 
opportunities for health through that status would be an indicator of the responsiveness of WHO to the 
health needs of all people in the world. 

The Vice-President, speaking in her capacity as the delegate of HAITI, stressed the high quality 
and volume of the bilateral cooperation between her country and the Republic of China (Taiwan). She 
supported the proposal. 

The CHAIRMAN, concluding that the Committee was not in favour of the proposal to include a 
supplementary agenda item to invite the Republic of China (Taiwan) to participate in the Health 
Assembly as an observer, proposed that a recommendation should be made to that effect to the Health 
Assembly at its plenary meeting that afternoon. 

It was so agreed. 

Allocation of items to the main committees and programme of work of the Health Assembly 
(Documents A53/1, A53/l Corr.1 and A53/GC/1) 

The CHAIRMAN said that the Committee's recommendations on item 1 would be transmitted 
to the plenary meeting that afternoon. Items 2 to 4 and 6 to 10 would also be taken up in plenary. 

With regard to item 10 (Round tables: addressing the major health system challenges) it had 
been agreed that each round table would be considered as a separate committee of the Health 
Assembly with membership limited to those ministers of health or delegates designated to represent 
ministers of health who had registered for participation. All other delegations and observers, including 
members of the delegation of the ministers of health participating in the round table, could attend as 
observers. As the purpose of the round tables was to ensure an exchange of views, they would not 
adopt resolutions but one of their chairmen would submit an oral summary of the discussions to the 
plenary meeting. She proposed the following ministers of health, present at the Health Assembly, as 

1 Attending under Rule 31 of the Rules of Procedure. 
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chairmen of the four round tables: Mrs A. Fischer (Germany), Professor K. Danso-Boafo (Ghana), 
Dr Ponmek Dalaloy (Lao People's Democratic Republic) and Mr J.A. Gonzalez Fernandez (Mexico). 

It was so agreed. 

The CHAIRMAN concluded that the Committee wished to recommend to the Health Assembly 
the acceptance of the allocation of the items to the main committees as set out in the provisional 
agenda. She drew attention to the preliminary timetable prepared by the Executive Board.1 The 
number of delegations wanting to speak in the general discussion on the theme of The world health 
report 2000 (item 3) was such as to require an additional plenary meeting. It was proposed that the 
discussion should be continued on the morning of Wednesday, 17 May after the report of the 
Committee on Credentials; Committee A would hold its second meeting after that report, and 
Committee B would hold its first meeting after the conclusion of the plenary meeting. She concluded 
that the Committee approved the provisional timetable, as amended, noting that this did not rule out 
the possibility of transferring items from one main committee to the other later in the session, 
depending on each committee's workload. 

It was so agreed. 

The CHAIRMAN reminded the Committee that the Executive Board in decision EB105(4) had 
decided that the Fifty-third World Health Assembly should close no later than Saturday, 20 May. 

Referring to the list of speakers for the general discussion, she suggested that, in accordance 
with established procedure, the order of speakers on the list, which already contained 55 names, 
should be strictly followed, and that new names should be entered in the order in which they were 
received by the Assistant to the Secretary of the Assembly. The list of speakers would appear in the 
Journal of the Assembly. If the Committee had no objection, she would inform the Health Assembly 
of those arrangements at the plenary meeting that afternoon. 

It was so agreed. 

The CHAIRMAN reminded the Committee that its next meeting would be held on Wednesday, 
17 May at 17:30. 

The meeting rose at 12:20. 

1 Document A53/GC/l. 
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1. PROPOSALS FOR THE ELECTION OF MEMBERS ENTITLED TO DESIGNATE A 
PERSON TO SERVE ON THE EXECUTIVE BOARD 

The CHAIRMAN reminded members that the procedure for drawing up the list of proposed 
names to be transmitted by the General Committee to the Health Assembly for the annual election of 
Members entitled to designate a representative to serve on the Executive Board was governed by 
Article 24 of the Constitution and by Rule 102 of the Rules of Procedure of the Health Assembly. To 
help the General Committee in its task, two documents were before it: a list indicating the present 
composition of the Executive Board by region, on which were underlined the names of the 
10 Members whose term of office would expire at the end of the Fifty-third World Health Assembly 
and which had to be replaced, and a table, by region, of Members of the Organization which were or 
had been entitled to designate representatives to serve on the Executive Board. Vacancies, by region, 
were: Africa, 1; the Americas, 2; South-East Asia, 1; Europe, 3; the Eastern Mediterranean, 2; and the 
Western Pacific, 1. A third document contained a list of the 10 Members that it was suggested should 
be entitled to designate a representative to serve on the Executive Board. 

As no additional suggestions were made by the General Committee, she noted that the number 
of candidates was the same as the number of vacant seats on the Executive Board. She therefore 
presumed that the General Committee wished, as was allowed under Rule 80 of the Rules of 
Procedure, to proceed without taking a vote since the list apparently met with its approval. 

There being no objection she concluded that it was the Committee's decision, in accordance 
with Rule 102 of the Rules of Procedure, to transmit a list comprising the names of the following 
10 Members to the Health Assembly for the annual election of Members entitled to designate a 
representative to serve on the Executive Board: Brazil, Democratic People's Republic of Korea, 
Equatorial Guinea, Islamic Republic of Iran, Italy, Japan, Jordan, Lithuania, Sweden, Venezuela. The 
list would be transmitted to the Health Assembly. 

It was so agreed. 

2. PROGRAMME OF WORK OF THE HEALTH ASSEMBLY 

The General Committee heard reports from Professor ALI (Bangladesh), Chairman of 
·Committee A, and Dr KARAM (Lebanon), Chairman of Committee B, on the progress of work in 
their committees. 

The CHAIRMAN proposed to review progress of work with the Chairmen of the committees 
and to revise the programme accordingly, if necessary. 

It was so agreed. 

The General Committee then drew up the programme of meetings for Thursday, 18 May, 
Friday, 19 May and Saturday, 20 May. 
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3. CLOSURE 

After the customary acknowledgements, the CHAIRMAN declared the work of the Committee 
closed. 

The meeting rose at 17:55. 



COMMITTEE A 

FIRST MEETING 

Tuesday, 16 May 2000, at 14:30 

Chairman: Professor S.M. ALI (Bangladesh) 

1. ELECTION OF VICE-CHAIRMEN AND RAPPORTEUR: Item 11 of the Agenda 
(Document A53/32) 

The CHAIRMAN expressed his gratitude at having been elected and welcomed those present. 
The representatives of the Executive Board would convey to the Health Assembly the views expressed 
by the Board during its preceding meetings and would elucidate recommendations made by the Board 
for the Health Assembly's consideration. The views they expressed were those of the Board, not those 
of their national governments. 

He referred to the third report of the Committee on Nominations (document A53/32)1 in which 
Mrs M. McCoy Sanchez (Nicaragua) and Dr R. Busuttil (Malta) had been nominated for the offices of 
Vice-Chairmen of Committee A and Dr. J. Rasamizanaka (Madagascar) as Rapporteur. 

Decision: Committee A elected Mrs M. McCoy Sanchez (Nicaragua) and Dr R. Busuttil (Malta) 
as Vice-Chairmen and Dr J. Rasamizanaka (Madagascar) as Rapporteur? 

2. ORGANIZATION OF WORK 

The CHAIRMAN encouraged delegates to participate in the debates, but to limit the length of 
their interventions to three minutes. He suggested that the normal working hours should be from 9:00 
to 12:30 and from 14:30 to 17:30 and urged delegates to arrive as early as possible in order to facilitate 
the establishment of a quorum. 

It was so agreed. 

3. TECHNICAL AND HEALTH MATTERS: Item 12 of the Agenda 

Stop Tuberculosis Initiative: Item 12.1 of the Agenda (Resolution EB105.R11; Document A53/5) 

Dr SULAIMAN (representative of the Executive Board) reported that the Board, at its 105th 
session, had examined the report by the Director-General on the Stop Tuberculosis Initiative3 and had 

1 See page 237. 
2 DecisionWHA53(4). 
3 Document EBI05/13. 
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discussed the problem of chronic tuberculosis and its close relationship with poverty. The Board had 
stressed the importance of Member States' financial and political commitment to combating 
tuberculosis and the leading role of WHO in supporting effective and efficient partnerships among 
Member States and other organizations concerned in that field. He drew the Committee's attention to 
the draft resolution contained within resolution EB 1 05.R11. 

Dr W ANCHAI SATTA Y A WUTHIPONG (Thailand) welcomed the report and the strategy of 
directly observed treatment, short course (DOTS), since tuberculosis was spreading, especially among 
the poor who had little access to health care. Nevertheless the strategy was likely to fail without a 
strong and effective health system and unless Member States supported research into social, economic 
and behavioural aspects as well as into alternative, effective tuberculosis strategies. He proposed that 
in paragraph 1(1) of the draft resolution the words "to endorse the Amsterdam Declaration to Stop 
Tuberculosis" be added before "and to note". 

He was in favour of paragraph 2(2), but pointed out that in his and most other developing 
countries tuberculosis prevalence was merely estimated. The ostensible success of tuberculosis 
programmes was not backed up by facts and figures from an actual survey. His delegation therefore 
called on WHO to support stringent epidemiological surveillance, including community-based 
prevalence surveys, which should cover subpopulations such as prisoners, people living with HIV and 
the poor. He suggested that an amendment be made to that effect. 

In paragraph 4(2), his delegation would like the emphasis to be on high-quality fixed-dose 
combination antituberculosis drugs. WHO should draw up standard guidelines for laboratory testing 
and support the testing of combined drugs. Referring to paragraph 4(3), he said that his country would 
welcome recommendations on the development of new diagnostics, drugs and vaccines. 

Lastly, his delegation encouraged WHO not to repeat the difficulties encountered with 
antiretroviral drugs for HIV I AIDS, but to engage in more proactive dialogue with the pharmaceutical 
industry to ensure that new tools were affordable and accessible to the poor, among whom tuberculosis 
rates were highest. 

Dr BORST-EILERS (Netherlands) praised WHO's raising of the profile of tuberculosis with the 
success of the Ministerial Conference on Tuberculosis and Sustainable Development in Amsterdam 
and the presentation of the new report on the worldwide increase of multidrug-resistant strains of 
tuberculosis on World Tuberculosis Day. She was pleased that the 20 most affected countries had 
adopted the Amsterdam Declaration to Stop Tuberculosis that would guide national and international 
activities in the field of tuberculosis control, although she also urged countries with a lower disease 
burden to enhance their commitment and to invest more in control measures. A wide partnership was 
necessary to halt the disease. 

Primary prevention and intersectoral action were crucial to successful, sustainable tuberculosis 
control. Moreover, it was clear that determinants such as better socioeconomic conditions for the 
population substantially influenced the overall impact of tuberculosis control programmes. She 
therefore believed that WHO, in its dialogue with Member States' governments, should advocate 
greater investment in basic health, education, nutrition, housing and social welfare. Universal access to 
high-quality, decentralized, community-based health care would also enhance access to essential drugs 
and sustainable treatment like DOTS. 

WHO had to take the lead in stimulating research and development of new antituberculosis 
drugs and vaccines and in establishing clear rules and codes of conduct for the partnerships with 
pharmaceutical companies. 

Lastly, she staunchly supported the sector-wide approach adopted by WHO: tuberculosis could 
be stopped only through joint action. The Netherlands supported the draft resolution. 

Mr RUFFINO NETTO (Brazil) said that the current national project on tuberculosis control had 
introduced management changes. It provided for adoption of the DOTS strategy and the award of a 
bonus for each case cured ofUS$ 82 ifthe treatment was supervised and US$ 55 if not. 
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Already, some 9% of the country's roughly 7500 public health units with tuberculosis control 
programmes were implementing the DOTS strategy and that figure was expected to increase to 35% 
by the end of 2000. Diagnosis by sputum smear microscopy was on the increase. Implementation of 
the DOTS strategy had already reduced the percentage of patients abandoning treatment from 14% to 
12%. About 1500 family health programme teams and 30 000 community health agents were being 
trained for work in the 216 municipalities of the country in which about 75% of tuberculosis cases 
were concentrated. 

The outlook was favourable owing to the political commitment of the Ministry of Health, 
decentralization of decisions, which induced greater community participation, the political 
commitment at national level to setting tuberculosis on the agenda of municipal health councils, and 
the integration of action on tuberculosis with primary health care activities. 

He looked forward to receiving technical support from WHO. 

Mr GUILLEN (Peru) recalled that, among the countries with the highest disease burden, only 
Peru and VietNam had achieved the worldwide targets set for the year 2000 by resolution WHA44.8, 
thanks to efficient implementation of the DOTS strategy. Several factors had contributed to that result: 
first, a sustained political and financial commitment at all levels of government; secondly, the decision 
to establish tuberculosis control as a health and social priority; thirdly, coordination among the various 
levels of the health services and health sector institutions; and fourthly, continuous quality 
improvement by means of a system of effective information, training, monitoring, supervision and 
evaluation. 

He fully supported the draft resolution. 

Dr GONZALEZ FERNANDEZ (Cuba) reiterated the strong link between tuberculosis and 
poverty; action by WHO in the fight against poverty would doubtless contribute to the Stop 
Tuberculosis Initiative. The intersectoral approach mentioned at the Ministerial Conference on 
Tuberculosis and Sustainable Development in Amsterdam would contribute to tuberculosis control by 
improving living, working, housing and health conditions. 

By the end of 1999, the incidence of tuberculosis in Cuba had decreased to 10 per 100 000 
inhabitants. That was the result of the stabilization of the programme at all levels of the national health 
system, stability of resources in terms of medication, as well as improved quality control, monitoring 
of drug resistance, systematic supervision, and training in the diagnostic sphere. Resistance to 
antituberculosis drugs was less than 3%, in line with the global experience that resistance to drugs was 
low when programmes were efficient. 

He supported the contents of document A53/5 and the draft resolution. 

Dr VARET (France) reaffirmed France's commitment to the fight against tuberculosis, based on 
the DOTS strategy and with the assistance of the International Union against Tuberculosis and Lung 
Disease. France was continuing to give both financial and technical support in the WHO regions of 
Africa, Europe and the Western Pacific to strengthen health systems and the training of health 
personnel, especially at district level, through an integrated approach to prevention and care, with 
special emphasis on those who were most disadvantaged, particularly women and children. Her 
country would help laboratories to remain abreast of the development of drug resistance and, within 
that context, supported the WHO initiatives at all levels in the countries where France and the 
Organization had common strategies for an integrated battle against HIV and tuberculosis. At the 
regional level, that would involve the relevant structures to strengthen the countries' capacity to 
organize more effective care and, at the world level, the support of research on antituberculosis drugs. 

She therefore supported the draft resolution and announced her country's decision to participate 
in the global partnership to stop tuberculosis. She stressed the importance of taking into account the 
education of patients and follow-up care to ensure better observance of the therapeutic regimen; those 
aspects should take into account the patient's socioeconomic environment. 



12 FIFTY-THIRD WORLD HEALTH ASSEMBLY 

Unfortunately, available antituberculosis drugs were not accessible to all patients; that issue 
should be addressed in establishing national drug policies in the framework of existing trade 
agreements. 

Dr BLOUNT (United States of America) observed that, in view of the global public health 
crisis, coordinated global strategies against tuberculosis were essential. There must be an active and 
participatory partnership, especially with countries with the highest tuberculosis burden, donors and 
other organizations, which should reflect WHO's new way of doing business and present new 
opportunities to all involved. 

Reduction of the global burden of tuberculosis, including multidrug-resistant disease, called for 
enormous resources to overcome constraints and to ensure widespread access to basic services. WHO 
and Member States must work together to ensure strong management of multidrug-resistant 
tuberculosis in those countries where it had become a public health emergency and an impediment to 
economic viability. 

The global HIV/AIDS epidemic aggravated the tuberculosis burden in many Asian and African 
countries and seriously strained limited health resources. It was critical to recognize the magnitude of 
the impact of the AIDS epidemic on the tuberculosis epidemic and to develop strategies for the 
infected populations. 

There must be renewed commitment to research on tuberculosis vaccines, diagnostic tools and 
new drugs, but it should be remembered that results from research would not be immediate. 
Tuberculosis thus had to be tackled with the tools currently available, including the DOTS strategy. 
DOTS was effective and affordable. To sustain its progress would require political commitment, 
laboratory-based diagnostic tests, standardized treatment involving high-quality pharmaceuticals, and 
careful monitoring of the results of treatment. Given appropriate implementation, cure rates 
approximated 95% even in the poorest communities, and new infections and development of 
multidrug-resistant tuberculosis could be prevented. He advocated cooperation in order to accelerate 
the development of new drugs that would shorten the treatment of tuberculosis. 

He supported the draft resolution. 

Dr KIM Won Ho (Democratic People's Republic of Korea) noted the significant role of 
tuberculosis in impeding socioeconomic development and causing premature death, and welcomed the 
introduction of the Stop Tuberculosis Initiative and the DOTS strategy. He thanked the Organization 
for its support in implementing DOTS in his country. 

Since the global tuberculosis control targets had not been fully achieved, he encouraged the 
Organization to strengthen its partnership with the international community and to accelerate the 
DOTS programme as an indispensable aspect of primary care. Additional resources should be 
mobilized in that regard. 

He supported the draft resolution. 

Dr GALON (Philippines) noted that, since its adoption in 1996, her country had expanded the 
DOTS strategy nationwide, through the support of WHO, the Japanese International Cooperation 
Agency (JICA) and other multilateral and bilateral agencies. The Department of Health of the 
Philippines was working closely with budget, finance and economic development departments to 
secure multi-year financing for tuberculosis control and other priority public health programmes. 

Her country was committed to the Amsterdam Declaration to Stop Tuberculosis, particularly to 
the target of achieving a 70% detection rate for all infectious cases of tuberculosis by 2005. 

She supported the draft resolution. 

Dr MAHJOUR (Morocco) said that his country was pleased with the efforts made so far in 
establishing the DOTS strategy, which had led to a real revolution in tuberculosis control, 
accompanied by clear improvements in those national control programmes that had adopted the 
strategies as compared with those that had still not done so. The various indicators of progress gave 
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grounds for hoping that it would be rapidly taken up by countries that had not yet done so, particularly 
those most affected by the disease. 

Morocco had seen a clear and rapid improvement in its national tuberculosis control 
programme, as shown by different management indicators, since adopting the strategy. The recent 
establishment of regional programme teams had given DOTS a better grounding and had generally led 
to better participation. Morocco had become so convinced of the relevance of the DOTS strategy and 
its various components that, since the beginning of the year, it had initiated a "DOTS-Plus" strategy to 
deal with multidrug-resistant tuberculosis cases. Morocco had hosted successive meetings of five 
countries of the Maghreb, arranged under the auspices of the Regional Office for Europe with the 
participation of the Regional Office for Africa, to implement a common tuberculosis control initiative. 
At the second meeting held in Rabat a fortnight previously, the five countries of the Maghreb had 
decided to combine their skills and experience to deal with the problem. They were convinced that 
such an initiative would contribute more effectively to the Stop Tuberculosis Initiative and would help 
further consolidate the efforts of each country. WHO's support was invited to promote such actions. 

Dr W AHEED (Maldives) noted that, after decades of neglect that had allowed tuberculosis to 
get out of hand, control programmes had found a new weapon in the DOTS strategy. Unfortunately, 
the limitations of that new approach had not been considered. Although DOTS had proved to be cost
effective, it remained essentially a passive strategy. He was not against the strategy- his country was 
one of the few in which DOTS was fully implemented- but the disease must be taken more seriously. 
He cautioned that DOTS did not address the social determinants of the disease, nor did it pursue active 
case finding. He advocated a more proactive approach, going into communities and treating the roots 
of the problem. He asked for additional reserve drugs to be developed to cure tuberculosis, noting that 
there had been no major new antituberculosis drugs for decades. 

Dr GEBEL (Libyan Arab Jamahiriya) said that the approach of controlling tuberculosis through 
immunization and the DOTS strategy had produced remarkable results worldwide. However, 
cooperation at a global level would be required to overcome and eradicate the disease. His delegation 
appreciated the report by the Director-General and supported the draft resolution. 

Dr AGARWAL (India), confirming India's full commitment to the DOTS strategy, noted that 
many components ofthat strategy had originated in his country. In India tuberculosis was the leading 
cause of death from infectious diseases, with more than 1000 deaths each day. India had adopted 
DOTS as the Revised National Tuberculosis Control Programme in 1993. The programme was now 
the second largest in the world, covering nearly 200 million people; it was estimated to have prevented 
so far more than 500 000 infections and saved more than 50 000 lives. India had achieved a detection 
rate of 50% in new smear-positive cases, with treatment success of nearly 85% in the areas where the 
programme was in operation (against global targets of 70% and 85% respectively). It was a priority to 
increase overall case detection from less than 1 0% at the time through effective expansion of good
quality coverage under the programme. Currently only 25% of the country was covered. 

With assistance from the World Bank, the British Department for International Development 
and DANIDA, it would be possible to increase coverage to 50% of the Indian population by the year 
2002. Expansion of DOTS to the entire population of India would be a huge logistical exercise, 
requiring, for example, the detailed training of more than 700 000 health workers, and involving more 
than 2.4 million training days. Nationwide implementation might be possible by 2005, if found to be 
technically feasible, keeping in view the experience gained in the ongoing programme. 

Dr DLAMINI (Swaziland) reported that her country supported the Amsterdam Declaration to 
Stop Tuberculosis; the disease was resurgent in Swaziland and they were experiencing some 
limitations to the DOTS programme. Swaziland was a country of rough terrain; hospital conditions 
meant that patients could not be kept for the ideal duration of time; patients were often then nursed at 
home, avoiding travelling the long distances to clinics, and defaulted on their treatment. Multidrug 
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resistance was beginning to threaten the programme - the spread of a drug-resistant strain would be 
likely to result in higher mortality. Swaziland appreciated the help of nongovernmental organizations 
in strengthening home-based care using visiting health workers. 

Swaziland supported the draft resolution, particularly regarding the need for improvement of 
diagnostic laboratories and the education and monitoring of patients to ensure better compliance with 
the treatment regimen. However, other nonmedical factors influencing the epidemic should be 
considered, such as the recent flooding or inadequate housing. 

More than 60% of the tuberculosis patients in the country's hospitals were HIV-positive and 
treatment for those patients needed to be further investigated. There were also difficulties with 
paediatric patients. She appealed for support for improved diagnostic capabilities, particularly for 
infections in children, and for tools to be made available to follow up and monitor tuberculosis. 

Dr KHAZAL (United Arab Emirates) said that her country supported WHO in promoting an 
international partnership to stop tuberculosis and agreed with the Organization as regards the provision 
of safe drugs and the promotion of studies and research in that field. Her country was committed to the 
Stop Tuberculosis Initiative, as well as to its national tuberculosis control programme, through the 
application of the DOTS strategy, with the goal of reducing the number of new cases to one per 
100 000 by the year 2010. The strategy was implemented throughout the country, supported by 
effective diagnosis and confirmatory analysis in order to increase the effectiveness of tuberculosis 
control and reduce drug resistance. Other measures undertaken included a ministerial decree limiting 
antituberculosis drug administration to national institutions, thereby ensuring the registration of all 
cases and their treatment in the framework of the national tuberculosis control plan, with a view to 
eliminating tuberculosis from all Gulf States by the year 2010. 

Dr AFSAR (Turkey) noted that progress in tuberculosis control from 1991 to 1997 was quite 
encouraging, although it could be improved by recording the present incidence rate and the number of 
drug-resistant cases. The integration of drugs and other tuberculosis control activities, such as 
immunization and active case detection, into primary health care was essential for success in 
combating that major health problem. In his country, vertical organization and programmes risked 
becoming ineffective with the passage of time, thus affecting the sustainability of the programme and 
reversing past gains. He proposed an amendment to the draft resolution, namely, the insertion of a new 
item under paragraph 2(1), as follows: "(f) integration of tuberculosis control activities into primary 
health care institutions and activities at the central and peripheral level". 

Mr AHMAD (Pakistan) drew the attention of the Health Assembly to a point that had been 
neglected to the detriment of the health of millions of people in developing countries. He recalled that, 
during the preparatory meeting on the Stop Tuberculosis Initiative, held in Bangkok, before the 
Ministerial Conference in Amsterdam, a major recommendation had been to establish a reservoir of 
antituberculosis drugs. Understandably, such a specific commitment had not been included in the 
Declaration that followed the conference. However, the unsatisfactory supply position of 
antituberculosis drugs, together with the fact that no new antituberculosis drugs had been developed in 
the last 35 years or more, proved the validity of the recommendation. His delegation therefore asked 
that the proposal to establish a "bank" of antituberculosis drugs be given serious attention by the 
Organization. 

Dr KOULAKSAZOV (Bulgaria) referred to the general concern about the global effects of 
tuberculosis in recent years; the related risks to the health and sustainable development of nations 
could not be ignored. The Stop Tuberculosis Initiative should therefore be a health care system priority 
for all Member States. Bulgaria supported WHO's efforts to sustain global action for tuberculosis 
control and to strengthen partnerships in that connection; the DOTS strategy usefully dealt with the 
recording and reporting of tuberculosis cases, allowing for evaluation of both individual and cohort 
outcomes. 
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The gradual introduction ofthe DOTS strategy was the main priority of Bulgaria's tuberculosis 
programme for the period 2000-2003. Initial introduction in several regions had been set up thanks to 
financial and technical support from the Swiss-Bulgarian Society and the WHO Regional Office for 
Europe. Another priority of the national programme was the establishment of a register for 
epidemiological surveillance of tuberculosis and monitoring of treatment. The programme's main 
tasks included bacteriological investigation of all suspected tuberculosis cases, centralized supply of 
isoniazid, improving the knowledge of health professionals and medical students, and raising public 
awareness about the prevention and treatment of disease. 

Mrs LE THI THU HA (VietNam) said that, as one of the two countries which had achieved the 
global targets for case detection and treatment, Viet Nam wished to share its experience of 
tuberculosis control with other Member States. In 1986 Viet Nam had begun modernizing its control 
programmes according to the principles of the International Union against Tuberculosis and Lung 
Disease and WHO recommendations. In 1989 VietNam had been the first Asian country to pilot the 
introduction of DOTS in districts; between 1992 and 1998 the strategy had been implemented and 
expanded nationwide. Tuberculosis control activities presently covered 99% of the population, with 
95% having access to short-course treatment. 

She attributed the success of VietNam's tuberculosis control programme to: strong government 
commitment; substantially increased government investment in the past five years; an extensive and 
efficient health network; and the full integration of tuberculosis control activities into the general 
health service. 

Despite strong international support, Viet Nam faced many challenges, such as the 
implementation of DOTS in remote areas and multidrug resistance. She conveyed her thanks to all 
international, bilateral and nongovernmental organizations for their support and looked forward to 
further cooperation in future to overcome those challenges. She endorsed the Declaration adopted at 
the Ministerial Conference on Tuberculosis and Sustainable Development and expressed support for 
the draft resolution. 

Dr SADRIZADEH (Islamic Republic of Iran) said that, despite the fact that the causative agent 
of tuberculosis had been discovered 1 00 years previously and effective antituberculosis drugs had 
been available for the past 50 years, the disease still killed more people than malaria or AIDS. 
Although more than 95% of the disease burden was carried by the developing countries, the 
industrialized nations were not immune to the problem, which was exacerbated by the relationship 
with HIV/AIDS. BCG immunization had succeeded in reducing the incidence of the serious forms of 
paediatric tuberculosis, but the world still anxiously awaited the development of an effective 
antituberculosis vaccine to interrupt tuberculosis transmission in communities. Although DOTS was 
the most cost-effective strategy for the prevention and control of tuberculosis, those countries with the 
highest disease burden were usually those with the lowest DOTS coverage and quality. Further 
challenges for national health systems included the sustainability of DOTS and drug resistance. His 
country, which had a low incidence of tuberculosis, had attained DOTS coverage of 85%. The strategy 
had also been integrated into the primary health care network, which was accessible to 87% of the 
rural population and I 00% of urban populations, a move that was expected to ensure the sustainability 
of DOTS coverage. 

Dr WANG Zhao (China) welcomed the increasingly important role played by WHO in stopping 
tuberculosis. The Ministerial Conference in Amsterdam had been a great success and would have far
reaching consequences for global efforts to control tuberculosis, particularly in countries carrying a 
heavy disease burden, such as China. Her country had the second-largest reservoir of tuberculosis 
patients, 80% of whom were living in rural areas. In 1992, using a World Bank loan and 
intergovernmental funds, a project had been launched to control tuberculosis, to establish coverage of 
DOTS and to set up a network of health workers at grass-roots level to deliver drugs to homes by the 
end of 1999. Under that scheme, 1.2 million patients had already been treated free of charge. 
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However, because of China's huge population and backward economy, only half its territory and 
population had had access to DOTS. It would be very difficult for China to achieve the objectives of 
the Declaration following the Amsterdam Conference; the problem of raising further funds for the 
DOTS strategy would need to be faced as the World Bank loan-funded project would terminate in 
June 2001. Nevertheless, the Chinese Government would strengthen its plans to expand DOTS 
coverage with priority to the requirements of the poorer sectors of the population. As HIV infection 
was spreading rapidly in China, greater attention would be paid to the relationship between HIV and 
tuberculosis and to appropriate prevention and treatment plans. China would also participate in the 
global monitoring of antituberculosis drug resistance. She conveyed her thanks to WHO for eliciting 
international support for China. It would step up its cooperation with international partners in the Stop 
Tuberculosis Initiative and contribute towards greater control of the disease in China. She endorsed 
the draft resolution. 

Dr TEMU (Papua New Guinea) commended the Director-General for the Stop Tuberculosis 
Initiative and acknowledged the commitment made by the Western Pacific Region health ministers in 
declaring a tuberculosis crisis in their Region. 

Since 1985 Papua New Guinea had seen an 80% increase in tuberculosis prevalence and a 150-
fold increase in HIV prevalence. It had successfully implemented the DOTS programme in two of its 
89 districts and planned to extend coverage to the whole country. That would require very 
considerable resources, particularly given the rough terrain, low literacy levels and the number of 
different languages spoken in the country. 

Papua New Guinea supported the draft resolution in calling for the international community "to 
support and to participate in the global partnership to stop tuberculosis by which all parties coordinate 
activities" but believed that help should be given to Member States to coordinate activities on the 
ground and that Member States themselves should take the lead in coordinating their national 
programmes. With regard to the resolution's call for Member States to make sufficient domestic 
resources available for the tuberculosis programme and even to mobilize extra resources, he noted that 
developing countries such as his did not have such extra domestic resources. 

He thanked the Government of Australia and the WHO Regional Office for the Western Pacific 
for their support. Papua New Guinea was certain that a global initiative would be agreed upon, and 
that the international community and the regions would help his country to achieve the goal that many 
Member States had already achieved. 

Mr BERGEVIN (Canada) reiterated Canada's wholehearted support for the Stop Tuberculosis 
Initiative. However, although the Initiative's success rates had been relatively high, when the number 
of active tuberculosis cases was taken into account the programme still did not have sufficient 
coverage, particularly given the context of poverty and the relationship with the HIV epidemic. 

Therefore, WHO should strive to exert its leadership in the global partnership against 
tuberculosis and oversee the establishment of mechanisms to ensure better access to human resources 
and drugs in order to increase significantly active case detection and thus improve access to the 
programme's coverage. 

Dr LEVENTHAL (Israel) announced that Israel had recently adopted the DOTS programme as 
part of the national programme to stop the spread of tuberculosis. 

He suggested that an expert committee might be set up to look at tuberculosis and the effects of 
movements of populations and groups, particularly as tuberculosis was a curable disease. 

Israel supported the draft resolution. 

Dr WIUM (Norway) said that his country was concerned with the global spread of tuberculosis 
and increasing drug resistance. Some countries had not reached the targets set in resolution WHA44.8 
and the global plan against tuberculosis therein had not succeeded. The present draft resolution needed 
to be more effective. 
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The Director-General's report indicated clear priority areas for the Stop Tuberculosis Initiative. 
Priority areas had also been discussed at the Ministerial Conference on Tuberculosis and Sustainable 
Development in Amsterdam in March 2000. The most important task was the organization of the 
Initiative so that it achieved its goals. Norway requested information on the formulation and 
management of a common plan for the international community as indicated in the draft resolution. 
The operational tasks were distributed among many different clusters within the Organization. 

Norway wished to underline the importance of making the Stop Tuberculosis Initiative part of 
national health systems and primary health care. It proposed a new subparagraph 1(4), to be added to 
the draft resolution to read, "to give high priority to intensifying tuberculosis control as an integral part 
of primary health care". 

Dr SIDHOM (Tunisia) thanked the Director-General for her report and indicated the necessity 
for concerted national efforts, as well as regional efforts, to stop tuberculosis worldwide, and to 
overcome the problem of antituberculosis drug resistance. He expressed his delegation's support for 
and commitment to the goals and strategies adopted by previous Health Assemblies, stressing the 
importance of the availability of effective treatment for all. Tunisia supported the draft resolution, but 
proposed the addition of a final subparagraph to paragraph 4, calling for support to regional 
programmes for coordination of national tuberculosis control. 

He asked for information on immunization as part of the tuberculosis control strategy and WHO 
programmes in the context of provision and quality assurance of antituberculosis vaccines. 

Mr CICOGNA (Italy) noted that the main constraints to the expansion of the DOTS programme 
were political and economic, although there were also technical problems in reaching those countries 
in need. Italy provided help, through WHO, to the Eritrean and Ugandan tuberculosis programmes and 
possible solutions were being investigated in the latter as to how best to deliver tuberculosis care in 
rural communities. 

Italy wished to receive information on measures taken following the Ministerial Conference in 
Amsterdam in order to ensure that the Declaration to Stop Tuberculosis was being correctly translated 
into action at country level, particularly in the area of technical support. 

Italy supported WHO's leadership in the global movement to stop tuberculosis and was 
prepared to join such a partnership. 

Dr FETISOV (Russian Federation) strongly supported the Declaration to Stop Tuberculosis and 
the work of WHO in combating tuberculosis. The Russian health services had been severely stretched 
in recent years by the increasing prevalence of tuberculosis and the consequent rise in mortality. 
Unfortunately, the time limits set out at the Forty-fourth World Health Assembly for achieving global 
targets for tuberculosis control had proved over-optimistic, and the disease still posed a serious threat 
to health throughout the world. WHO must keep up its efforts to mobilize politically the countries 
hardest hit by the tuberculosis epidemic, and to secure the financial and technical resources that would 
provide more effective support for them. The DOTS strategy was particularly valuable in operating 
across large distances and in difficult socioeconomic conditions. In the Russian Federation, the 
strategy went hand in hand with that developed at the Russian Clinical School of Tuberculosis based 
on X-ray diagnosis and individualized treatment including surgery. 

His delegation was grateful to the international organizations, especially WHO, for their support 
in combating tuberculosis in the Russian Federation. He expressed full support for the draft resolution 
and endorsed the amendments proposed by the delegations ofNorway and Tunisia. 

Dr VIOLAKI-PARASKEVA (Greece) commended the report, in particular the priority areas for 
2000-2001, and noted that, at country level, HIV activities should be integrated with tuberculosis 
control. There was also a need to reinforce the health care systems within which the DOTS strategy 
had to be applied. Training for health professionals should be promoted at all levels, in order to ensure 
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that prevention and treatment reached the most vulnerable gfoups. She suggested that the text of the 
Declaration to Stop Tuberculosis be attached to the draft resolution. 

Professor RA TSIMBAZAFIMAHEF A (Madagascar) congratulated WHO on its effective 
contribution to the campaign against tuberculosis being conducted by Member States. The DOTS 
strategy had been adopted by Madagascar, but its development was hindered by practical obstacles, 
including the lack of laboratory resources and the difficulty of obtaining supplies of antituberculosis 
drugs. Her delegation supported the recommendations of the draft resolution. 

Dr TAHA ARIF (Malaysia) noted the Director-General's report and welcomed the Stop 
Tuberculosis Initiative. In Malaysia, the prevalence of tuberculosis had not been reduced for several 
years, and the detection rate for new cases remained stagnant. He therefore welcomed any new 
strategy that would improve the situation, recognizing the importance of collaboration with 
international development partners, nongovernmental organizations and foundations. He requested the 
advice of WHO in conducting a community-based survey of tuberculosis prevalence, the results of 
which would support monitoring of the success of Malaysia's tuberculosis control programme. 

Dr NDEIKOUNDAM (Chad) said that, in his country, tuberculosis was increasingly prevalent, 
especially since the arrival of HIV/AIDS. Combating it was one of the Government's priorities for 
health, and a national programme for the purpose had been introduced with outside help, including 
that of WHO. The programme had experienced serious difficulties owing to the lack of resources, but 
the Government was anxious for it to succeed, and was in the process of sourcing funds from the 
World Bank and elsewhere. Chad had adopted the DOTS strategy two years previously, and it 
currently formed part of the minimum and supplementary health programmes within health districts. 
However, implementation was hampered by the lack of personnel. It was hoped that that shortage 
could be overcome by means of the ongoing training programmes, thus improving countrywide 
coverage. 

His delegation supported the Declaration to Stop Tuberculosis and fully endorsed the draft 
resolution. 

Dr STAMPS (Zimbabwe) said that, in Zimbabwe, deaths from AIDS had had an impact on 
mortality from tuberculosis, and the same was true of most parts of Africa. He thanked WHO and the 
Government of the Netherlands for the opportunity which 20 of the countries worst affected by 
tuberculosis had had to express their concerns at the Amsterdam Conference. The approach to 
tuberculosis in Zimbabwe had always been through directly observed treatment. Until 1986, there had 
been fewer than 2500 cases a year; in 1999, however, 46 000 new cases had been diagnosed. The 
management of tuberculosis had been decentralized; that made the disease more difficult to handle, 
because of the shortage of human resources and the difficulty of tracing patients who failed to attend 
for treatment. In African countries, efforts to halt the tuberculosis epidemic were being frustrated by 
financial problems, arising chiefly from the need to service debt. Debt relief would therefore make a 
major contribution to tackling the epidemic. He pointed out that in some countries sanctions imposed 
for political reasons meant that there were insufficient resources to buy drugs for conditions such as 
tuberculosis. He thanked the United States of America for its LIFE initiative, which would support 
implementation of the DOTS strategy and ensure that more patients received the right treatment at the 
right time. 

Dr MATJI (South Africa) said that since 1998 her country had played an active part in the Stop 
Tuberculosis Initiative. A regional meeting of the eight African countries with the highest prevalence 
of tuberculosis had been held in Pretoria. Together with 20 other ministers, South Africa's Minister of 
Health had committed the country at the Amsterdam Conference to the fight against tuberculosis. The 
Department of Health had been implementing the short-course treatment strategy since 1996. Progress 
had been very slow for the first two years, because of resistance to accepting the DOTS strategy, lack 
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of awareness about the tuberculosis epidemic, incorrect diagnosis and treatment of the disease, and 
poor follow-up of patients. However, tuberculosis had since become a priority of the Department of 
Health. More than 50% of health districts were presently implementing the DOTS strategy, and the 
overall cure rate was increasing. Tuberculosis diagnostic services had been improved, and treatment 
was available in all primary health facilities free of charge. The main target was to ensure that, by the 
end of the year 2000, at least two-thirds of health districts were implementing the DOTS strategy. 
Collaboration between the tuberculosis and the HIV I AIDS programmes was being stepped up through 
health education about both diseases, increased access to voluntary counselling and testing, the 
treatment of opportunistic infections and cooperation between home-based care projects and 
community-based DOTS. A major obstacle was the high rates of migration, both external and internal, 
through poor follow-up of patients and frequent interruption of treatment. 

She expressed her country's support for the Declaration to Stop Tuberculosis, and thanked 
WHO and other partners for their support. 

Dr DADI (Indonesia) supported the Amsterdam Declaration and welcomed the Director
General's report. 

Tuberculosis was the second biggest killer of adult Indonesians; the DOTS strategy was being 
implemented and political commitment was being fostered among both governmental and 
nongovernmental leaders. A national tuberculosis control programme had been initiated but budget 
limitations constrained the purchase of drugs, equipment and training. Indonesia hoped that WHO 
would coordinate donor agencies to finance that programme and set up partnerships with drug 
companies to make antituberculosis drugs more affordable and a course of treatment less lengthy. A 
good vaccine against tuberculosis should be developed. 

Dr OTTO (Palau) said that his country, which was very small, bore an unacceptable burden of 
tuberculosis. Its limited resources did not permit it to deal with the disease on its own. He gratefully 
acknowledged the technical, programmatic and funding support his country had received for its DOTS 
activities from WHO and the United States Centers for Disease Control and Prevention. He associated 
his delegation with the comments made by the delegations of Peru, Netherlands and United States of 
America and expressed his full support for the adoption of the draft resolution, with the amendments 
proposed by the delegates of Turkey and Norway. 

Mr ROKOV ADA (Fiji) acknowledged the potential benefits of the DOTS strategy in 
controlling tuberculosis; it had been the main strategy of his country for the past five years. The 
government-funded training of health workers on DOTS ensured the procurement and distribution of 
adequate antituberculosis drugs. Although the disease was currently under control, that situation might 
change under the impact of the HIV/AIDS epidemic. Fiji was grateful for the support given in 
upgrading and improving its laboratory diagnostic services. He supported the draft resolution, 
especially the recommendation to include case-detection and cure rates among performance indicators 
for overall health sector development. 

Dr HOMASI (Tuvalu) said that the Stop Tuberculosis Initiative had been implemented in 
Tuvalu since late 1999. Its tuberculosis prevalence rate of 360 cases per 100 000 inhabitants was the 
highest in the Western Pacific Region. His delegation felt that the very high rates of infection in small 
nations warranted more serious attention. He suggested that WHO should continue to work closely 
with small nations. He expressed support for the draft resolution incorporating the amendments 
proposed by the delegates of Norway and Turkey 

Ms JAHAN (Bangladesh), affirming that prevention of tuberculosis was better than cure, stated 
that Bangladesh placed a high priority on education and awareness-raising, proper training facilities 
and improvement in the nutritional status of its people. Her country emphasized effective diagnostic 
facilities, a cost-effective delivery system and the creation of better access to high-quality drugs at 
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affordable prices. Improvement in the health status of the people depended on public and community 
health services, particularly at the grass-roots level. Lack of resources meant that developing countries 
required the support of a global participatory partnership. The facts that an estimated one-third of the 
world's population had tuberculosis and that, of the cases in developing countries, 75% were in people 
in their most economically productive years were alarming. 

Document A5315 noted that the slow progress in controlling the disease in many countries was 
due to political and economic reasons; projects for tuberculosis control remained underfunded, 
received inadequate attention, and were low on the agenda of international efforts. WHO deserved 
congratulations for having acted quickly to mount an effective response to reverse that trend. She 
consequently supported the draft resolution which mapped out a strategy for global partnership. 

Dr SOFOLA (Nigeria) reported that Nigeria was one of the countries with a heavy burden of 
tuberculosis; it had implemented the DOTS strategy, in collaboration with international donor 
agencies and WHO, in 19 out of its 36 states. Expansion of the programme to the remaining states 
hinged mainly on the availability of antituberculosis drugs. The interrelationship between tuberculosis 
and HIV I AIDS needed to be addressed. The provision of adequate diagnostic facilities, particularly in 
rural areas, was a problem especially as they would be important for monitoring the success of DOTS 
and the development of drug resistance. 

The effectiveness of DOTS had been demonstrated, and success led to increased government 
commitment. Lessons had been learned, such as the usefulness of integrating the DOTS strategy into 
primary health care. Partnership expansion would be vital to effective coverage, especially given the 
size of Nigeria. Her delegation endorsed the Stop Tuberculosis Initiative and was committed to the 
Amsterdam Declaration to Stop Tuberculosis. Nigeria was developing a new operational plan, in order 
to meet global targets by the year 2005. She endorsed the draft resolution and supported the 
suggestions of previous speakers to explore partnerships and options for enhancing access to safe, 
high-quality curative drugs, together with the proposal by the delegate of Pakistan to establish a drug 
facility for tuberculosis. 

Professor GRANGAUD (Algeria) welcomed the report and said that, although Algeria had 
participated in the DOTS strategy, tuberculosis continued to be a public health problem in his country. 
The incidence rate was 50 cases per 100 000, and some 15 000 cases (all forms of the disease) had 
been notified in 1999. Diagnosis and treatment were free, being funded by the State. That policy 
should be the general approach, and he consequently supported the draft amendment submitted by the 
delegate of Norway. Algeria had redrafted its national guidelines on combating tuberculosis, which 
could be accessed on the Internet site of the national agency for health documentation. The definitive 
publication would shortly be available. Algeria had participated for the past two years in the meetings 
of the countries of the Mahgreb on a common tuberculosis control initiative. There had been a 
concerted effort to detect resistant strains and also to reduce costs by bulk purchasing of drugs. He 
suggested that WHO might augment its involvement in that initiative through greater budgetary 
support. He encouraged WHO to increase its efforts to make appropriate combined drugs generally 
available. Algeria supported the draft resolution. 

Mrs PHUMAPHI (Botswana) said that her country had been implementing the DOTS strategy 
for many years: it had been a success story until the advent of HIV I AIDS, after which Botswana had 
developed one of the highest notification rates for tuberculosis in the world. For the DOTS strategy to 
be successful, it had to be backed by a well-developed primary health care system, with easy access to 
well-resourced clinics or health care facilities. WHO had proposed the treatment success rate as a 
performance indicator for tuberculosis programmes. However, although that had been an effective 
indicator in Botswana, it was difficult to use meaningfully in developing countries because of the 
problem of accurately estimating the number of tuberculosis cases. She proposed including the 
treatment success rate among the performance indicators in paragraph 2(2) of the draft resolution. 
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Dr GARCiA MATA (Ecuador) expressed his concern over the development of drug-resistant 
strains of Mycobacterium tuberculosis. The new drugs to treat resistant forms were expensive; he 
supported the implementation of DOTS and the establishment of a global fund to assist the neediest 
countries in their fight against the disease. He thanked WHO for its support of his country's 
tuberculosis control activities. 

Dr SHIVUTE (Namibia) stated that tuberculosis was the second leading cause of mortality in 
his country, and the situation was worsened by the HIV I AIDS epidemic. A survey conducted two 
years before had found that 15% of all tuberculosis patients were also HIV -positive. The DOTS 
strategy had been introduced in 1996 and had led to greater community participation in health matters. 
However, there had been problems with multidrug resistance, access to nomadic communities, and 
running costs. Co-infection with HIV meant that both diseases had to be tackled with equal vigour. He 
was pleased to note the relevant emphases in the draft resolution such as closer coordination between 
the tuberculosis and HIV I AIDS control programmes, and would welcome further research into better 
prevention, treatment and general management of tuberculosis. 

Professor ONGERI (Kenya) indicated that his country had been implementing tuberculosis 
control since 1956. The situation had deteriorated with the onset of HIV I AIDS. Practical partnerships 
and substantial funding to meet the costs of antituberculosis drugs and other logistics were needed. 
Kenya would have to consider several challenges before adopting the DOTS strategy, namely: 
sustaining the programme despite the rising numbers; maintaining high cure rates; involving 
community health care providers; preventing the development of multidrug-resistant tuberculosis; and 
determining the role of the private sector. A case study conducted in Kenya between 1987 and 1999 
revealed a sixfold increase in the disease. The age group affected was between 15 and 44 years and 
corresponded to the HIV infection pattern for the same period. About 40% of people with tuberculosis 
were co-infected with HIV; the risk of co-infection was exacerbated by increasing poverty and intense 
urbanization. He supported the draft resolution. 

Dr JAY ATHILAKA (Sri Lanka) recorded Sri Lanka's support for the DOTS strategy. Strong 
political commitment to providing the necessary manpower and infrastructure was critical to success. 
In 1998, 6925 new cases, 3128 relapses and 48 treatment failures had been reported. The DOTS 
strategy had already been implemented in selected districts, with a view to expansion and adoption as 
a national priority. 

Dr MANGUELE (Mozambique) indicated that tuberculosis was a leading cause of illness and 
death in his country. The recent natural disasters had worsened the situation; medicines had been lost 
and health care personnel affected. Malnutrition, infectious diseases, poor housing and sanitary 
conditions and HIV I AIDS had increased the population's vulnerability. The DOTS strategy was 
considered to be the most appropriate approach for treating tuberculosis, but the country still needed 
WHO technical support to improve the quality of diagnosis and treatment. He supported the draft 
resolution with the amendments proposed by the delegates of Turkey and Botswana. 

Dr HEYMANN (Executive Director) responded to the emphasis laid by speakers on the 
importance of addressing the dual HIVItuberculosis epidemic; committing to undertake the challenges 
of maintaining the Stop Tuberculosis Initiative as an open and flexible partnership; strengthening 
health systems; expanding DOTS with further resources while containing the public health emergency 
of multidrug-resistant disease; and optimizing use of existing tools while ensuring research and 
development of new ones, especially vaccines, drugs and diagnostic tests. He also confirmed the 
establishment of a scientific advisory group on tuberculosis to support the formulation of appropriate 
policies, and said that WHO saw the role of immunization in tuberculosis control as being important, 
as BCG vaccine was thought to prevent miliary tuberculosis in children, although that was not the case 
with adult-onset tuberculosis. 
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Dr KOCHI (Stop Tuberculosis Initiative) recommended three mechanisms for implementing the 
Amsterdam Declaration to Stop Tuberculosis, namely: global partnership agreements whereby 
Member States would develop multisectoral five-year plans; a global fund for tuberculosis eradication, 
DOTS expansion, development of new diagnostics, vaccines and drugs; and a global tuberculosis fund 
that would include a global drug facility for providing necessary antituberculosis drugs free to certain 
countries. A meeting of donors was scheduled at which an appeal would be made for mobilizing 
additional resources. 

The meeting rose at 17:50. 



SECOND MEETING 

Wednesday, 17 May 2000, at 9:15 

Chairman: Professor S.M. ALI (Bangladesh) 

TECHNICAL AND HEALTH MATTERS: Item 12 of the Agenda (continued) 

Stop Tuberculosis Initiative: Item 12.1 of the Agenda (Resolution EB105.R11; Document A53/5) 
(continued) 

Dr HOLCK (Secretary) read out the amendments to the draft resolution recommended by the 
Executive Board in resolution EB 1 05.R11. 

The delegate of Thailand had proposed that in paragraph 1 (1 ), the words "to closely follow the" 
should be replaced by "to endorse the Amsterdam Declaration to Stop Tuberculosis as an", and to 
replace the phrase "in Amsterdam in March 2000" by the following phrase "(Amsterdam, March 
2000)". 

The delegate of Norway had proposed that operative paragraph 1 conclude with a new 
subparagraph, to read as follows: "(4) to give high priority to intensifying tuberculosis control as an 
integral part of primary health care;". 

The delegate of Turkey had proposed the inclusion of a new sub-subparagraph to paragraph 2( 1) 
that would read as follows: "(f) integration of tuberculosis control into primary health care institutions 
and activities at the central and peripheral levels;". 

The delegate of Botswana had proposed new wording in paragraph 2(2), with the word "cure" 
being replaced by "treatment success". 

The delegate of Thailand had proposed that in the opening lines of paragraph 4 the word 
"through" should be replaced by "by" and, further, a change of wording and an addition to 
paragraph 4(3). The entire subparagraph, including the proposed addition, would read as follows: 

promoting international investment in research, development and distribution of new 
diagnostics to speed up case detection and strengthen epidemiological surveillance, including 
support to Member States for community-based prevalence surveys or among high risk 
subpopulations, the poor and those who are vulnerable to infections, new drug formulations to 
shorten duration of treatment, and new vaccines and other public health measures to prevent 
disease, to reduce suffering and to save millions from premature death; 

The delegate of Tunisia had proposed the inclusion of a new subparagraph in operative 
paragraph 4 which read as follows: "(5) supporting regional programmes intended to coordinate 
tuberculosis control programmes;". 

The CHAIRMAN invited the Committee to consider the amended draft resolution. 

There being no objections, the draft resolution, as amended, was approved.1 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as resolution WHA53.l. 
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HIV/AIDS: Item 12.2 of the Agenda (Resolution EB105.R17; Document A5316) 

Dr JIMENEZ DE LA JARA (representative of the Executive Board), introducing the item, 
reported that the Executive Board had taken note of the staggering dimensions of the HIV I AIDS 
epidemic and the threat that it constituted to development and security. The Board had therefore 
supported the intensification of WHO's activities and leadership. The debate had focused on access to 
care, in particular antiretroviral and other drugs for people infected with HIV. It had been agreed that 
the strategy and policies of developing countries should concentrate not only on prevention but that 
treatment also had to be considered as part of the comprehensive care provided to each person. The 
high mortality from HIVIAIDS in developing countries was due in part to lack of access to drugs. Not 
only did appropriate HIV -related drugs need to be accessible at affordable prices, but also institutional 
capacity and social security coverage were essential. The Board wanted WHO to be proactive in 
improving access to HIV -related drugs through application of international trade agreements and 
continued negotiations with the pharmaceutical industry. WHO should be fully engaged in the 
International Partnership against AIDS in Africa. With national health systems around the world 
facing the overwhelming pressure of the AIDS epidemic, the Executive Board had proposed the draft 
resolution contained in resolution EB105.R17, including a call for WHO to develop a global health
sector strategy as part of the United Nations system's strategic plan for HIVIAIDS for 2001-2005. 

Mr ZEPEDA BERMUDEZ (Brazil) recalled that the Brazilian Ministry of Health had made 
combination antiretroviral therapy universally available since 1997. Subsequently some 85 000 
patients had benefited from the programme. The impact was similar to that in developed countries: 
mortality had been roughly halved; the number of cases of opportunistic infections had diminished 
markedly; the average number of hospital admissions had been sharply lowered; and the length and 
complexity of treatment had been greatly reduced. Implementation of the policy had reduced costs for 
both drugs to treat opportunistic infections and associated hospital admissions, with savings 
amounting to some US$ 420 million for the period 1997-1999. That had been accompanied by a 
significant growth in the demand for outpatient services and a decrease in demand for home assistance 
and day hospital services. The policy had clearly been cost effective. 

Brazil's strategy combined direct negotiations with international pharmaceutical companies and 
stimulation of the local manufacture of HIV I AIDS-related drugs. He therefore welcomed the recent 
effort made by UNAIDS and its cosponsors to reduce drug prices. Taking into account the Director
General's report on the revised drug strategy (document A53/10), and commending the strong 
leadership shown by WHO in re-emphasizing national drug policies and the implementation of 
measures designed to ensure access to essential drugs, he therefore proposed amendments to the draft 
resolution. In paragraph 1, he wanted to include a commitment to resolution WHA52.19 on the revised 
drug strategy and to the necessary actions within national drug policies to guarantee public health 
interests and equitable access to medicines, with use of indicators developed by WHO to monitor 
progress. Further, the paragraph should urge Member States to collaborate with WHO to establish a 
computerized database of the prices of essential drugs. 

He further proposed that paragraph 2 should include a request to the Director-General to support 
further the implementation of drug price monitoring systems in Member States and to lead discussions 
aimed at implementing fair pricing to promote equitable access to essential drugs. It should also 
include a request to strengthen Member States' capacity to implement drug monitoring systems in 
order to identify better adverse reactions and misuse of drugs within health systems, thus promoting a 
rational use of drugs. Finally, it should include a request for the continued development of methods to 
monitor the pharmaceutical and public health implications of trade agreements, with substantial 
support for such activities. 

Dr SAARINEN (Finland), speaking on behalf of the Nordic countries, congratulated the 
Director-General on her contribution to the recent agreement that would increase access to HIV I AIDS-
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related drugs for developing countries. However, the other important goals of efficient distribution of 
drugs and services and improvements in health systems still needed to be pursued. 

WHO's statements and resolutions on HIV/AIDS had provided valuable ethical principles and 
guidance for Member States and had helped to move public opinion away from discrimination and 
coercion. Nationally and internationally, the campaign against HIV/AIDS needed intersectoral 
collaboration, between various parts of the economy including finance and education. The cosponsors 
of UNAIDS needed to cooperate consistently, especially at country level. Nevertheless, the Nordic 
countries considered that the health sector was crucial for providing expertise and facilitating 
cooperation with other sectors. The top priority must be strengthening of national health systems, with 
innovative thinking about ways to promote cooperation between health systems and community-based 
services to meet the growing demand for care and support services for people with HIV and their 
families. The Nordic countries were pleased that WHO emphasized the need to strengthen health 
systems (see document A53/6, paragraph 8) and urged it to coordinate such work with UNAIDS. More 
should be done to facilitate the analysis and communication of best practices and the exchange of 
information, especially for prevention and treatment. 

The Nordic countries regretted the apparent lack of mechanisms or strategies for integrating 
WHO's HIV/AIDS activities into its other work, or for strengthening its cooperation with the other 
cosponsors of UNAIDS, especially at country level. They also exhorted WHO to stress equity in 
prevention and care. 

The prospect of better access to drugs meant support for and strengthening of national health 
services, in particular the infrastructure and training of health care staff. However, it needed to be 
remembered that prevention, and especially information and education, must form the basis of both 
national and international policies. 

WHO must be an active cosponsor of UNAIDS, especially at country level. The Nordic 
countries recognized that the strengthening of the Regional Office for Africa and identification of 
priorities of African countries were contributing to the International Partnership against AIDS in 
Africa, and stressed the necessity for further strong commitment. As development partners of many 
African governments, they urged consideration of HIV/AIDS in the planning and implementation of 
all development cooperation activities. They noted with satisfaction that other agenda items and 
documents of the current Health Assembly had also taken HIV I AIDS into account. 

Mrs AMAHA (Ethiopia), noting that more than three million people in her country were 
affected by HIV/AIDS, regretted that, despite the establishment of a national AIDS prevention 
programme in 1987, efforts had been uncoordinated and unsuccessful. In 1998, the Government had 
adopted a five-year strategic plan to combat the HIV/AIDS epidemic. To implement the plan, the 
National AIDS Prevention Council had been established in April 2000 under the chairmanship of the 
President of Ethiopia. Nevertheless, despite political commitment, the campaign against AIDS was 
hampered by deficiencies in several areas: funding, trained staff, laboratory facilities, counselling and 
testing services, and care and support. She called upon governments, the international community and 
donors to support her country's efforts and the work of UNAIDS. Given the link between health and 
poverty, cancelling the debts of poor and heavily indebted countries in Africa would release resources 
for poverty alleviation programmes, including the fight against HIV/AIDS. 

Her delegation noted with satisfaction the recent consensus on the prophylactic use of 
cotrimoxazole for the prevention of HIV -related infections in Africa, although that did not remove the 
need to develop an AIDS vaccine as soon as possible. Access to antiretroviral drugs remained 
extremely limited in most African countries and pressure should be exerted on the pharmaceutical 
industry to reduce drug prices. Her country appreciated the Director-General's efforts to mobilize 
resources and create awareness of the problem of access to effective drugs at an affordable cost. 

Dr SADRIZADEH (Islamic Republic of Iran), referring to the continued spread of HIV, noted 
the work of UNAIDS in building partnerships and facilitating support for countries, but the scale of 
the problem was immense and the needs were great. Despite some limited progress in increasing 
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access to care and treatment of HIV I AIDS-related illnesses and preventing mother-to-child 
transmission of HIV, lack of resources prevented developing countries from solving those problems. 
In the absence of a cure or a vaccine, promoting global partnership and providing more resources for 
the most seriously affected developing countries remained the key approach. 

Mr MASSE (Canada) said that for some years his country's HIVIAIDS policy had combined 
elements of surveillance, research, prevention and care. His delegation supported the draft resolution 
and emphasized the need for WHO to develop a global strategy for the health sector to combat the 
epidemics of HIV I AIDS and other sexually transmitted diseases, to give priority to the prevention and 
control of HIVIAIDS, particularly in respect of mother-to-child transmission of HIV, and to 
participate actively in UNAIDS, especially through the International Partnership against AIDS m 
Africa. His country supported the calls to make AIDS drugs more accessible and affordable. 

Dr GALON (Philippines) commended the key interventions for prevention and care set out in 
document A5316. Her country welcomed the attention given by the United Nations Security Council to 
AIDS. 

The Philippines' AIDS Prevention and Control Programme and a medium-term plan of action 
had begun in 1988, and the AIDS Prevention and Control Act had be~n passed by the Congress in 
1998. Many of the strategies and approaches identified as best practices, such as the provision of a 
continuum of care through half-way houses, health and life-skills education for target groups and 
training in counselling and support for health workers, had already been implemented in the 
Philippines. Major challenges included alleviating the impact on vulnerable groups, especially 
orphaned children, and ensuring the safety of blood and blood products. The activities around World 
Health Day (in April 2000) had provided valuable support for a voluntary national blood donation 
programme in the Philippines. Her delegation supported the draft resolution. 

Professor GIRARD (France), recalling the Director-General's epigram at the 1 05th session of 
the Executive Board that "the drugs are in the North, the disease is in the South", noted that progress 
had been made in the past year. Over 12 years, France had supported some 60 technical assistance 
programmes, mobilizing about FRF 700 million, especially in sub-Saharan Africa, with a focus on 
research. After its initial focus on prevention, since 1995 his country had sought to improve patient 
care, establishing in 1997 an international therapeutic solidarity fund. The fund currently sponsored 
research into the feasibility of reducing mother-to-child transmission of HIV and introducing 
antiretroviral treatment for people with AIDS in six countries. In parallel, France sought to support 
strengthening of national health systems. France welcomed the recent opening of a dialogue between 
United Nations organizations and the pharmaceutical industry, but that could only be the first step. At 
the instigation of France, an international conference would be held to formulate specific partnership 
proposals for increasing access to drugs in Africa. The various initiatives and projects were reflected 
in the draft resolution, which his delegation urged the Committee to approve. 

Dr MAHJOUR (Morocco) remarked that this country remained relatively unscathed by the 
AIDS epidemic. As soon as the first cases had been detected several measures were introduced to limit 
the spread of HIV and to minimize the impact on society. The blood supply had been safe since 1990. 
Some 40 centres offering anonymous and free counselling and testing had been set up, with 
participation of nongovernmental organizations. The syndromic approach to treatment of sexually 
transmitted infections had been introduced nationwide, in both public and private facilities. In 1998, a 
new national strategy had introduced the principle of triple therapy for people with HIVIAIDS; 
currently about 100 patients were receiving such combination therapy. Convinced that treatment 
contributed to the success of prevention programmes, he urged the Director-General to continue the 
efforts through UNAIDS to reduce the price of antiretroviral drugs, that being the sole means of 
guaranteeing greater access to drugs for all developing countries. He therefore endorsed the draft 
resolution. 
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Dr KIELY (Ireland) also endorsed the draft resolution. Initiatives undertaken under the foreign 
aid programme testified to his country's commitment to fighting the epidemic. Noting that the Irish 
Prime Minister had written to President Prodi of the European Commission, urging Member States of 
the European Union to explore the level of resources devoted to fighting AIDS worldwide and also to 
consider how best to procure affordable treatments for AIDS in poorer countries, he commended the 
Director-General's efforts on that score. Ireland was updating its national strategy against AIDS and, 
in line with the Director-General's report, prevention, surveillance, care and management, and anti
discriminatory measures would be addressed as priorities. 

Dr EL-SHAFEI (Egypt) recalled that the incidence of HIVIAIDS in Egypt was among the 
lowest in the world. Since the first case had been detected in 1986, some 800 Egyptians had been 
infected with HIV and 232 had shown symptoms of HIV disease. None the less, the country was 
committed to the fight against HIV I AIDS, according high priority and providing support to the 
national AIDS control programme. The private sector and non-health sectors of government had been 
encouraged to participate in HIV control measures. AIDS was a notifiable disease in Egypt. The blood 
supply had been secured, with a national monitoring authority screening some 500 000 blood samples 
each year for HIV and other infectious pathogens. A national blood bank had been established that 
was linked through a surveillance and communications network with some 30 branches throughout the 
country. Commercial trade in blood was outlawed and single-use hypodermic needles had been 
introduced to prevent infection through contaminated equipment. Every Egyptian hospital had its own 
safety and infection-prevention committee. Each Governorate had trained teams to provide treatment 
and counselling services for people affected by HIVIAIDS. Health authorities continued to work 
closely with vulnerable groups. Social, economic and psychological support was offered to people 
affected. 

In 1996, Egypt had been the first country in the Arab world and the Middle East to set up a 
hotline providing information about HIVIAIDS. To raise awareness, information had been 
disseminated in print (booklets, pamphlets and posters), through radio and television, and by other 
electronic media. HIVIAIDS had been included in school curricula. Two international conferences on 
AIDS had recently been held in Egypt. 

Egypt made strenuous efforts to support African and other States. More needed to be done to 
increase access to drugs, but her country joined others in commending the Director-General for the 
recent discussions with the pharmaceutical industry. Her delegation proposed the establishment of a 
committee under the auspices of WHO to explore ways of providing the necessary drugs to countries 
most in need. Such a committee should establish appropriate prices and eschew bilateral negotiations 
which led to differing prices for drugs in different countries. 

Dr FERREIRA SONGANE (Mozambique) highlighted some aspects of document A5316 that 
were of particular concern to countries like his. Acknowledging the efforts to lower drug prices, he 
questioned the sustainability of low prices and the feasibility of universal coverage - provision of care 
and treatment in remote rural areas would be difficult. Failing to take such issues into consideration 
might compromise ethical principles. Moreover, developing countries faced other major health 
problems besides HIV I AIDS, such as maternal mortality and malaria, the top priority in Mozambique. 
To illustrate the huge expense ofthe combined package for prevention and treatment ofHIVIAIDS, he 
cited the figure of US$ 8000 million spent in the United States each year. Even if drugs were to be 
provided at lower prices, social support and health care facilities were inadequate or lacking. Despite 
the current emphasis on drugs, prevention, including blood safety, remained the mainstay of the fight 
against HIV I AIDS. Because of problems with HIV test kits, Mozambique could not guarantee the 
safety of the blood supply (especially as it could not afford to screen for markers of hepatitis B virus 
infection, even though hepatitis B was a major problem). The draft resolution should reflect such 
issues. 
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Dr DLAMINI (Swaziland) wholeheartedly endorsed the comments of the delegate of 
Mozambique. She highlighted further concerns. The paucity of HIV testing centres in remote areas 
hampered prevention based on voluntary counselling and testing. Therefore, provision of an 
infrastructure with laboratory and diagnostic capacities to follow up and monitor patients should 
precede a proper programme of antiretroviral treatment. Cost-effective interventions should 
encompass drugs for prophylaxis and treatment of opportunistic infections, especially tuberculosis, the 
cost of which already bit deeply into the country's budget. Thus, the discussion of cost should be 
broadened. Nutritional interventions were needed to prolong survival of people with HIVIAIDS. There 
was a need for greater emphasis on prevention, and alternative therapies warranted investigation. 

Another major concern was the socioeconomic impact of HIVIAIDS, especially the large 
number of orphans, many infected with HIV, some living with destitute, elderly grandparents. Faced 
with the consequent spiral into poverty, her country, and others, needed support to tighten their social 
safety net. Community- and home-based programmes, an essential part of the continuum of care, 
meant empowering communities, which in turn meant resources. There again she sought support. In 
addition, people living with HIVIAIDS needed to be involved, as they were pivotal to preventive 
strategies, helping destigmatize the disease and promote acceptance at work. Nondiscrimination at 
work was also vital and Swaziland had made it illegal to test people before employment. A worrying 
trend was the infection of young girls in Swaziland and her country sought assistance in reinforcing its 
education and health promotion strategies. Stressing a holistic approach, she endorsed the draft 
resolution but proposed the following amendments: insertion in paragraph 1(11) of the words 
"encouragement of local manufacturing and parallel importing" between "pharmaceutical companies" 
and "and adequate financing", and addition of a new subparagraph to paragraph 2 which would read as 
follows: "(18) to advocate for research on nutrition in relation to HIVIAIDS support in both 
developing and developed countries;". 

Dr THABANE (Lesotho) also endorsed the draft resolution, indicating that HIV I AIDS had 
become such an emergency in his country that the provision of antiretroviral drugs was a necessity. In 
1999, 15% of the most productive age group were infected with HIV, despite existing preventive 
measures. The Government had created a policy framework and was developing a multisectoral 
strategy, covering finance and home-based care, and it sought information about successful strategies 
that used the female condom. 

His country welcomed the move to reduce the prices of antiretroviral drugs but was concerned 
whether it could afford even the reduced prices, about sustainability, and about the need for laboratory 
support and trained personnel. Without the introduction of antiretroviral drugs, Lesotho would be 
faced with a huge population of orphans and the loss of the very people needed to ensure effective 
education and prevention. 

Dr ANDRIANARISOA (Madagascar) said that, although his country had a very low prevalence 
rate of HIV I AIDS, control of sexually transmitted infections, including HIV, was nevertheless a health 
priority, involving appropriate treatment and increasing the awareness of target groups to prevent the 
spread of HIV. He supported the draft resolution and recommended that the Director-General should 
ensure follow-up of the resolutions and recommendations. He also called for a special pricing scheme 
by the pharmaceutical industry for HIV I AIDS-related drugs for developing countries. 

Mrs PHUMAPHI (Botswana), identifying HIV I AIDS as a devastating threat to human life, said 
that the response needed a global strategy, supported by the whole United Nations system, that should 
incorporate research, vaccine development, prevention through counselling, education, blood safety, 
treatment protocols, access to and production of drugs, community support and human resources. It 
should also deal with the consequences of the pandemic, such as orphans, the enormous depletion of 
human resources, delayed development programmes and crippled economies in the developing world. 
Therefore she suggested that the draft resolution should include a clause urging Member States to 
include HIV I AIDS as a mainstream element in development planning. It should also advocate debt 
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cancellation for developing countries. She further suggested the removal of the provtston that 
counselling should be voluntary, on the grounds that many programmes provided for group 
counselling strategies without any prior consultation - an approach that did not contravene human 
rights. It had been argued that testing should be voluntary, but that requirement should not apply to 
counselling. Finally, she called for a new subparagraph in paragraph 2, requesting the mobilization of 
funds for research into HIV -1 subtype C, which was the most virulent and prevalent in sub-Saharan 
Africa. 

Dr CHILD (Chile) observed that, despite the low prevalence rates of HIV infection (e.g. 1 per 
1000 pregnant women) and AIDS (28 per 100 000 population) in Chile, the Government had 
introduced in 1990 a programme aimed at mitigating the impact of the epidemic that was built on 
respect for human rights, informed decision-making for prevention and treatment, privacy and 
confidentiality. Policies were formulated through strategic planning and management. Care and 
prevention were inseparably linked. The main pillar of prevention was developing people's capacity to 
take decisions for the protection of their own and their sexual partners' health, taking account of 
cognitive, psychological, affective, social and cultural behaviour. Care for those already infected 
required equitable access to HIV I AIDS-related drugs, in the light of available resources and with 
support from nongovernmental sectors. Until recently, her country had been able to offer an effective 
and comprehensive package of care for a limited number of patients, but that could not be extended to 
meet the likely demand. Given Chile's limited resources, the Government in 1998 had accepted the 
invitation by UNAIDS to participate in its HIV drug access initiative, a pilot project to strengthen 
health care and drug delivery for people living with HIV. In that respect, she welcomed the recent 
moves to reduce the price of HIV drugs. She regarded the evaluation of her country's programmes as 
crucial and hoped to make the results of the evaluation and the experience gained available to the 
international community. In particular, that experience could be of great value to the Horizontal 
Technical Collaboration Group which united the region's AIDS programmes and shared its 
experiences and lessons in a permanent open forum. 

Dr BUSTAMANTE GARCiA (Colombia) outlined some aspects of the epidemic in his country, 
where by the end of 1999, 20 604 people were living with HIVIAIDS and 1254 new cases had been 
recorded in that year, and the main transmission route was increasingly becoming heterosexual. The 
introduction of antiretroviral drugs as part of the national health plan had reduced mortality among 
HIV -infected persons. 

With the collaboration of UN AIDS, a national strategic plan for 2000-2003 had been drawn up 
with eight operational strategies, each with defined activities, expected results, indicators, costs and 
responsible authorities. Priorities were set in line with local needs. In 2000, guidelines were issued on 
demand-led and mandatory activities as well as on prevention and early diagnosis of epidemic diseases 
including HIVIAIDS. Epidemiological monitoring currently focused on notification, surveillance 
studies, reports from blood banks and sexual risk behavioural studies. The first virtual conference on 
sexually transmitted diseases and HIVIAIDS, held under the Hipolito Unanue Agreement, in March 
1999, had provided a forum for countries in the Andean region to outline their plans and exchange 
information. 

The Colombian Ministry of Health's new strategy for HIVIAIDS included a commitment by the 
mass media to improve the capacity and training of 230 communicators throughout the country. A 
prize had been created for the best communicator on HIV I AIDS. Furthermore, the Minister of Health 
had proposed at the !hero-American Summit of Health Ministers in October 1999 that the HIV I AIDS 
programme in each country should be directed by an HIV -positive person. 

Mrs SOSA MARQUEZ (Mexico) fully supported the draft resolution, especially as it would 
reinforce WHO's role as a cosponsor ofUNAIDS. The Mexican delegation emphasized its belief that 
the best forums for discussion of HIV I AIDS in Africa were the United Nations Economic and Social 
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Council and, for coordination with the United Nations system, UNAIDS. She also supported the 
amendment proposed by the delegation of Brazil. 

Dr WANG Zhao (China) stressed China's concern at the HIVIAIDS epidemic and called on 
WHO to help China to strengthen cooperation with the international community in control and 
prevention. China supported the adoption of the draft resolution, especially welcoming the proposal 
for a global strategy, with priority in WHO's regular budget given to prevention and control and the 
further mobilization of funds in support of national HIV I AIDS programmes. The Chinese delegation 
recommended that WHO should continue to work to coordinate blood transfusion services, to reduce 
the cost of drugs, and to advance research into drug and vaccine development. Developing countries 
would be unable to shoulder the burden of medical care should large proportions of their populations 
become infected. For this reason, WHO should work towards reducing the spread of HIV by placing 
increased emphasis on prevention. 

Dr SATCHER (United States of America) stated that acknowledgement of the problem of 
HIVIAIDS was the first step towards improving public education, social marketing for prevention, 
cost-effective treatment and community care. Presidents and senior politicians should show leadership 
and stress prevention. The situation in many African countries was critical and the United States 
strongly supported the International Partnership against AIDS in Africa. Countries in other regions -
in Asia, the Caribbean and the former Union of Soviet Socialist Republics - must also face up to the 
harrowing trends. Timely action could save millions of lives later. The United States would continue 
to collaborate with WHO and UNAIDS and supported the draft resolution. 

President Clinton had strongly stated the United States' commitment to producing an effective 
vaccine; the United States was investing many millions of dollars in the production of vaccines for 
HIV I AIDS, malaria and tuberculosis. Proven interventions such as those ensuring safe blood needed 
continued support and strengthening. To increase access to drugs and other therapies, the United States 
Government ensured that the application of United States trade-related intellectual property law 
remained sufficiently flexible to react quickly to public health crises brought to the notice of its trade 
ministry and that the WTO Agreement on Trade-Related Aspects of Intellectual Property Rights was 
respected. WHO should use its expertise in the area of health infrastructure to increase access to 
effective therapeutics and should establish a working group with WTO, WIPO, UNICEF and 
UNAIDS, with special responsibility for promoting access to HIVIAIDS treatment. The group could 
also work for the establishment of a supporting medical infrastructure to ensure safe use of HIV I AIDS 
drugs. 

Ms NGHA T ANGA (Namibia) reminded the Health Assembly that Namibia was badly hit by 
the epidemic of HIVIAIDS, which was the principal cause of death in the country. It had reversed all 
developmental gains made since independence in 1990. In 1998 the Government developed a 
multisectoral, medium-term plan focused on prevention, dissemination of information, and care and 
support of those infected with and affected by HIV. She supported the draft resolution but with the 
amendments proposed by the delegation of Swaziland, and proposed two further amendments: to 
insert after the word "control" at the end of paragraph 1 ( 1 ), the following words: "and for the care and 
support of the infected and affected" and to insert after "programmes" at the end of paragraph 2( 4) the 
words "and for the care and support given through home- and community-based programmes". 

Dr GONZALEZ FERNANDEZ (Cuba) affirmed that AIDS was a social tragedy for sub
Saharan Africa. From 1985, Cuba had developed a strong programme to prevent and control 
HIVIAIDS within its national health system. Emphasis had been placed on education of young people 
and schoolchildren. To date, Cuba had identified 2530 people with HIV infection, 937 of whom had 
developed AIDS, with 658 deaths. The incidence rate was growing only slowly. Despite the economic 
situation, since 1989 zidovudine and, more recently, combination therapy had been given to all HIV
positive children and their mothers. 



COMMITTEE A: SECOND MEETING 31 

Speaking at the South Summit of the Group of 77 (Havana, April 2000), Dr Peter Piot had 
committed UN AIDS, of which he was Executive Director, to build on its outcomes. The delegate of 
Cuba, quoting the Declaration of the South Summit, urged the international community "to adopt 
concrete measures to mitigate the disastrous effects of HIV I AIDS, including by encouraging local 
production and ensuring access to drugs at affordable costs". Endorsing the draft resolution, he 
nevertheless considered that it should make a more explicit appeal to Member States, especially the 
developed countries, to find the financial resources required. 

Dr FETISOV (Russian Federation) observed that cases of HIV infection and AIDS were being 
detected in various regions of Russia. The growth in incidence was largely among injecting drug users. 
The Ministry of Health of the Russian Federation was cooperating actively with the relevant 
organizations in the area of prevention, HIV test kits, treatments, and ensuring blood safety. Many of 
the interventions were undertaken in close cooperation with UNAIDS and its office in Moscow. The 
Russian Federation supported the draft resolution on the subject, welcoming the proposals addressed 
to the Director-General, which amounted to a new WHO strategy to contain the spread of HIV based 
on the Organization's experience, and the strengthening of WHO's role in the area. 

Dr TSHABALALA-MSIMANG (South Africa) said that, in her country, the campaign against 
HIV I AIDS was being led by the Deputy President, who also chaired the recently established 
multisectoral National AIDS Council. South Africa had launched a youth-oriented five-year strategic 
plan involving prevention, voluntary counselling and testing, care, support and treatment, social 
mobilization, and development of a vaccine suitable for use in Africa. The strategies had been 
harmonized with those of other countries in the Southern African Development Community, which 
shared other concerns, such as human resource development, strengthening of health systems and 
logistical support, improved access to reliable and affordable HIV diagnostic kits, gender equity -
especially the empowerment of women and young girls, research on the benefits of nutrition for 
people living with HIVIAIDS, and the eradication of poverty. South Africa believed that debt relief for 
heavily indebted poor countries would contribute to the attainment of those objectives. 

Supporting the work of WHO and UN AIDS, South Africa also welcomed the discussions with 
the pharmaceutical industry, referred to by other delegates. Developing countries called upon WHO to 
conduct those negotiations in a transparent, consultative and representative manner, involving 
especially those countries most affected by the epidemic, and to ensure that the negotiations covered 
other HIV I AIDS-related drugs besides antiretrovirals and the strengthening of health systems, 
infrastructure and logistical support, including laboratory diagnostic services. Also there needed to be 
closer consultation with Member States. 

South Africa was encouraged by President Clinton's statement (1 0 May 2000) that "individual 
countries should have the ability to take measures to address the HIV I AIDS epidemic, provided that 
such measures were consistent with their international obligations". Countries should be encouraged to 
apply strategies such as parallel importing and compulsory licensing, and to support local drug 
manufacture. 

South Africa supported the draft resolution but with the amendments proposed by the 
delegations of Brazil and Swaziland, and also proposed that paragraph 1 should include reference to 
the initiatives of African political leaders in order to counter the frequent accusation that African 
leaders lacked political commitment. 

Dr MOGUILEVSKY (Argentina) reported that his country's Ministry of Health had set up a 
coordinating unit to integrate the various AIDS control programmes for greater efficiency. 
Antiretroviral and other HIV -related drugs were provided free of charge, as were CD4+ cell counts and 
viral load tests for persons without insurance cover. The number of sentinel surveillance sites had been 
increased, as had that of voluntary and anonymous HIV testing centres. The country's AIDS 
prevention programme had recently been given new impetus, with mass campaigns targeted at high
risk groups. AIDS training was provided for health service personnel and for teachers in more than 
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70 schools located in high-priority areas. The blood supply was being secured (95% of blood for 
transfusion was screened in 1999), with training programmes for blood programme staff including 
donor-exclusion policies. Nationally, the average mortality rate from AIDS had been reduced by about 
9%, but the significant regional variations in the reduction, from 4% to 23%, needed further study. 
Argentina greeted the negotiations with the pharmaceutical industry about lower costs, a major 
concern to the country, with pleasure. The country remained concerned about the persistent use of 
several ineffective treatments. 

Dr STAMPS (Zimbabwe), while welcoming the draft resolution, proposed that the words 
"political commitment" should be deleted from the seventh preambular paragraph, as that statement 
did not reflect the situation in every country. Political commitment had been evident in Zimbabwe 
since the first case had been diagnosed in 1985, when a safe blood programme- currently considered 
a model for blood safety - had been established. In 1990 the President of Zimbabwe had made no 
fewer than 16 statements on HIVIAIDS, and Zimbabwe had recently created a broadly based National 
AIDS Council. That statutory body was funded by an AIDS levy of 3% on personal income tax and 
corporate tax in Zimbabwe. Furthermore, the public sector was the major supplier of condoms in the 
country. Zimbabwe lacked money, not commitment. The delegate underlined the burden of debt and 
charged the world's financial institutions with lack of political commitment. Relief of debt would be 
one of the most valuable contributions the international community could make to the countries of 
sub-Saharan Africa, which would not object to the condition that the benefit be dedicated to the 
expansion of health and social services, including education. 

Member States needed information and choice in order to ensure the best health care for their 
patients, so, while supporting the amendment proposed by the delegate of Swaziland to paragraph 2 of 
the draft resolution, he proposed insertion of a further subparagraph: "(19) to determine the best price 
that could be obtained for a treatment regimen for HIVIAIDS of acceptable quality, and advise on the 
management, legal and regulatory issues that need to be addressed to obtain medicines at this price;". 

Dr SIDHOM (Tunisia) praised the work done by WHO within the framework of UNAIDS, 
particularly with regard to the development of national health strategies that accorded priority to 
young persons, to mother-to-child transmission of HIV, community-based standards of care and 
nondiscrimination against and nonstigmatization of vulnerable populations. 

Tunisia was relatively free of HIV, thanks in part to the early adoption of a determined national 
strategy on AIDS and sexually transmitted diseases. Efforts to guarantee the safety of blood and blood 
products had been particularly successful: not a single case of infection by that route had been 
recorded since 1987. Care, including hospital care, was provided free to all people with HIV I AIDS 
and related diseases. Legislation had been enacted to broaden the availability of such care, and to 
affirm the right of every person with a communicable disease to equality of treatment without 
distinction or discrimination. The family also played an important role, helping to counter 
stigmatization. 

A national strategy had been elaborated to prevent maternal transmission of HIV around birth, 
while an integrated national plan for the treatment of sexually transmitted diseases had been instituted. 
Health education had been focused on young persons, students, schoolchildren and the general public. 
Information campaigns sought to raise the general level of awareness about HIV I AIDS and to remove 
the psychological barriers to discussing HIVIAIDS and sexually transmitted diseases. 

Countries with low prevalence of HIVIAIDS needed to continue to be vigilant. Prevention 
programmes and the existence of effective treatments, including triple therapy, placed the onus on the 
international community to assure the right of every person living with HIV I AIDS to receive available 
treatments. Intensified and concerted international efforts were needed in order to offer hope to people 
living with HIVIAIDS and express international solidarity with their plight. Tunisia commended 
recent efforts to reduce pharmaceutical prices and expressed its support for the draft resolution. 
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Professor AHSAN ULAH (Bangladesh) observed that, while the prevalence ofHIVIAIDS in his 
country was low, Bangladesh faced the danger of increased infection rates owing to cross-border 
infection, internal population movements, and high prevalence rates of sexually transmitted diseases 
and tuberculosis. The price-reduction negotiations for HIV -related drugs were welcome and 
opportune. He favoured the extension of the principle to other essential drugs and mentioned the 
serious public health problem in Bangladesh of arsenic contamination of water supplies, against which 
both technical and financial assistance was urgently required. 

Dr TEE AH SIAN (Malaysia) expressed appreciation to WHO and other United Nations 
agencies for initiating discussions with five pharmaceutical companies aimed at accelerating and 
improving the provision of HIVIAIDS-related care and treatment and hoped that the outcomes would 
be substantial. Although Malaysia respected the Agreement on Trade-Related Aspects of Intellectual 
Property Rights, it urged the Organization to consider the possibility of allowing parallel imports and 
local manufacturing in developing countries. 

Dr SIL W AMBA (Zambia) emphasized the plight of the sub-Saharan African countries under 
the impact of HIV I AIDS and tuberculosis particularly on their young and economically active 
populations. Like Zimbabwe and South Africa, Zambia had shown political commitment. It too had 
established a council under the aegis of six ministries. Sadly, little headway had been made. The 
reduction in morbidity and mortality in developed countries and Brazil, mainly due to the widespread 
use of antiretroviral therapy, had been noted with great interest, and he urgently requested that the 
treatments should be made available in developing countries. The initiative to seek a sustainable price 
reduction was most welcome and, indeed, long overdue. Availability of affordable therapy would 
encourage many people who were unaware of their HIV status to undergo testing with its associated 
counselling for prevention. The pandemic needed a global response, in which pharmaceutical 
companies had a critical role. It was morally wrong to allow HIV to spread, creating such havoc, when 
the means of prevention and control were available. He called for continued support from WHO, 
UN AIDS and the bilateral agencies for capacity building in the management of HIV I AIDS 
programmes. Zambia supported the draft resolution, as well as the amendments proposed by Brazil, 
Swaziland and Zimbabwe. 

Dr KANCHANA KANCHANASINITH (Thailand), welcoming the strategies and 
recommendations contained in the draft resolution, pointed out her country's consistent and strong 
political commitment to fighting HIVIAIDS. Much effort and many resources had gone into the 
multisectoral approach, bringing substantial progress, such as behavioural change, increased condom 
use, a significant reduction in the prevalence of sexually transmitted diseases, and decreasing 
prevalence of HIV among all groups other than injecting drug users, pregnant women and blood 
donors, for whom sentinel surveillance in June 1999 had shown a slight increase. 

Her delegation proposed several amendments. Regarding paragraph 1, in general, countries with 
limited health resources could not implement WHO recommendations on care. She supported 
Mozambique in that priority should be given to prevention. Thailand's Ministry of Health had 
advocated the low cost but highly effective "social vaccine", encompassing the empowerment of 
women, universal access to condoms and changing risk behaviour. She proposed the following 
addition to the end of paragraph 1(3): ", with public education and national campaigns focusing on 
reducing discrimination and stigmatization, and promoting healthy environments to prevent and 
alleviate AIDS-related problems;". 

Despite recent reductions in drug costs, Thailand shared the same concerns as Mozambique and 
Lesotho regarding the sustainability of antiretroviral drug use and universal coverage. For efficient use 
of available resources she proposed that countries should prioritize on the basis of economic situation 
and epidemiological profile. Thus Thailand should give high priority to mother-to-child transmission 
and chemoprophylaxis of tuberculosis and cryptococcosis rather than high-cost, low-outcome general 
use of antiretroviral therapy. The term "adequate financing" in the draft resolution was misleading, 
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implying that either households or the national budget should pay for HIVIAIDS-related drugs, a 
course of action that was both inappropriate and unaffordable for developing countries. She urged 
WHO to adopt a more proactive and forceful stance in its negotiations with the pharmaceutical 
companies on the price of patented drugs. In that respect, paragraph 2, subparagraphs (9) and (1 0) 
were too conciliatory. With respect to paragraph 1(11), clarification was needed on the phrase 
"implementation of a strong generic drug policy" since all HIV -related drugs would be fully patented 
within the next five years and drug companies had a tendency to introduce new drugs when the patents 
expired on old ones. Regarding paragraph 2(13), she supported in principle the role of microbicides, 
but feared that when they were patented they would be unaffordable by sex workers, who made up the 
most vulnerable section of society. 

Dr TEMU (Papua New Guinea) reiterated that the substantial increase in the prevalence of HIV 
in Papua New Guinea endangered its young and relatively small population. The effort and leadership 
of the Director-General in diversifying support for HIV I AIDS prevention and control comforted 
countries with weak systems and limited resources. Papua New Guinea had set up a statutory National 
AIDS Council with its own funding separate from the health budget, and was seeking assistance from 
both multilateral and bilateral international agencies. In particular, he acknowledged the valuable 
support provided by WHO's Regional Office for the Western Pacific, UNFPA, UNICEF and the 
Australian Government. 

The challenges his country was facing included the inability of nonhealth sectors within the 
multi sectoral National AIDS Council to organize, fund and implement sectoral HIV I AIDS-related 
activities. He proposed that paragraph 2( 14) of the draft resolution should mention improving capacity 
for intersectoral collaboration, and that, in addition to the numerous tasks articulated in paragraph 2, it 
should urge international organizations, United Nations agencies, bilateral and multilateral donors and 
nongovernmental organizations to include HIV I AIDS activities in all their support programmes at 
country level. With respect to paragraph 1(5), the wording "as safe as possible" was too weak and the 
relevant clause should be amended to "that all individuals have access to safe blood and blood 
products, available at ... ". 

Ms WIJNROKS (Netherlands) endorsed the statement of the Nordic countries and joined 
previous speakers in stressing the importance of political commitment and leadership as crucial factors 
for the success of any AIDS control programme. As a cosponsor of UNAIDS, WHO's responsibility 
clearly lay in the field of health. Knowledge of and commitment to technical health and public health 
issues should therefore be present throughout the Organization. The Netherlands encouraged objective 
and independent research into mother-to-child transmission of HIV and she urged WHO to monitor 
the pilot studies closely, from an ethical and public health perspective. In the Netherlands the 
involvement of community-based and nongovernmental organizations in prevention strategies had 
proved very effective; this experience should be stressed. She welcomed WHO's recognition of 
nutrition as an important factor for improving the quality of life of people with HIV I AIDS and 
supported the draft resolution. 

Professor AKIN (Turkey) observed that the HIVIAIDS pandemic, while a serious global public 
health problem, exemplified well the success that could result over a relatively short time from 
intersectoral collaboration. She too praised WHO's leadership and the contributions of UNAIDS and 
other international organizations. Further progress would depend, among other things, on better access 
to HIVIAIDS treatment in developing countries. Secondly, intersectoral collaboration at the country 
level should be improved, inter alia, through greater involvement of nongovernmental organizations to 
increase public awareness of preventive measures. Every effort should be made to increase public 
education, as it was a key aspect of control programmes and facilitated community participation. 
Adolescents should not be overlooked. HIVIAIDS control programmes should be integrated into other 
health care activities at global and country levels in order to enhance cost effectiveness. She expressed 
full support for the draft resolution. 
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Dr SANGALA (Malawi) summarized the task facing the Ministry of Health and Population. 
With 265 000 cases of AIDS and 700 500 people infected with HIV at the end of 1998, there remained 
some nine million people, mostly in the rural areas, to be protected from HIV. The country's five-year 
strategic framework plan for 2000-2004, which was launched by the President of Malawi, had been 
developed on a broad participatory basis. Concurring with the delegate of Zimbabwe, he remarked that 
political commitment was visible and active. The draft resolution called on Member States to allocate 
resources to the epidemic, but many countries were already doing so. With two-thirds of inpatients in 
Malawi suffering from complications of HIV infection the consequences of the epidemic were so far
reaching that budgets were inadequate to address the many issues involved. Malawi welcomed the 
intention of some pharmaceutical companies to reduce the cost of medicines, including antiretrovirals, 
even though the price would still be too high for many people. He thanked all the countries and 
cooperating partners who had pledged to fight the epidemic at the recent resource mobilization 
exercise. Malawi supported the draft resolution with the amendments put forward by Namibia, South 
Africa, Swaziland and Zimbabwe. 

Dr KORTE (Germany) said that Germany recognized and strongly supported the work of WHO 
and UNAIDS as described in the documents. Germany would continue its bilateral contributions to the 
overall programme. He shared the concern about mother-to-child transmission ofHIV. He agreed with 
the need for high-level commitment and regarded recent public statements, particularly in sub-Saharan 
Africa, as most encouraging, but he suggested definition of those who were and who should be 
involved. WHO should address more clearly the religious and cultural obstacles to HIV prevention 
through information, education and communication. He supported the draft resolution. 

Dr VIOLAKI-PARASKEVA (Greece) mentioned that in Greece, where the incidence of HIV 
was still low, a centre for the control of AIDS and sexually transmitted diseases had been created in 
1992 under the auspices of the Ministry of Health to monitor and support activities, particularly in the 
field of health education. HIV treatment was free of charge in Greece. She called for WHO to re
evaluate the work of UNAIDS. Her delegation was concerned that the draft resolution and the 
proposed amendments were so detailed that the message had been diluted if not distorted. She 
supported the amendment proposed by the delegate of Papua New Guinea on safe blood and blood 
products. Since blood donations were voluntary in many countries, the words "available at reasonable 
cost" in paragraph 1(5) were inappropriate and should be amended. 

The meeting rose at 12:30. 
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Dr POPA (Romania), recalling that HIV infection and AIDS had been associated with children 
in the early years of the epidemic in Romania, stated that, in the past seven years, the annual number 
of new infections among children had fallen to between three and five cases, all involving mother-to
child transmission. His delegation supported the draft resolution and its key interventions. 

Professor MAMPUNZA (Democratic Republic of the Congo) announced his support for the 
amendments proposed by South Africa and Mozambique. Since the first cases of AIDS had been 
recognized in 1983, his country had been in the vanguard of the drive against AIDS. The national 
programme against AIDS and sexually transmitted diseases, with support from WHO and other 
agencies, had halved the prevalence of HIV infection among women attending prenatal clinics to 4%. 
Unfortunately, that effort was being jeopardized by the war in his country, in which rape was being 
used as a weapon by soldiers of the invading armies, among whom HIV infection was rife. Despite 
those and other difficulties, his country's Government had adopted a new national policy on 
HIV I AIDS and sexually transmitted diseases, with a strategic plan for the coming decade. He 
requested support not only for preventive treatment, but also for research into traditional medicine, 
which could be an interim solution while the South awaited the supply of drugs from the North. He 
also pleaded for help from the international community to end the war. 

Dr DIMANCHE-GILBERT (Central African Republic) said that, in 1999 after the Minister of 
Health had raised the awareness of decision-makers to the threat of AIDS to his country, the President 
had committed himself to the fight against AIDS and had called on the population to do likewise. 
Resources had been allocated to outreach activities in remote villages and, with WHO support, an 
information document had been translated into the national language and distributed widely. 
Furthermore, the AIDS budget had been doubled in 2000. A project to prevent mother-to-child 
transmission of HIV was about to start with support from UN AIDS, France and other countries. A bill 
had been tabled in Parliament to create a national therapeutic solidarity fund, to be financed from the 
national budget, voluntary contributions (people who had pledged 1% of their monthly wage) and 
special taxes on the sale of tobacco and alcohol. He called for the international community to support 
that fund. 

He urged UNAIDS to give stronger technical support to, and improve links with, the United 
Nations theme group on HIV/AIDS in the country. He mentioned that surveillance needed 
strengthening. Lastly, he appealed for assistance in drawing up the national strategic plan, which 
should take into account the results of the evaluation of the national medium-term plan and the 
recommendations adopted by the Health Assembly. 

Professor AKINSETE (Nigeria) reported that the seroprevalence of HIV infection in Nigeria, 
with its population of 110 million, had crossed the 5% mark, above which epidemiological experience 
elsewhere indicated a rapid expansion of the epidemic. The highest prevalence rate was in the 19 to 
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24-year age group, signalling grave implications for national development. The HIV/AIDS epidemic 
was further complicated by the overlapping epidemic of tuberculosis. Contributory factors to the AIDS 
epidemic in her country included denial and inaction by past governments, stigmatization, inadequate 
funding, lack of political will and ineffective coordination. Given the link between poverty and AIDS, 
the current President of Nigeria had launched a poverty alleviation programme, which should be 
accompanied by debt cancellation and, in January 2000, had inaugurated an interministerial 
presidential committee and a broadly representative, multisectoral working committee. That 
multisectoral approach would be replicated at State, local government and community levels. 

Recognizing that AIDS was not only a health but also a socioeconomic and cultural problem, 
Nigeria had adopted a two-track approach: an interim plan for prioritized actions over 18 to 
24 months, and a participatory process to prepare a long-term strategic plan. Her country was grateful 
for the assistance and encouragement it had received for the two steps. Remaining challenges included 
sustaining political commitment, coordinating implementation, decentralization, mobilizing resources, 
establishing accounting and financial management systems, monitoring and evaluation, capacity
building, and organizing support for people with HIV/AIDS. She stressed partnership and the 
multisectoral approach, the need to develop guidelines for the implementation of strategic plans, 
international cooperation, the sharing of information and the promotion of best practices. In addition, 
programmes should be country-driven, not donor-driven. While the initiative for making antiretroviral 
drugs available was welcome, procurement, distribution, monitoring, setting standards of care and 
local manufacture deserved close attention. Her delegation supported the draft resolution. 

Mr CHOWDHURY (India) said that, notwithstanding the activities of the AIDS control 
programme introduced in 1992, the current rate of HIV prevalence in India was disturbingly high. 
Sentinel surveillance indicated some 3.5 million people were infected. Despite the activities of the 
second phase of the AIDS control programme launched in 1999, no decline could be expected before 
201 0; indeed, the epidemic might even soar out of control. Behavioural change programmes and other 
preventive measures needed to be accompanied by international moves to amend laws on trade in 
drugs and vaccines. The recent Agreement on Trade-Related Aspects of Intellectual Property Rights 
had limited developing countries' scope to manufacture new drugs. As public health objectives should 
be paramount, that agreement should not apply to essential pharmaceuticals and vaccines. WHO 
should ensure that governments were authorized to deviate from the agreement and to allow 
compulsory licensing for production and import ofHIV/AIDS-related drugs. Notwithstanding the need 
for therapeutic drugs, research and development of vaccines against the various subtypes of HIV were 
even more necessary and should be supported internationally. Patents on resulting vaccines should be 
put in the public domain. 

Dr SAKAI (Japan) reported that, since HIV/AIDS was a major threat to public health and 
socioeconomic development, Japan had included it in its medium-term plan for overseas development 
aid (published in 1999). His country had cooperated in, for instance, HIV prevention, education and 
human resource training on a multilateral and bilateral basis and would continue to support such 
activities at international and national levels. 

Professor GRANGAUD (Algeria) said that he found reassurance in the growing mobilization 
against HIV/AIDS. Algeria had demonstrated an increasingly strong political commitment and 
welcomed the parallel trends internationally and in particular under the aegis of the Organization for 
African Unity. In Algeria, priority was still given to prevention, with the mobilization of all levels of 
society. All blood was screened. Epidemiological surveillance was being strengthened. Voluntary 
counselling and HIV testing were encouraged. Care for people with other sexually transmitted 
infections was being improved. In 1999, triple antiretroviral therapy had been introduced, despite the 
high costs to the State. 
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Since his country believed that subregional consultations were essential, his delegation 
proposed insertion of the phrase "by promoting consultations between countries in subregions" in, 
paragraph 1 (15) of the draft resolution. 

Mr TOU (Burkina Faso) emphasized that, although AIDS was a major issue in his country, 
appropriate measures were being taken. He agreed with previous positive comments about the political 
commitment of African leaders, noting the emphasis given to AIDS by the ministers of health at their 
meeting in Ouagadougou in May 2000. He supported the draft resolution but proposed some 
amendments. On page 2, after paragraph 1 ( 1 ), wording should be inserted to express the wish for more 
streamlined resource allocation procedures by partners. In paragraph 2(9) the dialogue with the 
pharmaceutical industry should be pursued "in consultation with African States, at all events with the 
States most concerned, and with associations of persons with HIV". He further proposed the addition 
of a subparagraph to paragraph 2 to the effect that it was necessary to stimulate, encourage and support 
research into traditional medicine or the traditional pharmacopoeia, an area in which his country had 
rich experience. He endorsed Botswana's proposals on debt relief and mainstreaming HIVIAIDS in 
national development programmes, and supported Brazil's proposals. 

Mr AMEGNIGAN (Benin) gave some data on the epidemic in his country: 124 725 cases of 
HIV infection (at a rate of 41 per day), 3536 cases of AIDS (80% among people aged 20-49 years), 
and a steadily rising HIV seroprevalence rate (3 .6% in 1997). All the efforts of the national AIDS 
control programme seemed in vain. Concerted efforts were needed. His country supported the draft 
resolution. 

Dr GEBEL (Libyan Arab Jamahiriya) recalled that several conferences on AIDS had been held 
in Africa during the previous decade, the latest being the meeting of African health ministers 
(Ouagadougou, May 2000). All had agreed on the urgent need for international financial support to all 
African States afflicted by HIV I AIDS. Recent data for his country showed a total of 1482 cases of 
HIV I AIDS, of which only 252 were Libyan nationals. In 1998, 398 children and 19 mothers were 
infected with HIV through transfusion of contaminated blood; the nurses concerned were currently on 
trial. He thanked WHO and countries that cooperated with the Libyan Arab Jamahiriya for their 
contributions to diagnosis and treatment. National AIDS prevention and education programmes had 
been established in the country. Blood and blood products were screened before transfusion. 
Treatment was free for all patients. His delegation supported the draft resolution but proposed adding 
the following text to paragraph 2: "to establish within WHO a committee to discuss with 
pharmaceutical companies producing HIV I AIDS-related drugs issues relating to prices and quality 
assurance". 

Dr MZIGE (United Republic of Tanzania) said that, although the cumulative total of reported 
AIDS cases in the United Republic ofTanzania had been 109 863 in 1998, because of under-reporting 
the actual figure had been nearer 550 000. Some 51 000 cases of tuberculosis had been notified that 
year. The National AIDS Control Programme estimated that 1.6 million adult Tanzanians, in a mainly 
rural population of 31 million, could be HIV infected. The country needed kits that were easily stored, 
without refrigeration, that detected antibodies to both HIV -1 and HIV -2, and that would serve for 
testing and confirmation. His country supported the draft resolution. 

Dr COULIBALY KOUNANDI (Cote d'Ivoire) said that his country, supported by different 
donors, deployed great efforts to combat AIDS through its National AIDS Control Programme. His 
delegation supported the comments of Botswana and South Africa on poverty. It supported the draft 
resolution but proposed that the text should include a call to establish, with donors' support, 
programmes to combat poverty, with strict and transparent implementation, aimed at debt cancellation, 
the enhancement of living conditions, lowering the level of unemployment and the improvement of 
public health. With regard to paragraph 1(14), his delegation supported the recommendation of the 
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Netherlands delegation for objective and independent research on prevention of mother-to-child 
transmission of HIV, but it suggested that the term "mother-to-child" be replaced by "parent-to-child" 
to avoid stigmatizing mothers. It also suggested that there should be text that called on decision
makers to take necessary measures to prevent the exploitation for financial and personal ends of 
people affected by HIVIAIDS. 

Dr BERGER (Switzerland) said that given the scale of the problem, in particular in the African 
countries, one could almost speak of genocide. However, the situation was also grave elsewhere in the 
world, in particular Eastern Europe, where drug injection was the main route of transmission. All 
efforts should be mobilized for the large-scale action required. Her delegation welcomed the joint 
efforts for improving the provision of care and treatment that had been undertaken by the United 
Nations organizations and the pharmaceutical industry. At the same time such treatment would need to 
be properly managed, for instance to avoid development of resistance. Measures against HIVIAIDS 
required an all-round approach, including not only treatment, but also the strengthening of health 
systems, information activities, counselling and the wider participation of the community. 

In its capacity as a member of the Executive Board, Switzerland considered that the draft 
resolution represented the necessary basis for discussion. Her delegation was open to consideration of 
the numerous amendments proposed, but stressed that it considered approval of the draft resolution 
vital. 

Ms DJAMALUDIN (Indonesia) pointed out that, although her country had a low and only 
slowly increasing HIV prevalence rate (currently <1% ), Indonesia was potentially at high risk of a 
major AIDS epidemic, particularly in some areas and among some populations, such as in Irian Jaya. 
The recent economic crisis had aggravated the problem, with use of illicit drugs and drug trafficking. 
Most drug users in Indonesia injected drugs, putting themselves potentially at risk of HIV infection 
and risking a rapid spread of the virus. 

Limited resources for health meant that HIV prevention would have to compete with other 
urgent problems, such as malnutrition in under-five-year-old children. Therefore, special attention and 
support were sought from donor agencies, in particular WHO and UNAIDS, for technical assistance 
and resources for specific interventions and targets, in particular information for schoolchildren, 
testing and counselling services, and provision of test kits. Her delegation welcomed the recent 
opening of dialogue with pharmaceutical firms. She recalled that the Agreement on Trade-Related 
Aspects of Intellectual Property Rights left room for the protection of public health while allowing 
some flexibility in pursuit of national and development objectives. Thus, while welcoming the 
potential for significant cost reductions, her delegation sought to ensure that the continued negotiations 
would not limit her country's rights to make use of the options allowed under the agreement. It called 
upon WHO to strengthen its support to Member States in developing legislative models to reduce the 
harmful effects of globalization on the health sector and to provide monitoring systems for 
implementation of the trade agreement. 

Dr CHINNIA (Trinidad and Tobago), noting that Caribbean countries had the second highest 
prevalence of HIV I AIDS in the world, said that his Government was politically committed to 
whatever action was necessary to curb the spread of the epidemic. Its commitment was shown by its 
willingness to increase funding continuously to fight the disease. A national strategic plan, currently 
being implemented, stressed the need to reduce the vulnerability of women, children and adolescents, 
and the budget allocations for 1999-2000 paid greater attention to the prevention of mother-to-child 
transmission. The plan also sought to build partnerships between health providers and the community, 
and it included the strengthening of health systems, in particular for primary health care. The 
HIV I AIDS programme had well-defined monitoring and evaluation systems, and in general his 
country's response to HIVIAIDS consisted of activities that were closely in line with those advocated 
by the draft resolution, including the implementation of improved surveillance, provision of testing 
services, access to antiretroviral therapy with provision of a comprehensive continuum of care, 
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prevention and control of sexually transmitted infections, reduction of mother-to-child transmission of 
HIV, and maintenance of a safe blood supply. Work still needed to be done, for example, to expand 
voluntary counselling, in reducing the cost of antiretroviral drugs, and providing fair financing. In 
particular, his country applauded the WHO efforts to make antiretroviral drugs more available and 
affordable. While UNAIDS had supported the efforts of Trinidad and Tobago, his delegation 
considered that because of the catastrophic threat posed by the epidemic, the HIV I AIDS programme 
needed to be personally led by someone with the profile of the Director-General. 

Dr ESSOSOLEM (Togo), thanking WHO and UNAIDS for their support for Togo's efforts to 
combat HIV I AIDS, pointed out that research was progressing thanks to the blood samples of those in 
the South. Human solidarity demanded that hands reach across the North-South divide for an effective 
fight against AIDS. The rising prevalence of HIV in Togo, from <1% in 1987 to between 6% and 
8.5% in the general population in 1999, and the increasing number of cases of HIV illness and AIDS 
were worrying. The most likely epidemiological causes were the temporary emigration during the 
sociopolitical crisis of 1990-1993, when more than 300 000 people had left Togo for several months, 
and the simultaneous internal migration and resultant population mixing. The continuing economic 
crisis had been compounded by the sudden withdrawal of some donors. In addition to the 
inaccessibility of antiretroviral drugs, there was an acute shortage of HIV screening tests, which 
jeopardized the blood supply. Thanks to the efforts of the Regional Director for Africa, Togo had been 
able to acquire a small number of kits. His country's only advantages were its participation in 
international meetings and the establishment of an effective epidemiological surveillance network. 
Wondering whether it was worth mobilizing an army if it had no equipment or logistical backup, he 
supported the draft resolution. 

Dr WAHEED (Maldives) conceded that, in spite of nearly two decades of work and, in the 
Maldives, the creation of a special organization for dealing with AIDS, the epidemic continued to 
grow. The reason was the lack of adequate weapons, and the continued reliance on safer sex, which 
worked for some but not for all people. AIDS treatment was at a stage comparable to the pre
streptomycin era of tuberculosis. He attributed the lack of progress to the reduced importance attached 
to research, which was often driven by commercial interests. As AIDS became a disease of the poor, 
commercial interest had waned. Developing countries could not remain passive bystanders but had to 
develop their own research capacity; they had the talent but lacked the funds. They looked to WHO for 
guidance and to facilitate the flow of resources for research. 

Dr DI GENNARO (Italy) said that her delegation shared concerns about the present situation, 
and supported the draft resolution. Italy attached particular importance to the strengthening of health 
systems, increasing access to treatment and care, and wider community involvement. The Italian 
Parliament had recently given high priority to fighting AIDS in Africa, allocating considerable new 
financial resources, to be mainly channelled through WHO and UNAIDS. Italy was also committed to 
developing a vaccine in collaboration with certain African countries, in a move also aimed at 
supporting African research institutions. 

Mr GUILLEN (Peru) acknowledged the leadership of WHO and UNAIDS in the fight against 
AIDS. His delegation supported the draft resolution. Although prevention and political decision
making processes were crucial, it believed that access to drugs for developing countries most ravaged 
by the epidemic was the cornerstone of the efforts to deal with AIDS. To that end, he supported the 
amendments made by the delegation of Brazil. 

Dr LEWIS-FULLER (Jamaica) indicated her country's concern at the continued increase in the 
numbers of HIVIAIDS cases that it was seeing, most of which were in people in the prime of their 
economic life. By the end of 1999, in a population of about 2.5 million, a total of 4196 cases of AIDS 
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had been reported, with a male:female ratio of 1 :4. Of particular concern was the increasing 
prevalence among children and adolescents. 

The medium-term plan for 1997-2001 contained various strategies, implemented in 
collaboration with Trinidad and Tobago, to prevent and control HIV/AIDS and other sexually 
transmitted diseases, by reducing the incidence of HIV I AIDS and mitigating their impact. The plan 
focused on public education for behavioural change, including safer sex; prevention of mother-to-child 
transmission of HIV; provision of adequate care for those infected in order to improve quality of life 
and maintain dignity; integration of HIV I AIDS and sexually transmitted disease control in the context 
of family health and reproductive health; and inclusion of those already infected in the programmes. 
She cautioned against consigning those who were terminally ill with AIDS to oblivion, in a way 
reminiscent of leprosy in times past. She emphasized two topics mentioned by other delegates: 
prevention and counselling, which she argued should not be voluntary - in this, she supported the 
amendment proposed by Botswana. 

In intersectoral and international cooperation, the Caribbean countries, with support from 
UNAIDS, had established a task force that had formulated a strategy for intensifying all control efforts 
in the subregion. They urged that UNAIDS should receive more support so that it could channel 
resources to Caribbean countries at regional and national levels. She therefore recommended the 
following amendments: insertion in paragraph 1 of a new subparagraph to read: "to conduct research 
into behavioural change and cultural factors that impact on sexual behaviour"; and paragraph 2(3) 
should include the words: "UN AIDS should be given additional support through the efforts of WHO 
and its encouragement of the donor community to carry out its tasks at regional and country levels;". 

Dr VIVAS (Uruguay) noted that, since the first case of AIDS in Uruguay in 1983, the 
prevalence rate ofHIV had risen to 0.27% in 1998. The prime aims of the Uruguayan national AIDS 
programme were to reduce the incidence of HIV; reduce the psychosocial impact of HIV/AIDS; 
improve the quality of life of patients, with fewer admissions to hospital; and reduce mortality. Her 
delegation approved the draft resolution. Nevertheless, as it considered that policy on the cost of 
medicines was critical to health sector reform, it supported the proposed amendment by Brazil. 
Further, it supported other proposed amendments, in particular those of Zimbabwe and Swaziland. 

Her delegation also proposed an amendment of its own to reflect the health section of chapter II 
of resolution E/CNA/RES/2000/85 on the rights of the child adopted by the United Nations 
Commission for Human Rights. She proposed that paragraph 1 should include the wording: "to take 
all necessary measures to protect children infected and/or affected by HIV/AIDS from all forms of 
discrimination, stigma, abuse and neglect, in particular in their access to health, education and social 
services". Further, her delegation wanted the inclusion of a new subparagraph to the effect that the 
Director-General should appeal to the international community, relevant United Nations agencies, 
funds and programmes, intergovernmental and nongovernmental organizations to give importance to 
the treatment and rehabilitation of the children infected with HIV and should invite such bodies to 
consider further involving the private sector. 

In paragraph 2, a new subparagraph should be inserted, to read: "to intensify support of national 
efforts against HIV/AIDS aimed at providing assistance to children infected or affected by the 
epidemic, focusing particularly on the worst hit regions of Africa and where the epidemic is severely 
setting back national development gains". 

Her delegation also encouraged the Director-General to continue the dialogue with the 
pharmaceutical industry on behalf of concerned Member States but to involve them in the 
negotiations, and to maintain pressure on pharmaceutical firms to develop affordable and effective 
HIV I AIDS-related drugs, given the examples of the pharmaceutical industries in Cuba and Brazil. 

Dr TROOP (United Kingdom of Great Britain and Northern Ireland) said that her delegation 
recognized the need to combine preventive measures, care and support with longer-term efforts to 
develop affordable vaccines. The United Kingdom's strategy on HIV/AIDS aimed to raise the profile 
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of the epidemic, to create environments for enabling HIV prevention and control, to care for people 
living with HIV and AIDS, and to improve knowledge and technology. 

Her delegation welcomed the recently announced public-private sector collaboration to 
accelerate and improve access to HIV I AIDS care and treatment, together with the stated intention to 
improve all aspects of care including prevention. The United Kingdom would work with partners to 
that end. Her country was committed to a sustained strategic response to HIV/AIDS, would intensify 
its action, and was scaling up its support for several programmes. Her delegation supported the 
resolution, but endorsed the comments of the Swiss delegation on the need to reconcile the various 
amendments suggested. 

Dr ZARAMBA (Uganda) recalled that the epidemic had grossly eroded the economies of the 
countries in sub-Saharan Africa and reversed the health gains of past years. Since 1986, his country 
had appealed for support in tackling the epidemic. Its political commitment was beyond question, and 
it had done everything possible to address the problem. He thanked all those who had come to its 
assistance, which was more necessary than ever. 

Uganda remained committed to the preventive approach and behavioural change as the chief 
lines of action, and appealed for more support for prevention. Even though social mobilization and 
effective behavioural change programmes took time and effort, they produced results; the successes in 
behavioural change reported from his country and Thailand were rooted in social-mobilization and 
awareness-raising exercises. 

He too welcomed the negotiations with the pharmaceutical industry and announced that Uganda 
was committed to participating in transparent negotiations to ensure universal accessibility of cheap, 
effective drugs with appropriate logistical services. He supported the adoption of the draft resolution 
with the amendments proposed by Brazil, Swaziland, Zimbabwe and others. 

Professor ONGERI (Kenya) reminded the Health Assembly of the extent of the epidemic in his 
country: about 14% of adults and some 106 000 children aged under five years were infected with 
HIV, giving a total of about 2.2 million people infected. His Government considered the burdens of 
HIV/AIDS and other diseases to be a development issue and a major threat to national security. Its 
political commitment could not be doubted; together with the high awareness in the communities, it 
should be matched with well thought-out programmes. Such action needed resources. 

Poverty was central to the burden of disease, but efforts to mitigate poverty could not succeed in 
an environment with a high prevalence of HIV; that had wide economic consequences. He emphasized 
the necessity of debt cancellation and drastic reduction in prices of antiretroviral drugs and those for 
opportunistic infections. He supported the draft resolution, with the amendments proposed by 
Mozambique, Namibia, South Africa, Swaziland and others. 

Mr W.-K. MOON (Republic of Korea), acknowledging the work of WHO and the Regional 
Office for the Western Pacific, mentioned that his country had introduced a special law on HIV/AIDS 
in 1987 and provided care and treatment with zidovudine free to people with HIV. In 1999, it had 
launched a special programme to improve surveillance of HIV and sexually transmitted infections and 
had established a drug resistance database that was available through a website. His Government was 
investigating the causes of under-reporting of sexually transmitted infections, a high prevalence and 
incidence of which would predispose to HIV infection. He suggested that WHO should support 
research into how health care systems deal with under-reporting and, with regard to drug resistance, 
should develop a standard protocol for the compilation of relevant data. 

Mr SHEM (Vanuatu) stated that the HIV/AIDS strategy endorsed by the Health Assembly in 
1992 (resolution WHA45.35) remained the cornerstone for creating HIV/AIDS awareness in his 
country. 

Thanking WHO and UNAIDS for their assistance, he noted that, to date, no case of HIV 
infection or AIDS had been reported in Vanuatu. However, he warned that the prevalence rates of 
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sexually transmitted infections were rising alarmingly, and he urged the Organization to further 
emphasize syndromic management of those infections, particularly in the training of health workers. 

Dr SOARES MARQUES DE LIMA (Sao Tome and Principe) encouraged WHO and UN AIDS 
to continue their efforts to make HN I AIDS-related drugs increasingly available to the population of 
Member States, particularly in order to reduce vertical transmission of HIV from mothers to children. 
Unless such drugs were available to the poor countries, it would be impossible to speak of social 
justice, fairness or solidarity. He supported the draft resolution and proposed that the word 
''promouvoir" should be added after the word "defendre" in the French text of paragraph 2( 15), 
because active promotion was needed, not more advocacy. 

Mr BERMEJO (International Federation of Red Cross and Red Crescent Societies), speaking at 
the invitation of the CHAIRMAN, pointed out that HIV could be prevented; prevention and care could 
work synergistically to enable people to reduce the risk of HIV infection and prevent further spread of 
the epidemic. Although such activities were still insufficient, the Red Cross and Red Crescent 
Societies movement was uniquely placed to help expand them, at local level and across national 
boundaries to reach the goal of prevention; as a patchy approach would make no impact on the 
epidemic, action must be concerted and engage civil society. His organization's volunteers were 
willing to cooperate with ministries of health and organizations in the United Nations system to 
increase awareness regarding HIVIAIDS prevention. They would also support home care for people 
living with HIVIAIDS. In those ways, the International Federation would scale up its activities to 
control the HIV I AIDS pandemic. 

Professor IDANPAAN-HEIKKILA (CIOMS), speaking at the invitation of the CHAIRMAN, 
explained that the ethical issues raised by trials of HIV I AIDS-related drugs and experimental HIV 
vaccines in resource-poor countries had impelled the Council to revise its International ethical 
guidelines for biomedical research involving human subjects. Thanks to the UNAIDS and WHO 
support, the revision was well advanced. The parallel revision by the World Medical Association of 
the Declaration of Helsinki would reduce the risk of conflict between the two texts. The revision 
process had benefited substantially from the UNAIDS document on ethical guidance.1 A third draft of 
the revised guidelines would soon be widely distributed for comment by all interested individuals and 
organizations. He looked forward to continued cooperation with WHO. 

Mr VAN DER HEIDE (Consumers International), speaking at the invitation of the 
CHAIRMAN and also on behalf of Health Action International, Medecins sans frontieres and 
Consumer Project on Technology/ identified as a critical element in the AIDS crisis the lack of access 
to HIV I AIDS-related drugs and basic care. An important way of increasing access and the survival of 
people with HIV I AIDS was to use generic production to the full. The pharmaceutical industry could 
allow others to produce its drugs or could sell HIVIAIDS drugs at generic prices. He welcomed the 
Director-General's support for Brazil's overall generic drugs strategy, which had sharply cut the price 
of antiretroviral drugs. WHO should continue to be proactive in working to increase access and 
affordability. 

The announcement by UNAIDS of the opening of dialogue with five multinational drug 
companies, although welcome, raised several questions. How would countries qualifY for 
participation? Would the proposed discounts also apply to drugs for basic care? What was the role of 
generics? How would optimum treatment be ensured if the availability of drugs was determined by the 
willingness to lower prices? 

1 Ethical considerations in HIV preventive vaccine research: UN AIDS guidance document. Geneva, UN AIDS, 2000, 
UNAIDS/00.07E. 

2 Nongovernmental organizations not in official relations with WHO. 
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Countries should be enabled to use good-quality generic products and obtain significant 
discounts from research-based companies. Transparent cooperation between national governments, 
UNAIDS and nongovernmental organizations was the necessary base for a viable, sustainable 
programme that would meet consumers' needs. 

He applauded WHO's action in advising countries on ways of protecting public health while 
implementing trade agreements. Noting that a recent report by Medecins sans .frontieres, WHO and 
UNAIDS indicated that the revised Bangui Agreement on patents of pharmaceutical products (1999) 
strengthened the rights of patent holders, he concluded that the 15 francophone countries in West 
Africa should not ratify the new agreement. WHO should continue to provide technical assistance on 
trade issues, in line with resolution WHA52.19. He supported the Director-General's statement that 
the Organization had a crucial role to play in developing a global strategy on preferential low prices 
for essential drugs in low-income countries. 

Dr BALE (International Federation of Pharmaceutical Manufacturers Associations), speaking at 
the invitation of the CHAIRMAN, outlined some of the efforts made by the pharmaceutical industry to 
fight the AIDS pandemic, including donation approaches and individual arrangements to expand 
access. It continued research and development into more than 100 new AIDS therapies and vaccines, 
on the assumption that intellectual property rights would be respected. In response to international 
appeals and in the light of the innovative partnerships with WHO and other United Nations 
organizations on malaria and vaccines, the Federation had also sought ways for cooperation between 
the industry, the United Nations system and committed national governments to fight AIDS, 
particularly, though not exclusively, in Africa. Five major pharmaceutical companies, in cooperation 
with WHO, UNAIDS, the World Bank, UNICEF and UNFPA, had undertaken to explore practical 
ways of expanding access to HIV I AIDS-related care and treatment in developing countries. Six factors 
would determine success in that complex issue: unequivocal and continuing political commitment by 
national governments, strengthened national capacity, engagement of all sectors of national society 
and the global community, significant additional funding, efficient and secure distribution systems, 
and continued research and development by the pharmaceutical industry. 

Patents must be protected because innovation increased choice and competition. Patents and 
innovation together complemented good access to care and treatment. The promotion of weak patents 
or parallel trade would work against the interests of the intended beneficiaries. 

For the companies involved in trying to expand access to high-quality HIV/AIDS therapies, that 
was just the beginning; they were ready to formulate practical details of action. He hoped that other 
companies would join the initiative. It was troubling to hear that some countries considered that they 
had not been consulted; some companies believed likewise that they must be consulted. In such a new 
venture, wide participation, trust and respect for the needs of all parties were essential. His association 
would continue to coordinate industry and was confident that the only way to overcome the global 
AIDS crisis was for all parties to work together. 

Dr PlOT (UNAIDS) welcomed the strong commitment of the ministers of health to tackle the 
AIDS epidemic, which had reached catastrophic dimensions, and their understanding that AIDS was a 
development issue, requiring both care and prevention. He said that he believed that, in the year 2000, 
lines would be crossed in terms of political commitment, resources, new alliances and partnerships to 
combat the epidemic. Although a health issue, AIDS had also become a political issue- and an issue 
of human security: mpre people would die of AIDS in the first decade of the twenty-first century than 
had died in all the wars in the twentieth century. AIDS had been discussed by the United Nations 
Security Council - a first for a health issue - and at the April 2000 Spring Meetings of the 
International Monetary Fund and the World Bank, the Group of 77 South Summit (Havana, April 
2000), and the World Education Forum (Dakar, April 2000), as well as by leaders around the world. 
Such affirmation helped break the silence and stigma of the disease, raising the priority of AIDS in 
many countries. 



COMMITTEE A: THIRD MEETING 45 

There were success stories. He had heard at the Commonwealth Health Ministers' meeting in 
May 2000 that HIV incidence was declining in the Bahamas. HIV incidence rates in Zambia were 
lower than several years before, particularly among young people. In Botswana the incidence rates of 
classic sexually transmitted diseases were declining, indicating a change in sexual behaviour. 
Behavioural changes had also been reported from Tamil Nadu, India. Although investment was 
starting to pay off, he cautioned against expecting early results. There was more clarity about what 
worked in prevention and appreciation of the value of national strategic planning. The creation of 
resources was important; novel examples included the Zimbabwe AIDS levy, a fund-raising round 
table in Malawi and the national fund established in the Central African Republic. Development 
agencies were giving AIDS priority and he expected international resources to support efforts against 
AIDS to treble or quadruple in 2000. That needed expansion of the resource base and spreading the net 
beyond the health sector; as for health in general, the multisectoral response was critical. 

AIDS had become an institutional priority for most UNAIDS cosponsors. For instance, WHO 
had strengthened its work on HIV, including a focus on the role of the health sector to develop an 
innovative health strategy in response to the AIDS epidemic. Understanding of the complexity of the 
epidemic was growing. Responses to the epidemic needed not just best practices but new practices. 
Prevention remained a priority - the better it was, the less need for care - but access to care was an 
important issue with ethical implications. The pharmaceutical companies' proposal to the United 
Nations system was just one part of a complex web of finance, strengthening of health systems, supply 
and distribution, public subsidies and equity issues. To improve access to care progress was needed on 
many fronts, with the engagement of the governments of interested countries, developmental agencies 
and groups of people living with HIV. Each country had to set clear standards of care in order to 
ensure equity and rational access. 

He characterized AIDS as a twenty-first century problem being considered with twentieth 
century habits of mind. In order to respond best to the epidemic, not only individuals but institutions 
needed to change attitudes and behaviour. 

Dr SHISANA (Executive Director) thanked Member States for their support for the draft 
resolution. She reported that, with regard to sexually transmitted infections, WHO was field-testing 
guidelines and flowcharts for their management, and had developed a draft strategy and tools for 
implementing their prevention and care at country level. Training courses in case management had 
begun and would be run in 11 countries. 

At country level, WHO worked through its representatives and with other cosponsors of 
UNAIDS through the United Nations theme groups on HIVIAIDS; many WHO Representatives were 
chairpersons of those groups. WHO intended to strengthen its support by regular appointments of 
national programme officers who would enable the WHO Representatives' offices to provide better 
coordination. WHO technical support to countries already focused on the development of national 
policies, strategies and plans, including health sector reform. Such work extended to district health 
systems to ensure that local solutions might be developed, implemented and monitored. 

WHO was also strengthening regional offices for support to countries, particularly in Africa and 
South-East Asia, within the limits of resources. Some offices, particularly that for the Americas, were 
well equipped to provide technical support and their experiences would be helpful. 

WHO had been a founding member of the International Partnership against AIDS in Africa, and 
was contributing funding for initial activities. It had also developed a plan to make contributions 
through the Regional Office for Africa. 

As for mainstreaming activities on HIV I AIDS, the Director-General had created an initiative on 
HIV I AIDS and sexually transmitted infections, linking 23 departments throughout the Organization, in 
both Geneva and the regional offices. That allowed WHO to mount a comprehensive programme on 
HIV I AIDS that included prevention, vaccine development, microbicides, blood safety, mother-to-child 
transmission of HIV, safe injection, surveillance, voluntary counselling and testing, and care. WHO 
and UN AIDS were collaborating in the development of safe and effective microbicides. Cost would be 
a problem, but WHO was working to ensure that approved products would be sold at cost price in the 
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public sector, in developing countries. Similarly, WHO, other UNAIDS cosponsors and manufacturers 
were negotiating to lower the price of the female condom. Guidelines had been developed to help 
countries incorporate it into national prevention programmes and a proposal was being developed to 
support its introduction in 10 African countries as part of the International Partnership against AIDS in 
Africa. The Organization was also collaborating in research on other types of female condoms. 

WHO was systematically reviewing research into the prevention of mother-to-child 
transmission of HIV, and was supporting monitoring and evaluation of pilot projects. Infant feeding 
policies, developed with other United Nations partners in that context, had been elaborated, and 
evaluation of those policies had been planned. 

Turning to nutrition, she said that WHO had developed model interventions to prevent weight 
loss and the progression to AIDS for both home-based and community-based care. More work needed 
to be done on research and the dissemination of information. 

A consistent concern was care of people living with HIV/AIDS. WHO had formulated a care 
programme that included voluntary counselling and HIV testing, medical management, nursing, 
psychological support, referral and post-exposure prophylaxis. Specifically, WHO had generated 
guidelines on equitable, safe and effective ways of providing therapies, which were being tested and 
adapted. The capacities of countries to provide comprehensive care were being analysed, and new 
ways to fight the dual epidemics of HIV and tuberculosis were being field-tested in some African 
countries. 

WHO was supporting research in several areas, including reproductive health, contraception, 
viral shedding, the operation of health systems, and voluntary counselling and testing for infected 
mothers. The research was being conducted in Africa, Asia and Latin America. 

Although the minimum requirements for the safe and effective use of antiretrovirals had been 
mentioned, she pointed out that they had been agreed at an international consultation in WHO, in 
collaboration with UN AIDS in 1997. When requested, WHO was assisting countries to meet those 
requirements, in collaboration with UNAIDS and other partners. 

Dr SUZUKI (Executive Director), noting that nearly all delegates mentioned access to, and 
availability of, drugs, expressed pleasure that many emphasized the important factors other than price: 
sustainable financing and supply systems, without which drugs would not reach patients. The aim of 
the recent discussion with pharmaceutical companies was to agree on how to enhance the capacity of 
developing countries to increase access to, and use of, good-quality HIV I AIDS-related pharmaceutical 
products (including diagnostics) and to provide care and support. That effort would contribute to the 
International Partnership against AIDS in Africa. 

In response to the United States and other delegates, he said that_ WHO was currently chairing 
an interagency task force on access to HIV -related drugs wherein eight United Nations organizations 
had endorsed a common strategic framework to ensure access to HIV/AIDS-related drugs, namely 
rational selection of drugs against opportunistic infections, affordable prices, sustainable financing 
mechanisms and reliable health systems. 

Since 1987, 25 candidate vaccines had been undergoing testing, of which two were currently in 
phase III clinical trials: an HIV -1 subtype B vaccine in the United States and a subtype B and E 
vaccine in Thailand. Nevertheless, about 56% of AIDS cases worldwide were due to HIV-1 subtype C, 
which was prevalent in southern Africa, Ethiopia and India. Whether vaccines would protect against 
infection with other subtypes was not known, although the vaccines currently being tested in the 
United States and Thailand were also being tested against subtype C. In South Africa, a vaccine 
against subtype C was in early trials and India was carrying out research on such a vaccine. A core 
function of the joint WHO/UNAIDS HIV Vaccine Initiative, set up in January 2000, was to encourage 
research into vaccines against HIV subtypes prevalent in the developing countries. 

Blood Safety had been the theme of World Health Day 2000. Most of the world's population 
did not have access to safe blood and an estimated 5% to 10% of HIV infections were transmitted by 
blood transfusion. WHO's main activities were: advising countries on selection and screening of blood 
donors, implementing a national blood safety programme by 2005, and evaluation and procurement of 
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test kits. It had also established a global forum for blood safety for the exchange of information 
between experts. 

The delegate to Greece had pointed out that blood donation should be voluntary and 
unremunerated. WHO agreed, but he mentioned that costs would be involved for donor recruitment 
and retention, screening and ensuring the safety, accessibility and adequacy of blood and blood 
products in the most cost-effective and appropriate way. 

Traditional medicine for HIV I AIDS could contribute to sustainable access to treatment in the 
long-term because ingredients were locally available, locally produced and were familiar to users. 
However, scientific proof of safety and efficacy remained a challenge. With UNAIDS, WHO was 
preparing a technical update on traditional medicine and HIV infection. 

(For approval of the draft resolution, see summary record of the sixth meeting, page 82.) 

The meeting rose at 17:20. 



FOURTH MEETING 

Thursday, 18 May 2000, at 9:00 

Chairman: Professor S.M. ALI (Bangladesh) 

1. TECHNICAL AND HEALTH MATTERS: Item 12 of the Agenda (continued) 

Food safety: Item 12.3 of the Agenda (Document EB105/2000/REC/1 and resolution EB105.Rl6, 
Annex 7) 

Dr JIMENEZ DE LA JARA (representative of the Executive Board), reporting on the Board's 
discussion of the issue of food safety at its 1 05th session, said that the Board had recognized that 
foodborne diseases represented a growing threat to health across the world. The globalization of the 
food trade posed a transnational challenge to food safety authorities. Food safety should be one of 
Member States' essential public health functions, and adequate resources should be provided to 
establish and strengthen food safety programmes. The Board had welcomed WHO's prioritization of 
food safety and its allocation of part of the efficiency savings in the current biennium to that area. 

Many Board members and observers had stressed that WHO should work more actively within 
the Codex Alimentarius Commission and had recommended that the Director-General should examine 
the current working relationship between WHO and FAO, with a view to increasing WHO's 
involvement in and support of the Commission. The Board had suggested that the Commission should 
be invited to give a presentation about its aims and functions at a future session. 

The Board had discussed a draft resolution prepared by WHO. It had supported the proposed 
future strategies of WHO outlined therein, but had also pointed out other issues, such as the urgent 
need for technical assistance for developing countries, greater use of information from developing 
countries in risk assessment for international standard-setting, the need to improve transparency in the 
operation of expert advisory bodies and the need for collaboration with other international 
organizations, particularly F AO. The Board had adopted the draft, with some amendments, as 
Executive Board resolution EB105.R16. 

Mr OLIVA (Brazil) said that the social demand for food safety and healthy nutrition could only 
be achieved if all stakeholders worked together to guarantee the quality and safety of food by means of 
good manufacturing practices that were environmentally safe. 

His Government participated in all the activities of the Codex Alimentarius Commission, whose 
standards, guidelines and recommendations were the best way to achieve safe and fair trade practices. 
Developing countries needed financial and technical support if they were to match the knowledge of 
developed countries, particularly in respect of quality control technology. Brazil believed that one of 
the most sustainable ways of achieving food safety was consumer empowerment, by means of 
information, education and communication, so that people would learn to demand better-quality food. 

He suggested a number of amendments to the draft resolution. In paragraph 1(1) the words "and 
public nutrition" sh0uld be inserted between "health" and "functions", and the phrase "in close 
collaboration with their applied nutrition and epidemiological surveillance programmes" should be 
added after "programmes". In paragraph 1(7) the phrase "with emphasis on hazard prevention and 
orientation towards good manufacturing practices", should be inserted after "level,"; the phrase 
"taking into account the specific needs and characteristics of micro- and small-food industries" should 
be inserted after "markets,"; and the phrase "to raise awareness regarding the use of good and 
ecologically safe farming and good manufacturing practices" should be inserted after "industry". 

-48-
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In paragraph 2(7) the phrase "and to maintain an updated database of this scientific evidence to 
support Member States in health-related decisions on this matter" should be inserted after 
"chemicals,". 

In paragraph 2(9) the phrase "and on simple methods for the management and control of health 
risks related to food" should be inserted after "diseases" at the end of the paragraph. 

Finally, he suggested the introduction of a new paragraph 2(14), to read: "to call upon all 
stakeholders - especially the private sector - to take responsibility for the quality and safety of food 
production, including environmental protection awareness, throughout the food chain". 

Dr SAKAI (Japan) affirmed that food safety was one of the most important areas of public 
health. His country called upon WHO to give Member States more support, along the lines described 
in the background document (EBIOS/2000/REC/1, Annex 7). 

WHO in its capacity as the international organization responsible for world health should 
contribute more to the work of the Codex Alimentarius Commission. WHO should strengthen its 
capacity to provide scientific advice on issues such as assessment of the safety of genetically modified 
foods and risk assessment of microbiological and chemical hazards in food. 

As a step towards increasing the public health aspects of the work of the Codex Alimentarius 
Commission, WHO should examine the current working relationship between WHO and F AO under 
the Joint F AO/WHO Food Standards Programme. Further collaboration was certainly needed, but it 
must take into account the respective roles of the two organizations and avoid any duplication of work. 
His Government called upon the Director-General to pursue the matter and to report back on the 
progress made. 

Mr MILLS (Canada) welcomed the draft resolution. As stated in paragraph 2(10), there was a 
need to examine the current working relationship between WHO and F AO in order to increase the part 
played by WHO in the work of the Codex Alimentarius Commission and its committees. At present, 
F AO provided three-quarters of the Commission's budget, but the ultimate aim should be for the two 
organizations to make comparable contributions. His delegation also agreed with the call in 
paragraph 2(5) for a strategic planning meeting of food safety experts. 

Turning to the risk assessments conducted by the joint WHO/F AO expert committees, he said 
that the scientific evidence on which the committees' conclusions were based must be able to 
withstand close scrutiny and critical review. The selection of experts, the committees' working 
procedures and any constraints or uncertainties must be clearly described and documented. His 
delegation welcomed the call in paragraph 2(8) for action to guarantee the transparency, excellence 
and independence of the opinions prepared by the expert ·committees. He welcomed the progress made 
towards the establishment of an advisory body on microbiological risk assessment, in view of the 
many health problems resulting from bacterial contamination. 

His delegation recognized that implementation of the draft resolution, including the assessment 
of new foodstuffs and new technologies and support for national food safety programmes, would 
require more resources. Biotechnology in relation to food supplies must be examined. In his country, 
as in others, pressure groups made use of unscientific information in their campaigns against new 
technology, spreading fear among the general public and creating levels of concern that were often 
unfounded. WHO should work to ensure that information and research on biotechnology were based 
on transparency, participation, consultation and evidence. Safety assessments of foods developed 
using biotechnology should be rigorous, covering how the food was developed, how its nutritional 
composition compared with that of its unmodified counterparts and the potential toxicity or 
allergenicity of the new foods. WHO must emphasize the underlying science. 

He welcomed WHO's efforts to combine surveillance of foodborne diseases with that of other 
infectious diseases. He welcomed the proposal in paragraph 2(13) to strengthen technical training in 
developing countries and to use information from those countries in risk assessment for international 
standard-setting. 
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Dr AFSAR (Turkey) said that countries should receive technical support from WHO and other 
relevant organizations to improve their surveillance of foodborne diseases and to increase the capacity 
of their laboratories to conduct microbiological and chemical analysis to ensure food safety. 
Standardization of manufacturing procedures and proper labelling of food products with information 
about the ingredients and any health warnings would respond to increased consumer concern about the 
safety of food. F AO and WHO should promote the production and consumption of food grown 
naturally without chemical additives. 

The European Region of WHO had recently been working on national strategic plans for food 
safety and nutrition. In Turkey, a multisectoral body, the National Food Council, had recently been 
founded to oversee the development and implementation of a national plan of action on food safety. 

Her delegation supported the draft resolution. 

Dr MAHJOUR (Morocco) commented that the diversity of food products, as well as the lack of 
compliance with regulations, constituted threats to consumers' health through food poisoning and 
disease epidemics; those issues posed social and financial burdens that justified the reinforcement of 
epidemiological control and preventive activities in order to protect consumers' health. His delegation 
noted with satisfaction the priority given by WHO to food safety, which should include close 
epidemiological monitoring of food poisoning in coordination with the regional offices. He also 
suggested support to Member States to enhance their capacities in the following: diagnosis, rapid 
response, food product control, research, monitoring of diseases caused by contaminated food 
products, preventive activities and education, as well as the integration of healthy nutrition concepts 
into primary health care activities. Further globalization of trade required greater input by WHO into 
WTO meetings and resolutions in order to ensure that health and food safety were taken properly into 
account. Morocco envisaged the creation of a national organ responsible for food safety and the 
coordination of activities in that respect. He praised the draft resolution, noting its role in coordinating 
the efforts of all those concerned with food safety from the public sector, health care practice and civil 
society. 

Dr THIERS (Belgium) stressed food safety as one of his Government's priorities; that had been 
shown by the attendance of the Minister of public health at the Executive Board's debate in January. 
His delegation therefore strongly supported the draft resolution. 

Mr W.-K. MOON (Republic of Korea) said that changes in lifestyle had led to an increase in the 
incidence of foodbome diseases in his country. His delegation therefore supported the draft resolution. 

The Korea Food and Drug Administration, established in 1998, drew up standards and 
specifications governing the use of hazardous materials, on the basis of scientific evidence. Fertilizers, 
food additives and toxic heavy metals were monitored and evaluated. The Hazard Analysis and 
Critical Control Point (HACCP) system had been introduced in food manufacturing and processing 
factories to minimize the risk of food hazards. His Government expected nongovernmental 
organizations to help to increase the transparency of policy formulation and decision-making. 
Consumers could also participate directly in food safety control activities. The Republic of Korea had 
participated in the work of the Codex Alimentarius Commission and its committees since 1971. 

Dr LEVENTHAL (Israel) expressed his delegation's support for the draft resolution. Food 
safety concerns affected both those who did not have enough to eat and those who ate too much. 
Consumers were concerned about foodborne illnesses due to microbiological pathogens and 
contamination by biotoxins and other chemicals, and also about the new foods produced by 
biotechnology. The public, influenced by the mass media, was more worried about listeria infections 
or dioxin poisoning than about the lethal consequences of cigarette smoking, and inconsistent 
reactions from different countries only exacerbated the problem. 
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He suggested that the expert advisory body on microbiological risk assessment proposed in 
paragraph 2(7) of the draft resolution should include an ad hoc task force to provide an immediate, on
line response to any international crisis related to food safety. 

Dr JEANFRAN<;OIS (France) pointed out that more international institutions were addressing 
the growing problem of food safety; as well as WHO, there were F AO, OECD, the European Union 
and the G7/G8 countries. She agreed with previous speakers that WHO should participate more 
actively in the work of the Codex Alimentarius Commission and affirm its role as a leader in food 
safety issues. The mandates of the existing institutions dealing with food safety should be reviewed in 
order to achieve better coordination in consumer protection, to establish a surveillance and early 
warning system, and to ensure an international response to major problems. 

In France, there was a specialized food safety agency, managed jointly by the ministries of 
health, agriculture and consumer affairs. Its intersectoral nature allowed a prompt and concerted 
approach to any problem. France was willing to provide technical support for WHO and countries with 
few resources in the areas of standard-setting, capacity-building and diagnostic and surveillance 
services. Her delegation supported the draft resolution. 

Dr FETISOV (Russian Federation) fully supported the efforts of WHO and F AO to promote 
international action in the area of food safety. The Russian Federation had recently introduced various 
measures designed to strengthen food safety standards and legislation. Manufacturers and retailers 
currently bore a greater responsibility for the quality and safety of food products. A software package 
had been developed to collect and analyse data on the contamination of raw and processed food by 
chemical or biological agents, allowing comparison of the level of contamination in food products in 
various districts or regions and in the country as a whole. The Russian Federation was also improving 
methods of detecting and quantifying the main contaminants in raw and processed food, upgrading its 
monitoring system and training for staff working in the area of food safety and providing better health 
education and public information. 

His country considered that a global epidemiological monitoring system should be introduced as 
soon as possible, covering the safety of food products developed by biotechnology. 

The Codex Alimentarius Commission should pay more attention to scientific aspects and public 
health issues in its work. It was precisely because of the lack of scientific work on food safety issues 
that international problems such as contamination of foods with dioxins, the production of food from 
animals with bovine spongiform encephalopathy and the question of the safety of foods produced from 
genetically modified sources had been able to arise. He called upon WHO to provide countries with as 
much scientific information as possible on those issues. · 

His delegation supported the draft resolution. He also particularly welcomed the proposal that a 
representative of the Codex Alimentarius Commission should attend one of the Board's sessions to tell 
members about its work. 

Dr VIOLAKI-PARASKEVA (Greece) said that food safety was an important factor in many 
areas, such as the economy, including the tourist industry, besides the health sector. Coordination with 
other international organizations was essential in order to establish food safety as a vital component of 
public health and to minimize health risks throughout the food chain. A white paper on food safety had 
recently been adopted by the Commission of the European Union which was thus another potential 
partner. 

She emphasized the value of various points raised in the background document: the need for a 
long-term planning process, a review of the working relationship between WHO and F AO in the field 
of food safety and a higher priority for WHO's work in the Codex Alimentarius Commission. 

The use of biotechnology, hormones and antibiotics in agricultural production must be 
evaluated carefully to avoid new risks to human health. WHO should provide guidance in priority 
setting for the evaluation of the burden of foodborne diseases and should develop the capacity to 
respond immediately to international and national food emergencies with the necessary technical and 



52 FIFTY-THIRD WORLD HEALTH ASSEMBLY 

scientific advice. She therefore suggested that an additional subparagraph should be added at the end 
of paragraph 2 of the draft resolution with the wording "to respond immediately to international and 
national food safety emergencies and to assist countries in crisis management". 

Professor AHSAN ULAH (Bangladesh) remarked that his country was facing the challenges of 
food quality and food safety, while trying to produce enough food to feed all its people. Bangladesh 
had not yet developed an effective regulatory and administrative framework to ensure food safety, 
partly owing to a lack of coordination. A National Food Safety Council would shortly be established 
pursuant to the Pure Food Ordinance of 1998. The Public Health Laboratory had analysed food 
hazards, using HACCP principles, despite the shortage of good laboratory facilities and skilled staff. 

His country too believed that WHO should be more active in the work of the Codex 
Alimentarius Commission in areas such as foods produced using biotechnology, animal feedstuffs and 
microbiological risks to food safety. Such an involvement would be entirely consistent with WHO's 
mandate to set standards in areas with health implications. However, there was a danger that over
stringent standards might be used to restrict free trade in food and food products. Greater transparency 
in the operation of the Codex Alimentarius Commission, greater WHO involvement and increased 
exchanges between developed and developing countries would help to allay those concerns. 

Dr SAN GALA (Malawi) recalled that his country operated with a (now outdated) Public Health 
Act of 1978. The Ministry of Health and Population was drafting a food act that would deal with food 
safety and harmonize existing food laws and regulations. There had recently been a proliferation of 
makeshift restaurants in informal locations such as bus stops, with related outbreaks of diarrhoeal 
diseases. He would welcome WHO's support in establishing basic surveillance and monitoring 
facilities at the national level. 

He welcomed and supported the draft resolution, proposing some amendments. In the first 
paragraph, the words "in the developing and developed world" should be deleted. In the second 
paragraph, he suggested including the recognition that foodborne diseases also significantly affected 
the health and economic well-being of individuals. Furthermore, in paragraph 1(7) the words "and 
consumer associations" could be inserted after "industry". 

Professor GRANGAUD (Algeria) welcomed the fact that the draft resolution emphasized the 
food risks associated with microbial pathogens, biotoxins and chemical contaminants. His country was 
increasingly exposed to such risks owing to the technological shortcomings of some national operators 
and to the irregular import of food products that did not conform with standards. Such a situation, 
which was common to many developing countries, illustrated the risk of the rapid emergence of a two
speed world in the field of food safety. Developing countries had little choice but to align themselves 
with the positions taken by experts and by the industrialized countries in terms of standards. They 
were sometimes perplexed when disagreement arose on such subjects as genetically modified food or 
meat containing hormones. 

While supporting the draft resolution, he proposed the addition of a subparagraph in paragraph 2 
concerning the provision of support to developing countries for the training of their human resources, 
taking into account the technological context of production in the countries concerned. He also 
proposed making reference in paragraph 2( 13) to the provision of comprehensive documentation in the 
working languages. In the case of Algeria, he was referring to documents in Arabic and French, of 
which there were gel)erally many fewer available than in English. 

Dr PATCHARA WAN SRISILAPANAN (Thailand) welcomed the draft resolution; food safety 
was an essential public health issue. Thailand had adopted a national food safety programme, under 
the auspices of the National Food Commission, to coordinate all relevant agencies and to ensure the 
safety of the food chain as a whole. As one of the world's major food exporters, his country took food 
safety and its implications for human health at national, regional and international levels very 
seriously. Its actions were in accordance with global standards. Thailand was an active member of the 
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Codex Alimentarius Commission and had already applied Good Agricultural Practice, Good 
Manufacturing Practice and the HACCP system to monitor and ensure the safety of the food chain. 
Further progress was required in such areas as the strengthening of risk-assessment capacity. 
Technical support from WHO was needed to facilitate work on microbiological risk assessment and 
the health implications of genetically modified organisms. He urged WHO to place biotechnology and 
genetically modified foods high on its agenda. He asked for comment from WHO on the inclusion of 
health considerations in international trade in food, which he feared could lead to trade conflicts, with 
substantial negative implications for national economies. Health should take priority over trade when 
dealing with WTO and other partners. WHO should be able to produce evidence to gainsay far-fetched 
claims by the international food industry and to protect innocent consumers. 

He expressed appreciation of the practical and relevant request made in paragraph 2(13) of the 
draft resolution regarding the widest possible use of information from developing countries in risk 
assessment for the purposes of international standard-setting. WHO should adopt a transparent 
approach to the policy-making process and encourage the active participation of developing countries. 
He urged WHO not only to work with national health authorities, but to extend its collaboration to the 
private sector, nongovernmental organizations and the community. In Thailand, nongovernmental 
organizations were advocating changes in farming and dietary practice through pesticide-free 
vegetables, hygienic and natural produce, the safety of the food chain and consumer protection. 

Dr KUNENE (Swaziland) noted that the flooding experienced over the past six months in 
Swaziland and elsewhere had raised concern over possible contamination of the crops currently being 
harvested. Fungal infection of various food crops had already been reported in some districts. Harvests 
had been reduced by as much as 40% to 60%. People would probably be obliged to consume 
substandard foods, with a high likelihood of food borne illnesses. 

A major challenge for the Ministry of Health and Social Welfare was the rapid increase in the 
numbers of street vendors selling fresh food, much of which was likely to be contaminated, either 
during preparation or storage. That situation had come about as a result of the weakening of the 
economy and subsequent job losses. A revised Public Health Act was being piloted; it was hoped to 
reduce foodborne illnesses thereby. 

Various other problems of food safety stemmed from the wide variety of food items imported 
from other countries. Those problems included false or misleading labels about the contents and 
expiry dates that were often so placed that they could not be readily seen or were not indicated at all. 
Moreover, some food packages provided no information as regards their suitability or otherwise for 
infant and young child nutrition, particularly during the first six months of life. Another cause of 
concern was the volume offood items entering the country unofficially, with the result that their safety 
could not be ensured. His country lacked the facilities and expertise for testing to ensure the safety of 
food that was sold to the public. Support from WHO to build capacity in that critical area would be 
greatly appreciated. Thus, although Swaziland supported the draft resolution, he proposed an 
additional subparagraph to paragraph 2, namely: "to support capacity building in Member States, 
especially those from the developing world, and to facilitate their full participation in the work of the 
Codex Alimentarius Commission and its different committees, including activities in food safety risk 
analysis processes". 

Dr HENNEY (United States of America) endorsed the draft resolution. She welcomed WHO's 
assumption of an expanded global role in food safety to promote public health and facilitate science
based decision-making. The strategic planning process, including cross-cluster issues, such as 
foodborne disease surveillance, with the involvement of Member States, would prove to be a critical 
element in the success of WHO's new food safety initiatives. That process should be inclusive, 
bringing in experts and other parties, as well as open, transparent and independent, with a view to 
facilitating understanding and trust. 

Another approach that should also be explored consisted of fostering the exchange of 
information and enhancing dialogue through the regular convening of meetings of food safety 
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regulatory authorities, under the sponsorship of WHO, in the same way as drug regulatory authorities 
met within the framework of the International Conference of Drug Regulatory Authorities. The 
possible joint sponsorship of such an initiative should be discussed with F AO. 

The draft resolution had substantial cost implications for the Organization. She strongly 
encouraged WHO to seek extrabudgetary funding from bilateral agencies, governments, development 
banks and nongovernmental organizations, especially in the areas of enhancing food safety education, 
training and infrastructure development programmes worldwide. She supported the decision to transfer 
funds from other programmes to cover food safety activities during the biennium. She also endorsed a 
more proactive role for WHO in food safety along with other international organizations, and noted 
the importance of the Codex Alimentarius Commission in the scientific issues. She encouraged WHO 
to explore ways of providing a level of support to the Commission and the associated expert 
committees that was commensurate with their importance for consumer protection. 

Mr CHOWDHURY (India) recalled that, in recent years, India had made a concerted effort to 
raise food safety standards. He warned that the Codex standards should not be linked only to the 
highest levels achievable in a developed country, since food production technology in the developing 
countries was less advanced. Standards should be progressively raised at a pace that would enable 
developing countries to update their technology and meet those norms. Standard-setting at 
intermediate stages would require each country to achieve state of the art technological standards in all 
manufacturing and service activities. Consumers' health interests would be met if quality standards 
were limited to the ultimate retail stage. Excessively high standards, or multiple standards at different 
stages of production, would only mean that the products of developing countries would be blocked 
from international trade. Such standards would act as non-tariff trade barriers. He therefore urged 
WHO, and other international agencies in the process of setting food safety standards under the Codex 
Alimentarius Commission, to ensure that those standards were not set at levels that disadvantaged 
developing countries. 

Dr MANSOUR (Egypt) said that, in Egypt, regulations on food additives and food products 
conformed with the standards and guidelines of the Codex Alimentarius Commission and included a 
ministerial decision issued in 1995 identifying authorized food additives and preservatives, and food 
products to which they might be added taking into account food consumption patterns in Egypt. A 
Standing Committee systematically reviewed and improved food regulations. Locally produced as 
well as imported food products were tested on a regular basis to ensure food safety. His country 
supported the draft resolution and agreed with those delegations that had emphasized the importance 
of research. WHO should do more to inform governments and civil organizations about food safety, 
consumer protection and methods to prevent food contamination. 

Dr KHAZAL (United Arab Emirates) informed the Committee that her Ministry of Health was 
developing a comprehensive plan for nutrition and food safety in view of their close relationship with 
several health problems, especially cardiovascular diseases. Different government agencies were 
involved in coordinating food and food products control policy. A number of regional meetings had 
been organized in her country. United Arab Emirates supported the draft resolution, and drew attention 
to the need for accurate information on the latest food control techniques. 

Dr TEE AH ~IAN (Malaysia) welcomed WHO's proposal to give greater emphasis to food 
safety, which her country had established as an essential public health function. She strongly 
supported the draft resolution, but suggested including the idea that WHO should take the lead in 
providing technical advice to Member States in crisis management, with the development of a rapid 
alert system. A second element to add was WHO's continued work with FAO and other suitable 
donors to provide technical assistance to developing countries in strengthening the food control 
infrastructure. That should include: the training of personnel at regional, subregional and national 
levels in areas such as risk analysis, the HACCP system, good manufacturing practices, education -
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both of consumers and industry; strengthening the analytical and technical capability necessary to 
ensure effective national food control systems; providing support for the development of information 
systems to conduct surveillance and monitoring of food borne diseases through the use of information 
technology; and providing support in research in food safety. Finally, she proposed that the draft 
resolution should also call on WHO to collaborate with F AO: to address emerging foodborne 
problems, chemical contamination and safety assessments of new technologies and food products; and 
to ensure that risk assessment was based on global data, including those from developing countries. 

Dr LANE (New Zealand) said that her country was committed to ensuring that an effective 
national food safety programme was maintained. New Zealand was reviewing its current approach 
with a view to achieving the goal of reducing health risks along the entire food chain, from the 
primary producer to the consumer, through an integrated and sustainable food safety system. 

New Zealand supported the recommendation of the FAO Conference on International Food 
Trade Beyond 2000, held in Melbourne in October 1999, that WHO should strengthen its involvement 
in the work of the Codex Alimentarius Commission. She firmly supported the draft resolution. 

Dr TSHABALALA-MSIMANG (South Africa) reported that South Africa had taken note of the 
importance and implications of the agreements of WTO which related to food and which were aimed 
at eliminating non-tariff barriers to trade. She expressed concern, however, about how few developing 
countries were represented at the sessions of some Codex committees and provided input to the 
development of the Codex standards and related texts. Her country therefore supported the draft 
resolution, with its call for greater participation in the work of the Codex Alimentarius Commission 
and its committees. 

The strengthening of national food safety programmes and the implementation of risk analysis 
were essential prerequisites, not only for protecting human health, but also for ensuring compliance 
with the provisions of the WTO Agreement on the Application of Sanitary and Phytosanitary 
Measures. Nevertheless, many developing countries were experiencing problems in meeting the 
requirements of that agreement which related to the harmonization and equivalence of sanitary 
measures. She urged developed countries to adhere to the provisions of Article 10 of the agreement 
with regard to special and differential treatment in respect of developing countries. 

Food safety standards had to be based on sound scientific analysis and evidence while having 
regard, where appropriate, to other legitimate factors relevant to the health protection of consumers 
and the promotion of fair practices in food trade. Her country was aware of the implications of 
foodborne illnesses for health and the economy, and recognized that such illnesses exacerbated the 
effects of malnutrition. It was also aware of the fact that, 'in many countries, fewer than 1% of all cases 
of foodborne illness were brought to the attention of the authorities. Her country therefore supported 
the objective of developing and implementing sustainable preventive measures, as well as the 
development and maintenance of systems for surveillance and monitoring at national and regional 
levels. In addition to the action requested by the draft resolution, she highlighted two of the 
recommendations of the 1999 Melbourne Conference on International Food Trade Beyond 2000 that 
related to WHO and F AO. The two organizations were requested, inter alia, to gather and collate 
information from Member States in order to evaluate the true status and extent of problems of food 
quality and safety on a global basis. They were also requested to explore, within budgetary constraints, 
the feasibility of establishing regional centres that would provide support for such activities as: food 
safety training programmes, including those on the HACCP system and risk analysis, risk assessment 
and provision of expert assistance to countries in carrying out epidemiological surveillance. 

Individual countries and international organizations needed to collaborate to prevent foodborne 
illnesses, especially those caused by emerging pathogens whose spread was not restricted by 
international borders. WHO should be congratulated on the attention that food safety had received at 
the Health Assembly. It also needed the full cooperation of all Member States in its future activities on 
such an important aspect of primary health care. 
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Professor SMALL WOOD (Australia) described how his country had commenced a two-year 
programme to improve assessment of the effects of food safety practices on the health of the 
population. For the first time, nationally consistent food hygiene laws had been drafted by the 
Australian and New Zealand Food Authority, which, he believed, would be an effective tool in 
reducing the occurrence of foodbome illnesses. Actions included a programme of monitoring 
microorganisms and chemicals in food and education programmes for consumers, which were 
contributed to by industry and the private sector. Risk assessment of foodborne hazards was high on 
his Government's agenda and his country was participating actively in the work of the Codex 
Alimentarius Commission and its committees. He strongly supported the draft resolution. 

Dr OTTO (Palau) described how, having recently completed its National Action Plan for 
Nutrition, which endeavoured to address the issue of food safety, his Government had been hampered 
by a lack of technical knowledge and clear guidelines. The issue of food safety had taken on great 
importance in view of the fact that his country was currently importing more food, the safety of which 
could not be ensured. In addition, local agriculture was using more chemicals in animal feed, as 
fertilizers and to control pests and weeds. 

He noted in particular the proposals in the draft resolution to increase the capacity of 
laboratories, especially in developing countries, and to integrate food safety matters into the curricula 
of primary and secondary schools. He supported the draft resolution, aligning himself with the 
comments made by the delegate of Thailand, and endorsing the amendment proposed by the 
delegation of Swaziland. 

Dr HETLAND (Norway) welcomed the demonstration of commitment to the important issue of 
food safety represented by the draft resolution, which put the issue in its proper place on the WHO 
agenda. By strengthening the food safety programme, WHO would start a process of placing 
integrated food safety among its essential public health functions. In so doing, it would ensure 
sustainable, integrated food safety systems with a reduced health risk along the entire food chain. 

He particularly welcomed the proposal to establish an advisory body on microbiological risk 
assessment, which would serve to strengthen the application of science in the assessment of acute and 
long-term health risks related to food. It would also enhance the cooperation between WHO and F AO 
and assist the Codex Alimentarius Commission and its committees in their standard-setting work. He 
supported the draft resolution with the amendments proposed by the delegates of Brazil and 
Swaziland. 

Dr ANTEZANA ARANIBAR (Bolivia) expressed strong support for the draft resolution and 
for the comments thereon by the delegate of Brazil. It was a fundamental priority to establish 
appropriate mechanisms to ensure food safety. The number of participants in the discussion illustrated 
the interest and concern of Member States on the subject. The movement of food internationally and 
nationally was undoubtedly the biggest component of trade, whose very size made it necessary to 
ascertain the risks and identify measures to reduce them. Food safety needed bilateral cooperation, 
including that between countries of the South. 

In view of the extent of international trade, the Codex Alimentarius Commission played a 
highly important role. Furthermore, only F AO and WHO could set standards at a rate that reflected the 
current pace of growth of trade in the era of globalization. He reiterated the call of other delegates for 
greater participation. at the national level of the health sector, including both ministries of health and 
other concerned bodies. At the national level, one issue of concern was the growing numbers of street 
vendors of food. Appropriate mechanisms would need to be developed to ensure food safety in such 
settings. 

In conclusion, he called for the development of mechanisms not only to set standards on paper, 
but to seek operational means through which the less wealthy countries could ensure a certain level of 
food safety. He recalled the comments of the delegate of Swaziland in that context. He also called for 
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further bilateral cooperation to facilitate the greater involvement of developing countries in standard 
setting. 

2. FIRST REPORT OF COMMITTEE A (Document A53/35) 

Dr RASAMIZANAKA (Madagascar), Rapporteur, read out the draft first report of 
Committee A. 

The report was adopted.1 

3. TECHNICAL AND HEALTH MATTERS: Item 12 of the Agenda (resumed) 

Food safety: Item 12.3 of the Agenda (Document EB 1 05/2000/REC/1, resolution EB 1 05.R16 and 
Annex 7) (resumed) 

Mrs TAPAKOUDI (Cyprus) fully endorsed the draft resolution which included all the necessary 
parameters for securing food safety and preventing foodborne hazards and diseases. 

Mrs LE THI THU HA (VietNam) noted that foodborne disease, a serious public health problem 
in her country, was being addressed by the VietNam Administration established the previous year 
under the Ministry of Health. For the past two years, a month-long campaign to promote food safety 
had involved many sectors in large-scale educational and advocacy activities. She looked forward to 
further cooperation with WHO, F AO, the Codex Alimentarius Commission and other partners, and 
support from them to bring her country's capacity for food safety regulation and management up to 
that of other countries in the Region. She endorsed the draft resolution. 

Professor ONGERI (Kenya) informed the Committee that, under his country's powerful Public 
Health Act, public health officers had authority to enter eating places and inspect food products. He 
supported the efforts of the Codex Alimentarius Commission to protect consumers' health and ensure 
fair trading, particularly given the problems experienced with commercial food items, the labelling 
and chemical analysis of which were suspect. With liberalization of international food trade, stringent 
food safety mechanisms were needed to prevent a rapid increase in foodborne illnesses. Although 
consumers were increasingly aware of the dangers of consuming food from cheap and suspect sources, 
they could not afford alternatives. An increase in the informal sale or hawking of food, especially 
cooked food, posed a high risk of contamination through unhygienic handling, preparation, storage 
and serving. 

Having experienced those problems, his country had introduced a legal and policy framework 
geared to food safety for both domestic and international consumers. It also possessed human 
resources and analytical laboratories for surveillance of foodborne diseases. However, it needed 
financial support to update the relevant legislation and refurbish laboratories to meet current 
international standards. Resources were also needed to familiarize key actors involved in food safety, 
from production through to consumption, with new concepts such as HACCP. 

Despite its scarce resources, his Government was committed to ensuring food safety through 
quality assurance of all foodstuffs produced for local consumption and export. Stringent sanitary and 
phytosanitary standards were enforced, such as the new standards for fish modelled on those of the 

1 See page 238. 
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European Union adopted in 1999. All food imports were screened to ensure that they conformed to the 
country's food law, regulations and standards. 

He supported the draft resolution, recommending that it be amended to reflect the need to 
consider clean, safe drinking-water in conjunction with food safety. 

Dr W AHEED (Maldives) noted the responsibility of the health sector to assume leadership in 
food safety, to motivate others and to move matters forward. To do that effectively, the health sector 
must gather evidence and disseminate it. WHO should take a greater role in the Codex Alimentarius 
process. He supported the draft resolution. 

Dr GARciA TuNON (Spain) supported the draft resolution, asking for greater emphasis on the 
risks of chemical contamination. Those risks were often underestimated because of the difficulty of 
demonstrating the epidemiological association, in subacute or chronic processes, with chemical 
contaminants. 

She supported the initiative to convene a strategic planning meeting of food safety experts, but 
suggested that its functions should be clarified in order not to duplicate those already being undertaken 
in the Codex Alimentarius Commission. 

Finally, she welcomed the Director-General's commitment to provide Member States with the 
necessary technical support to assess food and environmental risks derived from the use of genetically 
modified foods. 

Dr COULIBALY KOUNANDI (Cote d'Ivoire) drew attention to the fact that, throughout the 
world, national laboratories on occasions had detected contamination with radioactive caesium-13 7 in 
imported powdered milk, meat and some canned foods, in particular. His country was developing a 
food safety policy, covering biological, microbiological, chemical and physical aspects, through its 
national public health laboratory. In the case of irradiated food, it maintained close links with the 
IAEA. He suggested that paragraph 1(3) of the draft resolution should take that aspect into account. 

In addition, as diarrhoeal diseases still took a heavy toll in developing countries, linked to 
incorrect use of feeding bottles, restrictions on bottle-feeding should be clearly stated. With those 
comments, he supported the draft resolution. 

Mrs SORDAT (Switzerland), expressing support for the draft resolution, said that it was 
important that WHO had a precise mandate in order to avoid duplicating the work of the Codex 
Alimentarius Commission. That mandate should cover the exchange of information between 
governments, surveillance programmes, technical assistance and risk assessment through expert 
groups such as the Joint FAO/WHO Expert Committee on Food Additives, the Joint FAO/WHO 
Meeting on Pesticide Residues or the proposed expert body on microbiological risk assessment. In that 
respect, she emphasized the importance of paragraph 2(8) of the draft resolution and, referring to 
paragraph 2( 11 ), she reiterated that there should be no duplication of the work of the new task force on 
biotechnology in the Codex Alimentarius Commission. 

Ms DJAMALUDIN (Indonesia) welcomed WHO's work on food safety and fully supported the 
draft resolution. Indonesia had formulated an integrated national policy to protect consumers from 
unsafe food, including street food. Food legislation and the food inspectorate played a crucial role. 
However, the Ministry of Health only intervened directly at the end of the food chain, in respect of the 
quality and labelling of finished food products; assurance of quality and safety throughout the food 
chain was beyond its scope. In view of the increased international trade in food, increased consumer 
awareness of food safety and the critical consequences for health, on the one hand, and the limited role 
of the health sector on the other, she urged WHO to take a strong lead in the integrated food safety 
programme. 
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Dr POPA (Romania) said that the need to make food safety an integral function of public health 
was well understood in his country. Romania would introduce preventive measures to reduce the 
occurrence of foodborne diseases, monitoring and control of microorganisms and chemicals in food, 
the inclusion of food safety in health and nutrition education and information programmes for 
consumers, as well as other aspects raised in the Director-General's report. Experts from the ministries 
of food and agriculture, and trade, as well as from the Consumer Protection Office were working 
together on harmonizing his country's food legislation with European Union regulations. Six working 
groups covered: food labelling; materials in contact with foodstuffs; food additives; hygiene and 
control; genetically modified food; drinking-water and ecological foodstuffs. Drafting of the 
legislation should be completed by the end of2000. His country would welcome guidance from WHO 
on the creation of partnerships with the private sector and all stakeholders, with the main aim of 
ensuring that public health concerns were integrated into all partners' strategies. He fully supported 
the draft resolution. 

Dr THORNE (United Kingdom of Great Britain and Northern Ireland) welcomed the report on 
food safety, saying that her country had recently established a new Food Standards Agency which 
emphasized evidence-based strategies and greater transparency in the determination of evidence. The 
United Kingdom strongly supported the Codex Alimentarius Commission; it encouraged WHO to give 
greater emphasis to the work of the Commission, stressing the importance of the latter's consumer 
health remit. 

She welcomed WHO's contribution to the safety assessment of genetically modified food and 
the planned expert consultation, as well as the recognition of the problems related to antimicrobial 
resistance, noting that a cross-government body, including the agricultural sector, had been established 
in her country to address those issues. She strongly supported the emphasis on food safety in health 
and nutrition education and information for consumers, and welcomed the lead taken by WHO in that 
area. She supported the draft resolution. 

Dr GALON (Philippines) strongly supported the draft resolution, requesting WHO to devote 
more resources to issues relating to the use of biotechnology in food production, international, regional 
and national surveillance and risk assessment of foodbome diseases, and standards and regulations to 
ensure food safety and quality. 

Mr SALLAH (Gambia) said that his country had public health legislation, mostly deriving from 
colonial law, on food safety, including inspection of food in hotels, in restaurants and sold by street 
vendors. With the emergence of foodbome diseases ca·used by microbial pathogens, biotoxins and 
salmonella, his country had considered it necessary to obtain advice on reviewing and updating the 
legislation to ensure consumer protection. He looked forward to receiving the necessary support from 
WHO and F AO in that respect, and fully supported the draft resolution. 

Dr HAMUKWA Y A (Angola) praised the approaches of the Director-General's report and the 
draft resolution, noting their relevance to her country, where most food was imported or donated by 
other countries. The safety of those products was unknown because her country had no laboratories 
capable of analysing them reliably. She therefore requested WHO to strengthen its coordinating role in 
that area, to support countries with difficulties through development of appropriate legislation, by 
establishing laboratories and providing training to ensure proper surveillance. She proposed that 
paragraph 2(12) of the draft resolution should be amended to include a reference to health 
considerations in food donations. 

Dr AL-JABER (Qatar), remarking on the harmful consequences of contamination of food, said 
that it was the responsibility of producing countries, whether for local consumpti~..·n or exportation, to 
control their products. Testing food products was difficult, and appropriate laboratory facilities were 
not always available. He added that exporting countries should not use labels stating that products 
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were banned in those countries, and that importing countries must not accept any product so labelled. 
Further, importing countries should refrain from adding labels 'to that effect to products that were 
banned in the countries of origin. Such designation might raise doubts about their safety. His 
delegation supported the draft resolution, and suggested the addition of a further paragraph on 
cooperation with F AO, seeking to establish regional centres responsible for the control of chemical, 
microbiological and radioactive contamination of food. 

Mr AHMAD (Pakistan) supported the draft resolution in principle, but observed that the latest 
standards being developed in the industrialized world to meet the conditions laid down by WTO were 
essentially based on high-tech instrumentation and provided for biological and chemical contaminants 
such as pesticides, toxic metal residues, aflatoxins and veterinary drug residues. All those had a 
bearing on health, and his country took them duly into account in the development of its own 
standards. 

Variations in national food control procedures could give rise to trade restrictions. Such 
limitations could also arise when international standards were not developed with the full participation 
of developing countries. He suggested the following measures to preclude any consequent 
protectionist effects: enhanced transparency of food control systems; harmonization of national 
standards in international forums taking developing countries' needs and capacities into account; the 
granting of recognition and equivalence to standards in developing countries; and formulation of 
international standards with the full involvement of developing countries, after a comprehensive 
review of the working methods and decision-making processes of international standard-setting 
bodies. 

Although there was great interest among all countries to use the standards, guidelines and 
recommendations of the Codex Alimentarius Commission as benchmarks for the international food 
trade to resolve food control issues, some importing countries were requiring specific measures, 
especially HACCP systems, that were difficult for developing countries to implement. Consequently, 
developing countries that relied on food exports for foreign exchange had a particular interest in 
strengthening their national food control systems, harmonizing national food regulations with 
international standards and establishing food inspection systems in order to comply with the 
Agreement on the Application of Sanitary and Phytosanitary Measures and the Agreement on 
Technical Barriers to Trade. 

The safety of the ingredients used in the manufacture and processing of food also needed to be 
assured. Its assessment required highly trained experts in toxicology, nutrition, chemistry, food 
composition and risk assessment techniques, such expertise often being found only in countries with 
advanced technological capabilities. The developing countries needed extensive technical assistance in 
that area, and he hoped that WHO would be able to provide the necessary support. 

Dr STAMPS (Zimbabwe) noted omissions in the report and draft resolution. He questioned the 
lack of any reference to allergic reactions to certain food substances, such as nuts, which could 
produce violent and even fatal allergic responses. The need to warn consumers of that risk did not 
appear. Further, the report made no mention of the dangers of false claims made for certain foods 
being marketed, for example through the Internet. Finally, the safety of breast milk as a food did not 
receive any mention. He had no problem with the packaging of breast milk, but it risked being 
contaminated, for example by HN, and some concern should be expressed about the protection of that 
most important of nJ.Itritious substances in the early stages of life. 

He raised the issue of the way in which handling of foodstuffs could compromise them. 
Packaging, storage, handling and spoilage dates were also important issues in terms of protecting 
human health. He therefore proposed the following amendments to the draft resolution: in paragraph 
1(8), after "hazards" to insert the words "and protection, packaging, storage and handling"; to insert a 
new paragraph I (1 0) "to ensure appropriate, full and accurate disclosure in labelling of food products, 
including warnings and best-before dates where relevant"; and to insert a further new paragraph 1(11) 
"to legislate for control of reuse of containers for food products and for the prohibition of false 
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claims". He proposed amending paragraph 2( 1 ), to read "to give greater emphasis to food safety in 
view of WHO's global leadership ... ". In paragraph 2(2), he wished to insert "and protection, 
packaging, storage and handling issues" after the word "hazards". 

Dr SHIVUTE (Namibia) reported that his country's food and nutrition policy and programme 
were based on a multi sectoral approach. Implementation of the programme was being coordinated by 
a counci I of senior government officials from various sectors. 

He wholeheartedly supported the draft resolution with the amendments proposed by the 
delegate of Zimbabwe. With reference to paragraph 2(13), he supported the proposals of the delegates 
of Malawi and Swaziland. He requested the Director-General to develop, with all speed, standards for 
street-food vending to give guidance to vendors and reassurance to consumers. Namibia would 
welcome technical support in all aspects of food safety. 

Mrs STANTON (WTO), speaking at the invitation of the CHAIRMAN, said that WTO 
welcomed an expansion of efforts by WHO in the area of food safety. WTO rules clearly recognized 
that health protection should take precedence over trade. She noted, however, the beneficial effects of 
expanded trade on health, which were especially important for developing countries. Food safety 
measures must be based on a careful objective assessment of the best available scientific evidence in 
order to reap the benefits of increased trade in safe food. In that regard, WTO relied heavily on the 
work of the Codex Alimentarius Commission and appreciated the excellent work done by WHO and 
F AO. But, as many speakers had stressed, much more needed to be done, especially to ensure that the 
needs of the developing countries were fully met. The work of WHO through the Codex Alimentarius 
Commission and through its direct support of its Member States was of critical importance. WTO 
welcomed the draft resolution which would strengthen WHO's capacity in that regard. 

Dr HENNEY (United States of America) noted that many substantive and editorial amendments 
to the draft resolution had been made, each of which deserved thoughtful consideration. Could the 
draft resolution be approved, unamended, and the issues raised be dealt with as part of the strategic 
planning process? 

Dr MENAKA Y A (Nigeria) described the perspective of the developing countries, saying that 
much still had to be added to the resolution, since the question of the dumping of food materials had 
not been properly dealt with; food relief was causing more problems than it was solving. The 
amendments proposed by the delegate of Zimbabwe were extremely important and would go a long 
way towards ensuring a resolution acceptable to all. A committee should be set up to consider the 
amendments. 

Dr TRIERS (Belgium) and Dr COULIBALY KOUNANDI (Cote d'Ivoire) supported the 
suggestion ofthe delegate of the United States. 

Dr BIAMBY JACQUES (Haiti) expressed her support for the draft resolution and for the 
delegate ofNigeria's suggestion. 

Mr CHOWDHURY (India) was reluctant to adopt the resolution as it stood and to refer the 
proposed amendments to some other committee. Either the draft resolution should be deferred as a 
whole or the Committee should endeavour to reconcile the various amendments and approve it by 
consensus. 

The CHAIRMAN suggested that the Committee should request a text to be prepared that 
reflected the various amendments proposed, to enable it to resume its consideration of the draft 
resolution. 
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It was so agreed. 

(For continuation, see summary record of the sixth meeting, page 86.) 

Infant and young child nutrition: Item 12.4 of the Agenda (Documents A53/7 and 
A53/INF.DOC./2) 

The CHAIRMAN drew the Committee's attention to a draft resolution proposed by the 
delegation of Brazil, which read as follows: 

The Fifty-third World Health Assembly, 
Recalling resolutions WHA33.32, WHA34.22, WHA35.26, WHA37.30, WHA39.28, 

WHA41.11, WHA43.3, WHA45.34, WHA46.7, WHA47.5 and WHA49.15 on infant and young 
child nutrition, appropriate feeding practices and related questions; 

Deeply concerned to improve infant and young child nutrition and to alleviate all forms 
of malnutrition in the world because more than one-third of the world's under-five children are 
still malnourished - whether stunted, wasted or deficient in iodine, vitamin A or iron - and 
because malnutrition still contributes to nearly half of the 10.7 million deaths each year among 
preschool children in developing countries; 

Deeply concerned with the wide recognition that malnutrition is one of the worst public 
health problems faced globally and that its effects are seen not only on growth and 
development, but also on cognitive and social development functions; 

Recognizing that access to food and adequate nutrition is a fundamental human right and 
that all efforts should be made to recognize, protect and fulfil this basic right and to ensure 
freedom from hunger and malnutrition; 

Acknowledging that all sectors of the global society - governments, civil society, the 
private sector and international organizations - should assume their responsibility and meet 
their obligations regarding the respect, protection and fulfilment of this basic human right; 

Recognizing the guiding framework of the Convention on the Rights of the Child, in 
particular Article 24, which recognizes, inter alia, the need for access to and availability to all 
segments of society, in particular parents and children, of appropriate support for and 
information about, the use of basic knowledge of child health and nutrition, and the advantages 
of breastfeeding; 

Recognizing that there is enough scientific basis for political decisions, for reinforcement 
of Member States and WHO's traditional activities, and for proposing new and innovative 
approaches to growth monitoring and nutrition rehabilitation, the promotion of breastfeeding, 
the improvement of complementary feeding through sound culture-specific counselling, the 
alleviation of micronutrient malnutrition and the management of feeding practices of infants 
from HIV -positive mothers; 

Noting the need for efficient food and nutrition surveillance systems for assessing the 
magnitude and geographical distribution of all forms of malnutrition and foodborne diseases 
and for monitoring food availability; 

Aware of the importance and urgency of launching a discussion process to build up an 
international consensus among Member States and international organizations on a global 
strategy to alleviate all forms of malnutrition in infant and young children by the end of this 
decade, taking into account the impact of ecological disasters, war, civil disturbances, mass 
population displacements and poverty; 

Recognizing the importance and fundamental role of the Sub-Committee for Nutrition of 
the United Nations Administrative Committee for Co-ordination (ACC/SCN) in the building up 
of such consensus, 
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1. URGES Member States: 
( 1) to recognize access to food and adequate nutrition as a fundamental human right 
and to call on all sectors of society to honour their obligations fully to respect, protect and 
fulfil this right; 
(2) to take the necessary measures effectively to implement the Convention on the 
Rights of the Child, in order to ensure the child's right to the highest attainable standard 
of health and health care; 
(3) to set up or strengthen interinstitutional and intersectoral discussion forums with all 
stakeholders in order to reach national consensus on strategies and policies to alleviate all 
forms of malnutrition and to develop participatory programming mechanisms to establish 
and implement specific nutrition programmes and projects aimed at new initiatives and 
innovative approaches; 
(4) to give priority to the implementation of infant and young child nutrition 
programmes and projects derived from those joint discussions and policy or strategic 
documents, providing adequate technical and financial resources and political support; 
(5) to strengthen all current activities and develop new approaches in order to promote 
exclusive breastfeeding up to around six months of life and mixed feeding up to two 
years, emphasizing all forms of social dissemination of these concepts in order to enhance 
society's commitment to these practices; 
(6) to support the Baby-friendly Hospital Initiative and to create mechanisms for 
periodic reassessment of hospitals to assure maintenance of standards and to guarantee 
the Initiative's long-term sustainability and credibility; 
(7) to improve complementary feeding practices by assuring sound and culture
specific nutrition counselling to mothers of young children, recommending the widest 
possible use of indigenous micronutrient-rich foodstuffs; and to give priority to the 
development and dissemination of guidelines on nutrition of children under two years of 
age, to the training of health workers and community leaders on this subject and to the 
integration of these messages into health and nutrition information, education and 
communications strategies; 
(8) to strengthen growth monitoring and nutrition rehabilitation, focusing on 
community-based strategies, and to ensure that all hospitalized children that have any 
form of malnutrition as an underlying cause of hospitalization are correctly diagnosed and 
treated; 
(9) to develop, implement or strengthen sustainable measures aimed at reducing 
micronutrient malnutrition in young children, especially iron, vitamin A and iodine 
deficiencies, through a combination of strategies that include supplementation, food 
fortification and diet diversification through recommendation of feeding practices that are 
culture-specific and based on local foods and through other community-based 
approaches; 
(1 0) to strengthen their mechanisms to monitor and report on progress in 
implementation of the International Code of Marketing of Breast-milk Substitutes, 
assuring the participation of all stakeholders as a means of involving the responsibility of 
all sectors of society- especially the private sector- in its implementation; 
(11) to recognize the present scientific evidence on the risk of HIV transmission through 
breastfeeding and to ensure adequate nutrition of infants from HIV -positive mothers, 
providing pasteurized breast milk from human milk banks or milk substitutes through the 
health services from birth to six months old, together with recommendations on early 
complementary feeding, until new scientific evidence is available; 
(12) to strengthen their food and nutrition surveillance systems, in close collaboration 
with their epidemiological surveillance systems, encompassing assessment of the 
magnitude and geographical distribution of protein-energy malnutrition, micronutrient 
malnutrition, foodbome disease and including the systematic monitoring of food 



64 FIFTY-THIRD WORLD HEALTH ASSEMBLY 

availability at national, subnational, local and household levels, the market prices of basic 
foods and household purchasing power; 
(13) to make the widest possible use of the information from their food and nutrition 
surveillance systems to evaluate current activities and strategies, to plan new action, and 
to raise public and political awareness, nationally and internationally, of achievements in 
respecting, protecting and fulfilling the right to food and adequate nutrition; 
(14) to collaborate actively with WHO and competent organizations of the United 
Nations system, including through the forum of ACC/SCN, in order to generate a global 
strategy for the improvement of infant and young child feeding as a means of alleviating 
all forms of malnutrition in infant and young children by the end of this decade; 

2. REQUESTS the Director-General: 
(1) to give, in view of WHO's leadership in public health, and in collaboration with all 
other international organizations, notably those of the United Nations system, greater 
emphasis to infant and young child nutrition, within the framework of the Convention on 
the Rights of the Child and other relevant human rights instruments; 
(2) to enhance its support to Member States, in close collaboration with F AO, in 
developing and implementing their food and nutrition surveillance systems, focusing on 
their potential to assess the magnitude and geographical distribution of nutrition problems 
and to provide indicators of performance in respecting, protecting and fulfilling the right 
to food and adequate nutrition; 
(3) to provide support to Member States for evaluation of current strategies and 
activities, in conformity with the Convention on the Rights of the Child, as a means of 
feed-back on discussions towards a consensus-driven global strategy to alleviate all forms 
of infant and young child malnutrition by the end of the decade; 
(4) to draw up guidelines and devise tools for framing of policy that assures active 
participation of right-holders and duty-bearers in the area of infant and young child 
nutrition; 
(5) to build a constructive dialogue between all stakeholders - especially the private 
sector- in order to monitor progress towards implementation of the International Code of 
Marketing of Breast-milk Substitutes and other infant and young child nutrition activities, 
and to provide support to Member States in this monitoring; 
(6) to encourage and support further research on HIV transmission through 
breastfeeding and on other measures to improve the nutritional status of those already 
affected by HIV I AIDS; 
(7) to provide support to Member States in the identification, implementation and 
evaluation of innovative approaches to improving infant and young child feeding, with 
emphasis on community-based and cross-sectoral activities; 
(8) to reinforce, in collaboration with other competent organizations of the United 
Nations system, including through the forum of ACC/SCN and other bodies as 
appropriate, the process of following up the International Conference on Nutrition as a 
strategy to alleviate all forms of malnutrition in infant and young children by the end of 
the decade; 
(9) to convene, as soon as possible, regional or subregional meetings of governments, 
internat_ional organizations and nongovernmental organizations in order to launch 
discussions on the global strategy to improve infant and young child feeding; 
(1 0) to provide support for participation of Member States in all work related to the 
preparation of the global strategy, including meetings and derived activities; 
(11) to submit to the Executive Board, in 2002, a report on the global strategy, 
proposing a draft resolution for submission to the Fifty-fifth World Health Assembly. 
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Dr JIMENEZ DE LA JARA (representative of the Executive Board) said that the Board at its 
I OSth session in January 2000 had considered reports on infant and young child nutrition. 1 Speakers 
had referred to the multicentre growth reference study as a timely initiative for developing 
international standards, but the fact that a quarter of the overall funds needed for the study still had to 
be raised had been a cause of concern. The process was ongoing. 

With regard to the International Code of Marketing of Breast-milk Substitutes, speakers had 
emphasized the need to ensure consistency of the terminology used both in the Code and elsewhere, 
for example, in the legislation of the European Union. Furthermore, Board members had considered it 
important to learn more about the specific ways in which Member States had applied or were applying 
the Code. 

Ms KHETRAPAL SINGH (Executive Director) said that overcoming malnutrition among 
infants and young children remained a major public health priority. Despite the slow but steady 
improvement in the global situation, more than one-third of children under five years of age were still 
malnourished. WHO would continue to work to improve that unacceptable situation. 

She highlighted some of the achievements of the process, initiated two years earlier by the 
Director-General, for developing a new global strategy and plan of action for infant and young child 
nutrition. A technical consultation on the subject, held in March 2000 in collaboration with UNICEF, 
had made an important contribution to WHO's continuing efforts to develop a comprehensive global 
strategy on infant and young child nutrition. That process would continue, with input from Member 
States and regional consultations before the strategy was submitted to the Fifty-fifth World Health 
Assembly. Second, the multicentre growth reference study would establish the breastfed infant as the 
normative model against which all alternative feeding methods had to be measured in terms of growth, 
health and development. Third, the Director-General had initiated a systematic review of all scientific 
literature on the optimal duration of exclusive breastfeeding in order to update WHO's 
recommendations on that topic as necessary. Fourth, WHO continued to support the Baby-friendly 
Hospital Initiative which was being implemented in more than 16 000 hospitals in 171 countries. 
WHO had also developed a reassessment methodology to help ensure the Initiative's sustainability and 
credibility. Fifth, WHO was reinforcing global nutrition surveillance which included a series of global 
nutrition data banks covering, inter alia, child growth and malnutrition, micronutrients, breastfeeding, 
national nutrition policies and programmes, and obesity. As a follow-up to the 1996 World Food 
Summit in Rome, WHO was actively participating in the interagency effort to develop a food security 
and vulnerability mapping system. WHO continued to provide technical support to ILO in relation to 
maternity protection in the workplace, including promotion of breastfeeding. 

Ms FERV ALL (Sweden) said that action on infant and young child nutrition should be 
accelerated now that fighting poverty-linked ill health had been established as the strategic direction. 
Sweden supported the nine programmatic themes for a global plan of action proposed at the 
WHO/UNICEF technical consultation on infant and young child feeding in March 2000. It was 
essential that breastfeeding should be supported in all the world's countries. 

Of the cross-cutting issues discussed at the consultation, emphasis should be put on the difficult 
area of HIV infection and infant nutrition. An HIV -positive mother had to be able to make an 
informed decision on whether breastfeeding was suitable for her child and herself. Infant and young 
child nutrition was a challenge to health systems, staff, governments and civil society. Success would 
depend on support systems, networking and education. More research was needed into all aspects of 
how best to protect newborn infants from becoming infected with HIV. Breastfeeding was the best 
way of feeding; much more evidence was required to justify deterring mothers from that course. She 
expressed her firm support for WHO's continuing role as the global prime advocate of breastfeeding. 
She was convinced that the challenges could be met. 

1 Documents EB105/36, Section VI, and EB105/INF.DOC./l. 
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Dr DLAMINI (Swaziland) said that a study conducted in Swaziland six years earlier had 
revealed that about 30% of all Swazi children were stunted. The situation had only slightly improved 
since then. She applauded the school feeding scheme. With intense health and nutrition promotion, the 
incidence of protein-energy malnutrition was declining. 

Currently the greatest challenge in her country came from the marketeers of breast-milk 
substitutes who were using vertical transmission of HIV as an excuse to condemn breastfeeding 
indiscriminately. Swaziland fully supported the International Code of Marketing of Breast-milk 
Substitutes. Transmission of HIV from mother to child was not disputed, but at the country's current 
state of development, lacking the facilities to test every pregnant woman, without access to 
antiretroviral drugs, without the economic means to support artificial feeding on a wide scale, and 
without clean safe water in many of the rural areas, it was as well to be very cautious about 
discouraging breastfeeding. Her Government's policy was to inform the HIV-positive mother, where 
her HIV status was known, about her options for feeding the child, and then to support her decision as 
far as possible. Exclusive breastfeeding was still encouraged for at least the first four months of life. 
The Baby-friendly Hospital Initiative had been well supported, but the country lagged behind on 
breastfeeding at work because of resistance from some employers. There was a drive to improve the 
relevant legislation. Malnutrition among infants born HIV -positive was increasing. 

She appealed for special support for infant nutrition, especially during times of conflict and 
natural disasters. Further research should be conducted into the antioxidant effect of some foods. 
Countries should be supported in their efforts to ensure food security, especially for the young. 

To address the problem of deficiency in vitamin A, iron and iodine, Swaziland had embarked on 
the universal use of iodized salt to supplement women's diets within four weeks of delivery. The 
possibility of fortifying sugar with vitamin A was also under discussion. All immunized children had 
been given vitamin A supplements. She requested assistance with the provision of testing kits and 
improvement of laboratory facilities for monitoring concentrations of iodine and salts. 

She supported the draft resolution proposed by Brazil, but put forward two amendments. In 
paragraph 1(10) the words "ensuring independence and transparency", should be inserted after 
"substitutes". In paragraph 1(11) the words "and in doing this to increase accessibility of voluntary 
and confidential counselling and testing to facilitate information giving an informed decision but as 
much as possible to counsel mothers on exclusive breastfeeding in developing countries, whilst those 
who can afford other options are supported to use them safely, controlling industry influences" should 
replace the entire text after "mothers,". Some countries did not have breast-milk banks and WHO 
should not be seen to be promoting breast-milk substitutes where there was no clean water or no 
money to purchase such substitutes. 

Dr COULIBALY KOUNANDI (Cote d'Ivoire) said that his country's policies on infant and 
young child nutrition were based on the conviction that good infant nutrition, especially exclusive 
breastfeeding of the child until six months with the addition of complementary foods to the age of two 
years, was beneficial to physical and mental health. He therefore supported the draft resolution 
proposed by Brazil. 

The French wording of paragraph 1(5) should be more specific and he therefore proposed the 
following: "a renforcer les activites et developer de nouvelles approches pour promouvoir 
l'allaitement maternel exclusif pendant les six premiers mois de Ia vie et !'apport d'aliments de 
complement adaptes jusqu 'a I 'age de deux ans, en mettant I 'accent sur les canaux de diffusion sociaux 
et ces concepts de ~orte a amener Ia communaute a adherer a ces pratiques". WHO's documents 
should be consistent with the latest research and UNICEF's recommendations, which advocated 
breastfeeding until six months. 

He proposed the following wording for paragraph 1(11): "a cesser taus les pretendus avantages 
pour Ia sante faisant Ia publicite et Ia promotion des produits couverts par le Code de 
commercialisation des substituts du !a it maternel a travers les medias, y compris I 'Internet et les 
e-mails". 
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He requested that the study on HIV and infant feeding and its translation be made available to 
delegates. In conclusion, he congratulated Ghana on the adoption by its Parliament of a law on the 
marketing of breast-milk substitutes, which was probably the first in the subregion and an example to 
others. 

The meeting rose at 12:35. 



FIFTH MEETING 

Thursday, 18 May 2000, at 14:30 

Chairman: Professor S.M. ALI (Bangladesh) 

TECHNICAL AND HEALTH MATTERS: Item 12 of the Agenda (continued) 

Infant and young child nutrition: Item 12.4 of the Agenda (Documents A53/7 and 
A53/INF .DOC./2) (continued) 

Dr PATCHARA WAN SRISILAPANAN (Thailand) informed the Committee that Thailand had 
fully adopted the Baby-friendly Hospital Initiative and was strictly observing the International Code of 
Marketing of Breast-milk Substitutes. However, it sought a strengthening of the watchdog system 
through intergovernmental and nongovernmental organizations, because industries attempted to 
violate the Code wherever possible, by means of indirect advertising. 

Iodine deficiency was being combated through an intersectoral approach with universal 
iodization of salt undertaken through food and drugs legislation. Vitamin A fortification was 
compulsory for condensed milk and was being done voluntarily by the food industries in the very 
popular instant noodles and in other food products. Recent labour legislation had increased fully-paid 
maternity leave to 90 days which was important given the extent of women's participation in the Thai 
work force, but a comprehensive approach was needed in order to build a conducive environment for 
breastfeeding. 

She wished to submit the following amendments to the draft resolution. In the third paragraph, 
to insert the phrase ", encompassing the problems of poverty, deprivation, food security and social 
inequality" after the word "problems"; in paragraph 1(3) to insert the words ",including labour 
protection legislation and regulations conducive for maternity leave and in support of breastfeeding" 
after the word "policies"; in paragraph 1 (9) to insert the words "and, where appropriate, legislative" 
after the word "sustainable"; in paragraph 1(10) to insert the words "to and empower the general 
public" after the word "report"; in paragraph 1(12) to insert the word "obesity" after the words 
"micronutrient malnutrition"; and to change the term "food availability" to the words "food security" 
where it appeared. 

Dr SOARES MARQUES DE LIMA (Sao Tome and Principe) noted that the transmission of 
HIV through exclusive breastfeeding was a matter of concern to his delegation. Advice to seropositive 
mothers who breastfed their children who might not already have been infected raised questions of 
conscience or ethics for health workers. He therefore called on WHO to undertake further research on 
the subject urgently so as to obtain more relevant guidelines. His delegation also sought clarification 
on a matter already raised by the delegation of Cote d'Ivoire, namely the recommended period of 
exclusive breastfeeding; some references spoke of a four-month period and others of six months. 

His delegation supported the draft resolution, but it would like to see the amendments in 
writing. 

Dr WANG Zhao (China) endorsed the analysis made, conclusions drawn and measures 
proposed in the Director-General's report. China devoted much attention to infant and young child 
nutrition as a means of protecting children's health and had actively promoted breastfeeding and the 
establishment of "baby-friendly" hospitals. The Chinese delegation suggested that WHO carry out a 
special study in order to obtain more information about the scientific bases for the new technical 
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measures proposed in the numerous amendments and to assess the possible workload and costs 
entailed by implementation and the provision of information and training. 

Dr SEPULVEDA AMOR (Mexico) welcomed the multicentre study to determine a new 
international growth reference and said that Mexico would be interested in taking part in the study 
with a centre of its own, financed out of its own resources. His country had recently completed its 
second national nutrition survey, which had permitted evaluation of the rapid change in nutrition 
levels and tendencies. There had been a major reduction in malnutrition levels, but a high prevalence 
of anaemia and deficiencies in certain trace elements such as zinc remained. Paradoxically the greatest 
concern was the growing level of infant obesity. 

The delegation of Mexico had some difficulties with the draft resolution proposed by Brazil and 
would like to suggest that it be given a preliminary examination by the Executive Board. 

Mr DE AGUIAR PATRIOTA (Brazil) explained that his delegation had proposed the draft 
resolution before the Committee because it viewed with concern the need to improve infant and young 
child nutrition, and considered that action by the Fifty-third World Health Assembly was important, in 
the light of the great amount of solid scientific and epidemiological evidence available. The Fourth 
Report on the World Nutrition Situation and presentations at a symposium during the twenty-seventh 
session of the Sub-Committee on Nutrition of the United Nations Administrative Committee on 
Coordination (ACC/SCN), as well as the statement on the ideal duration ofbreastfeeding from several 
WHO consultants at the technical consultation in March 2000 all pointed to the possibility of making a 
bolder response than those indicated in the report. 

Access to improved and adequate nutrition was a fundamental human right that could be 
legitimately insisted on in relation to the Convention on the Rights of the Child, and it was time to take 
up their responsibility to meet that obligation. At the twenty-sixth session of the ACC/SCN the 
Director-General herself had underscored the link between human rights and nutrition. 

He outlined the contents of the proposed resolution and acknowledged with gratitude the many 
expressions of support. Could the amendments be proposed in writing? He would wish to reach 
agreement on the topic which could then be decided on by the Health Assembly. 

Dr OTTO (Palau) said that in his country breastfeeding continued to be a problem. As soon as 
mothers and babies left hospital, the rate of exclusive breastfeeding began to drop. By the age of six 
months, only one-third of infants was still exclusively breastfed. His delegation thanked the various 
intergovernmental, nongovernmental and national agencies for their support for the related 
programmes. 

Palau considered that it was a grave omission to leave out the role of the father in infant feeding 
and the nutrition of the young. Data showed that where fathers were in support of breastfeeding the 
prevalence rate and duration of breastfeeding was higher. He reiterated the query of the delegation of 
Sao Tome and Principe, on the recommended duration of exclusive breastfeeding. If six months of 
exclusive breastfeeding was recommended for American infants, as indicated in research by the 
American Academy of Pediatrics and other USAID-funded research and by reports from other 
countries, then four months should not be considered as being the optimum period for infants from the 
developing world. Moreover, a 1999 study in the British medical journal had shown that infants fed 
with complementary food before six months were 13 times more likely to contract respiratory 
infections than those exclusively breastfed for six months. As stated in the report, there was also some 
evidence that exclusive breastfeeding gave better protection against HIV transmission than mixed 
feeding. 

His delegation supported the draft resolution with the following amendment: to insert after the 
sixth paragraph, a new paragraph "Conscious that the International Code of Marketing of Breast-milk 
Substitutes states that there should be no advertising, health claims or other forms of promotion of 
products within its scope and that electronic communication methods such as the Internet are currently 
widely used to promote such products;". 
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His delegation supported the amendment proposed by the delegation of Cote d'Ivoire to 
paragraph 1(10). His delegation welcomed the multicentre growth reference study. 

Professor KOLBEL (Czech Republic) stressed the complexity of the problem of proper infant 
and young child nutrition, and its importance for the proper development of future generations. There 
should exist optimum general rules and recommendations that would be universally valid, irrespective 
of regional, religious and other differing factors involved. His delegation was happy that the problem 
of breastfeeding and nutrition had been analysed as a scientific problem. It had concluded that there 
was no need for immediate adoption of a resolution; it would be better to await full analysis of the 
studies under way, so that results could be submitted as planned during the Health Assembly in 2002. 

Dr FETISOV (Russian Federation) said that the importance attached by his country's Ministry 
of Health to the problems of breastfeeding could be seen in the development of national policies on 
nutrition and the rationalization of nutrition, particularly for young children. It considered that 
programmes for the support of breastfeeding were low-cost and high-efficiency methods of 
maintaining health and reducing infant mortality. His country was calling for exclusive breastfeeding 
to six months, continued to two years of age in conjunction with complementary feeding. In 1997, the 
Russian Federation had established a centre for publicity and support of breastfeeding, and since then 
had been conducting training of medical personnel under the Baby-friendly Hospital Initiative. The 
"1 0 steps to successful breastfeeding" were being introduced into maternity homes, where 90% to 
95% of infants were being exclusively breastfed when mothers returned home. In general the 
percentage of exclusively breastfed infants had not reached the desired levels. Statistics showed that 
during 1993-1998 some 45% of mothers had been breastfeeding their infants up to the age of three 
months, but only 32% were doing so by six months. His delegation wholeheartedly supported the 
scientific studies being carried out by WHO in preparing sets of growth references for assessing the 
development of children. He asked for more detailed information on the outcome of the global 
Technical Consultation on Infant and Young Child Feeding held in March 2000. 

His delegation supported the draft resolution, but proposed, in paragraph 1(5) replacing "and 
mixed feeding up to two years" by "with subsequent introduction of complementary nutrition and 
continued breastfeeding up to two years". 

Dr JAY ATHILAKA (Sri Lanka) said that WHO should assign a high priority to infant and 
young child nutrition. In his country, the rate of exclusive breastfeeding since 1993 had doubled owing 
to successful programmes carried out with the collaboration of WHO and UNICEF. The 1983 code for 
breast-milk substitutes was being revised. To improve the breastfeeding rates further a scheme to 
provide 84 working days of maternity leave was in operation. 

The draft resolution had a very wide scope; the views of the agencies concerned should be 
obtained. He suggested that it be considered by the Board and then resubmitted to the Committee. 

Dr VIOLAKI-PARASKEV A (Greece) welcomed the progress made in implementing the 
International Code on Marketing of Breast-milk Substitutes. Those efforts still had to be intensified at 
the national and international levels. Noting the new draft global strategy and plan of action for infant 
and young child nutrition described in document A53/INF .DOC./2, she applauded the intention to 
organize regional consultations on the strategy in 2000 and 2001. 

The work on. other important issues such as HIV and infant feeding, and breastfeeding in 
emergency situations was an investment for the future. 

Dr TRIERS (Belgium) expressed reservations on the draft resolution, doubting the need for it, 
given the previous resolutions adopted by the Health Assembly. He therefore supported the proposal 
of the delegate of Sri Lanka. 
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Dr WAHEED (Maldives) was in general agreement with the draft resolution, but commented 
that the goal of paragraph I (I), to recognize food and nutrition as a fundamental human right, was 
unlikely to be achieved by all in the foreseeable future. He therefore proposed that the words 
"fundamental human right" in that paragraph be replaced by "human development goal" where they 
appeared. 

Ms NGHATANGA (Namibia) urged the Director-General to continue her support for Member 
States in their existing and future efforts towards improving infant and young child nutrition. Namibia 
had developed and implemented programmes on food and nutrition with a major focus on improving 
the nutritional status of the vulnerable groups in society, including children under five years of age. 
The Namibian Ministry of Health and Social Services, in collaboration with its health partners, had 
recently developed draft standard guidelines on nutrition, which included consideration of the 
nutritional status of persons infected with HIV. 

She supported the draft resolution proposed by Brazil, with the amendment proposed by the 
delegate of Swaziland. 

Dr HAMUKWAYA (Angola) informed the Committee that there was much malnutrition in her 
country and the situation was worsening because of the war; many displaced people were living in 
extreme poverty, with consequent malnutrition and vulnerability to infection. Intrauterine growth 
retardation and low birth weight were serious challenges. Angola had established more than I2 "child
friendly" hospitals and maternity hospitals. Exclusive breastfeeding up to the age of six months was 
being promoted through the education of mothers in maternity and paediatric hospitals. She requested 
the Director-General to pursue research into breastfeeding by HIV -positive women. She supported the 
draft resolution proposed by Brazil, with the amendments suggested by the delegates of Namibia, 
Swaziland and Cote d'lvoire. 

Dr CICOGNA (Italy) acknowledged the need for alleviating all forms of malnutrition, 
especially for children under five years old. His Government accorded a high priority to improving 
infant and young child nutrition, as was demonstrated by the emphasis on that issue in its national 
health plan, and it also participated in international efforts to improve maternal and child health. 

Ms VALDEZ (United States of America) suggested that, in the context of infant and young 
child nutrition, WHO, UNICEF, Member States and other stakeholders should be encouraged to use 
the global strategy development process to ensure a transparent and active interchange of ideas and to 
achieve consensus on health and nutritional guidelines on the basis of the best science and data 
available. The effect of social marketing, the influence of urban versus rural settings and the impact of 
the current guidelines on growth and weight should be studied among other factors. 

At a time when WHO was engaged in a technical consultative process that would lead to 
recommendations to be considered by the Fifty-fifth World Health Assembly, debate on the draft 
resolution before the Committee would be premature and confusing. The draft resolution also raised 
legal and financial questions. She therefore associated herself with the delegates of Belgium, the 
Czech Republic, Italy, Mexico, Sri Lanka and others. While the draft resolution recognized the 
paramount importance of such issues, it should be referred to the Board for resubmission to the 
Committee, owing to the complexity of the text and the need for carefully updated and scientifically
based information. 

Dr SANGALA (Malawi) welcomed the Director-General's report and singled out poverty as the 
major cause of malnutrition. Since poor education was a contributory factor, his Government was 
conducting educational programmes through the popular media. Vitamin A supplements were given to 
mothers after childbirth and to children from the age of six weeks to six months, although foods rich in 
vitamin A were available in the country. Nutrition education should also cover changes in traditional 
diets. 
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To tackle malnutrition in children under five years of age, Malawi had trained over 6000 
growth-monitoring volunteers who had established community-based programmes for feeding 
children and income-generating activities intended to ensure sustainability. The aim was to provide at 
least one nutritious meal per day to the most vulnerable groups; severely malnourished children 
(weight below 60% weight-for-age) were managed in hospitals. Malawi was also making progress in 
establishing baby-friendly hospitals. 

He supported the draft resolution with the amendments proposed by the delegate of Swaziland, 
and further proposed that the words "with special emphasis on orphans, which is a result of the 
HIV I AIDS epidemic" be added at the end of paragraph 2( 6). 

Dr LARSEN (Norway) commended the review on complementary feeding of young children in 
developing countries which would be generally useful. 

In Norway, nearly 100% of mothers started breastfeeding and 80% were still breastfeeding at 
six months. However, only 44% of mothers were exclusively breastfeeding at four months and only 
8% at six months. More research might be needed to assess the importance of exclusive breastfeeding. 

The continuation over many years of the Baby-friendly Hospital Initiative was clear evidence of 
its value. The monitoring tools prepared by WHO in 1998 were very necessary with regard to the 
sustainability of the Initiative. The concept of friendliness might be extended to the delivery hospitals 
and to mothers. 

She was honoured to be participating in the multicentre growth reference study, which she 
hoped would provide a firm evidence-based foundation for better advice in that area. 

Dr LEVENTHAL (Israel) said that, like many other countries, Israel was promoting 
breastfeeding in contrast to milk supplements. Regarding the draft resolution, although he agreed with 
many of the points raised, the subject was so crucial that all the best scientific evidence available was 
needed before it was discussed in full. He therefore proposed postponement of discussion on the draft 
until the next session of the Health Assembly, but looked forward to a consensus on the topic at that 
juncture. 

Professor AHSAN ULAH (Bangladesh) said that infant and young child nutrition in Bangladesh 
had improved but still posed a risk. Infant and under-five mortality rates per 1000 live births were 71 
and 137 respectively. Some 69% of all children between six months and five years of age were victims 
of malnutrition, using height-for-age and weight-for-height criteria. Malnutrition was higher in rural 
than in urban children, with micronutrient deficiencies a continuing problem overall. 

Bangladesh had undertaken to control infectious diseases, improve environmental sanitation, 
increase the use of oral rehydration therapy to control diarrhoea, sustain the Expanded Programme on 
Immunization, promote and support breastfeeding, reduce micronutrient deficiencies and establish 
baby-friendly hospitals, and asked for WHO support in carrying out those activities. The country had 
organized national awareness days for immunization, vitamin A deficiency, breastfeeding, nutrition, 
and maternal and child health. 

Malnutrition was one of the worst public health problems and all sectors of society should be 
involved and responsible in the effort to alleviate it. WHO needed to promote strongly the 
International Code of Marketing of Breast-milk Substitutes, which Bangladesh had already made 
mandatory. There should be mechanisms to maintain standards in baby-friendly hospitals and to 
guarantee their sus~ainability. He agreed that breastfeeding should be a universal practice and he 
supported its continuation for up to six months of age. 

Ms WIJNROKS (Netherlands) strongly encouraged the joint development of a new global 
strategy and plan of action that took into account the differing views of the different parties involved 
and that were based on strong, independent and objective scientific information. It was crucial that 
WHO and UNICEF collaborated with the other partners for the strategy to be successful. 
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According to the report of the technical consultation, the ongoing WHO multicentre growth 
reference study was expected to improve understanding of the age at which exclusive breastfeeding 
might be complemented by other sources of nutrition. As the study had not been designed for that 
purpose the Netherlands was hesitant about drawing those conclusions. Conclusions on the optimal 
age range for exclusive breastfeeding should be based not only on growth data but also on aspects 
related to development and health. The Director-General should coordinate an independent and 
objective scientific review to provide guidelines on that issue as soon as possible. 

The Netherlands encouraged all partners to unite to adopt a global strategy on infant and young 
child nutrition at the Fifty-fourth World Health Assembly in 2001, to coincide with the twentieth 
anniversary of the International Code of Marketing of Breast-milk Substitutes. The Netherlands 
therefore did not support approval of the draft resolution at present. 

Dr MOGUILEVSKY (Argentina) expressed his support for much of the draft resolution, 
particularly with regard to the duration of the exclusive breastfeeding period. In Argentina, both the 
health authorities and the scientific community considered that the optimal duration was six months 
and would maintain that stance until new scientific evidence proved to the contrary. When dietary 
supplements were recommended in Argentina, they were for use only for children over six months of 
age. 

Dr MANSOUR (Egypt) said that in Egypt a programme had been implemented to support infant 
and early childhood nutrition. A national centre for breastfeeding had been established and staff 
working at mother- and baby-friendly hospitals took training courses in administration and the use of 
monitoring tools. The marketing of milk and complementary feeding for infants was regulated and 
child growth was monitored through the application of a health card system. In order to improve 
micronutrient balance, vitamin A and iron supplements were administered to infants and to mothers 
during pregnancy and after childbirth, and 94% of marketed salt was enriched with iodine. An 
integrated child health care programme was being implemented, including prevention, treatment and 
management of malnutrition. She thanked WHO and UNICEF for their support in implementing those 
programmes. She also thanked the delegate of Brazil for his draft resolution and recommended further 
studies on exclusive breastfeeding and complementary feeding. 

Dr REVELLO (Venezuela) highlighted the importance of encouraging the proper nutrition for 
infants and young children because of its positive effects on their physical, psychological and social 
health, and the fact that it reduced infant morbidity and mortality, particularly in the area of infectious 
diseases. 

Venezuela's primary health goal for 2000-2001 was to reduce mother and child mortality rates 
with breastfeeding being one of the principal strategies. In 2000 a national law for the protection of 
children and adolescents was put into effect, making children and adolescents a priority for all 
programmes, including education, health and nutrition. His country was certified virtually free from 
iodine-deficiency disorders thanks to its assiduous salt-iodization programme. 

Venezuela was deeply committed to reducing child malnutrition and recognized the importance 
of WHO's efforts in that area. He congratulated WHO on the report and expressed support for the 
draft resolution. He indicated an amendment to paragraph 1(5) whereby unequivocal support would be 
expressed for exclusive breastfeeding up to six months of life, as had been recommended by other 
specialized international organizations and proposed by various delegations. 

Finally, Venezuela indicated that the risks of HIV -positive mothers infecting their children 
through breastfeeding should be further investigated. 

Mr F AESSLER (Switzerland) suggested focusing the debate on the concrete measures to be 
taken to promote breastfeeding and the development of a consensus among the international, 
governmental and civilian partners involved. The first step in that direction had been the technical 
consultation convened by WHO in March 2000. Switzerland hoped that an agreed strategy could be 
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presented to the Executive Board at its 109th session in January 2002. To do so the national initiatives 
based on the International Code of Marketing of Breast-milk Substitutes should be supported and 
encouraged. 

In the early 1990s, Switzerland had adopted guidelines for producers of breast-milk substitutes 
and was currently setting up a Swiss foundation to promote breastfeeding . 

Switzerland believed that work should move in the direction indicated by WHO. The draft 
resolution was a praiseworthy effort but did not seem to advance the topic. 

Dr AlSTON (Canada) indicated that his country had consistently supported and promoted 
breastfeeding as the optimal method of infant feeding, and worked with various partners at national, 
provincial and territorial levels to ensure that, through breastfeeding, an infant would have the best 
possible start in life. Canada recognized and applauded the efforts of WHO, UNICEF and the 
Breastfeeding Committee for Canada, and supported the work of the Baby-friendly Hospital Initiative. 
It also supported the International Code of Marketing of Breast-milk Substitutes and believed that 
countries must adapt that code to suit their own political, economic and social conditions. 

WHO had begun a useful process in forming the study group; that process would assemble the 
necessary scientific knowledge to allow the appropriate decisions to be made. 

Professor AKIN (Turkey) noted that, despite WHO's support to her country and others, feeding 
practices for infants and young children still needed to be improved to reduce the number of adverse 
outcomes due to inappropriate practices. In many countries those were underreported and 
underestimated; even the reported numbers were huge. She referred to the several initiatives presently 
under way which should lay the basis for the formulation of a new global strategy and plan of action 
for appropriate feeding practices for infants. That strategy would provide a clear indication of the way 
ahead and should be circulated to Member States and other interested parties for information and 
feedback, with the results submitted by the Director-General to the Executive Board at its I 09th 
session and the Fifty-fifth World Health Assembly. Turkey believed that the draft resolution should be 
discussed and, if necessary, revised, in the light of the results of the Director-General's initiative and 
on the basis of solid science. 

Dr YODA (Japan), recognizing the importance of infant and young child nutrition, urged that 
the relevant policies and strategies should be based on scientific evidence and other public health 
strategies. Japan fully supported WHO's policies and strategies on that issue. 

Dr TEE AH SIAN (Malaysia) supported the draft resolution but requested several amendments. 
In paragraph 1(5) he proposed replacing the word "mixed" with "complementary". In paragraph 1(10) 
he proposed replacing the words "and report on progress in implementation of', with the words "in a 
transparent and independent manner". He further proposed the addition of a new paragraph after 1 ( 14) 
to read "to end all health claims, advertising and other forms of promotion of products covered by the 
International Code of Marketing of Breast-milk Substitutes through the media including electronic 
means such as e-mail and web sites". In paragraph 2(5) he proposed replacing the words "in order" 
with the phrase "to propose efficient global mechanisms which are transparent, independent and free 
from commercial influence". In paragraph 2(6) he proposed the addition of the word "independent" 
before the word "research". 

Professor ONGERI (Kenya) described his Government's deep commitment to fulfilling the 
rights of children through education about and support in the use of basic knowledge of child health, 
nutrition, breastfeeding, hygiene and environmental sanitation. Breast milk provided all the necessary 
nutrients for the first six months of life. Kenya had been one of the first countries to implement the 
Baby-friendly Hospital Initiative, which had greatly improved the way infants and young children 
were fed. The country had 60 such hospitals. The Kenyan delegation supported the draft resolution, 
subject to the deletion of the word "around" from paragraph 1(5). 
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Mr PARK (Republic of Korea) welcomed the Director-General's report on infant and young 
child nutrition and the action taken to develop global strategies on that matter. His delegation 
considered that more time was needed to discuss the draft resolution and to study all the scientific 
evidence on the subject. 

Dr MOETI (Botswana) welcomed the draft resolution, but, since his country was severely 
affected by HIV I AIDS, it considered that a resolution on such a complex issue as the feeding of 
infants and young children should first be submitted to the Board, as proposed by various delegations, 
and then presented for due deliberation at the next Health Assembly. 

Dr THORNE (United Kingdom of Great Britain and Northern Ireland) said that the evidence 
from the United Kingdom's 1999 review of infant nutrition had not supported any change in the 
present recommendation to mothers to breastfeed for at least four months. Moreover, the main 
nutritional deficiencies in infants and young children were a lack of micronutrients and in young 
children an insufficient consumption of fruit and vegetables. In view of the complex issues raised and 
the large number of amendments to be discussed, her delegation supported the suggestion that the 
matter be referred to the Board. 

Mr EINARSSON (Iceland), speaking on behalf of the Nordic countries, supported the remarks 
made by the delegate of the Netherlands on the need for further scrutiny of the subject. 

MISS BALOCH (Pakistan) said that her delegation fully agreed that infant and young child 
nutrition was central to human development. In the developing countries, the first step towards 
fighting disease, poverty and underdevelopment was breastfeeding. Her country therefore supported 
the International Code of Marketing of Breast-milk Substitutes and commended the efforts of 
UNICEF and WHO to secure its implementation. After a slow start, Pakistan had introduced 
legislation on breastfeeding and young child nutrition. 

While her country supported the basic thrust of the draft resolution before the Committee, it 
thought that informal consultations should be held in order to arrive at a consensus on whether to 
approve the draft resolution as it stood, or in amended form, or whether to refer it to the Board. 

Ms MAKHMUDOV A (Uzbekistan) said that poor nutrition in her country was linked to iron 
and protein-energy deficiencies, which affected one in three infants. Poor nutrition resulted not so 
much from poverty but from weak distribution of resources in families, among which infant nutrition 
and breastfeeding were not high priorities. At the beginning of the year 2000, the Government of 
Uzbekistan had adopted a programme called the "Healthy Generation Programme", one of whose 
chapters consisted of measures to alter community attitudes on the subject. Her Government strongly 
supported breastfeeding. For instance, in the context of the preparation of regional standards for chitd 
development, it was paying for the elaboration of national information materials. Her delegation hoped 
for support from WHO in finalizing them. 

A serious problem in her country was the development of children born to the 70% of mothers 
suffering from anaemia. Research carried out in the Aral Region showed that women with anaemia 
were able to breastfeed infants to provide them with their full nutritional needs only for the first month 
of life, an issue which required further study. 

Her delegation supported the statements of earlier speakers on the need for the Board to make a 
preliminary review of the draft resolution and for the matter to be referred back to the next Health 
Assembly. 

Dr UPUNDA (United Republic of Tanzania) supported the Director-General's report, since in 
his country breastfeeding was still the cornerstone of infant nutrition. In 1994, the Government had 
enacted national legislation on the International Code of Marketing of Breast-milk Substitutes and a 
monitoring mechanism had been set up. The country had over 50 baby-friendly hospitals, but no milk 
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banks. His delegation therefore endorsed the proposed amendments to paragraphs 1 (11) and 2( 6). His 
country's position on HIV infection and infant feeding was similar to that of other African countries, 
namely, it promoted exclusive breastfeeding. For that reason, it supported the draft resolution with the 
amendments tabled by the delegates of Swaziland and Cote d'Ivoire. 

Dr AL-JABER (Qatar) said that his delegation agreed with both the contents of the draft 
resolution and the proposed amendments by some delegations. However, the draft before them 
contained many items that might well be reduced and condensed without changing the resolution's 
objective; those revisions could be made by a committee or by WHO. 

Dr GONZALEZ FERNANDEZ (Cuba), quoting the Cuban national hero Jose Marti, said that 
children were humanity's future. The proportion of people with protein-energy malnutrition had fallen 
by only 1% worldwide between 1990 and 1995. At that rate, it would take 24 years to meet the target 
set by WHO for a reduction in that form of malnutrition. Speedier action would have to be taken if 
there were to be an improvement in people's health and intelligence, for poor nutrition reduced both 
weight and mental acuity. It was therefore a subject of much importance. 

His country recommended exclusive breastfeeding up to the age of six months and it had many 
mother-friendly and baby-friendly hospitals. Much attention had been paid to infant nutrition, but a 
mother could breastfeed her child properly only if she was well nourished during pregnancy and 
lactation. Low birth weight was one of the main causes of infant mortality, so more would have to be 
done to ensure that pregnant women and nursing mothers had a nourishing diet. 

He saw no point in delaying approval ofthe draft resolution proposed by Brazil since that would 
result in deferring action on a pressing problem. 

Mr VOIGTLANDER (Germany) endorsed the initiatives and targets mentioned in paragraph 10 
of document A53/INF.DOC./2, but considered that countries had to be free to seek their own solutions 
with regard to exclusive breastfeeding, complementary feeding and feeding in difficult circumstances, 
because laws, society and culture differed between countries and between regions. He welcomed the 
regional consultations referred to in paragraph 13. He took it that all Member States of WHO could 
take part in those consultations. 

Referring to the draft resolution proposed by Brazil, he advocated minimizing the volume of 
resolutions adopted by the Health Assembly but maximizing their value in terms of concise, pertinent 
and balanced content; such resolutions would have greater effect. For that reason, he supported the call 
made by other delegations to forward the draft resolution to the Board for in-depth discussion. 

Dr JEANFRAN<;OIS (France) agreed with previous speakers that the draft resolution should be 
referred to the Board, which should then present its opinion on the text to the Fifty-fourth World 
Health Assembly. 

Dr SADRIZADEH (Islamic Republic of Iran) said that his delegation thought that the draft 
resolution and the proposed amendments were very complicated. He joined other speakers in 
suggestions that they should be referred to the Board for in-depth review. 

Dr LOPEZ BALDIZON (Nicaragua) said that Nicaragua, the second poorest country in Latin 
America, clearly Ul)derstood the close relationship between poverty and malnutrition which resulted in 
retarded growth, diminution of intellectual capacity and vulnerability to infections. His delegation 
considered the draft resolution proposed by Brazil to be extremely important and suggested further 
topics for consideration among the amendments: reproductive health counselling to extend birth 
spacing and adequate prenatal care to reduce the incidence of low birth weight; promotion of 
breastfeeding, with involvement of civil society and supportive legislation that included control of 
breast-milk substitutes; national surveys of micronutrient status; and national health days for 
immunization and provision of vitamin A supplements. He also advocated national commissions on 
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nutrition, with support from international organizations. Since a poor diet was closely linked to 
conditions such as anaemia, dental decay and intestinal parasites, a holistic approach to health care 
should be adopted. 

His delegation supported the resolution proposed by Brazil, but asked that paragraph 1(6) be 
amended to make it clear that the Baby-friendly Hospital Initiative also covered primary health care 
units. It was not in favour of postponing deliberation on the draft resolution until the next Health 
Assembly. 

Professor SMALLWOOD (Australia) congratulated WHO for its ongoing work in the area of 
malnutrition and child nutrition. His delegation thanked the Brazilian delegation for the draft 
resolution, noting, however, that WHO was currently undertaking work in that area. He indicated in 
particular the study on exclusive breastfeeding and the multicentre growth reference study. He added 
his voice to that of other Member States requesting that the draft resolution be referred to the Board 
for consideration in the context of the expected further scientific information. 

Dr CHAT AUT (Nepal) said the management of infant and young child malnutrition was a 
major concern in Nepal. His delegation supported the wide-ranging draft resolution, but suggested that 
in order to benefit from discussion and scientific examination it should be referred to the Board and 
included in the work of the next Health Assembly. 

Professor GRANGAUD (Algeria) acknowledged the extensive work done in the areas of child 
malnutrition, food and nutrition safety, micronutrients and breastfeeding. However, that work was not 
yet completed; it was inappropriate to approve a draft resolution at that stage. His delegation suggested 
that WHO should follow up its work in cooperation with Member States so as to have completed a full 
study on the several issues covered in the documentation that would be duly examined by the Board 
for review by the Health Assembly. 

Dr GALON (Philippines) informed the Committee that her country's plan of action for nutrition 
included, among other components, nutrition education, micronutrient supplementation and food 
safety. Legislation had been passed on salt iodization, breastfeeding and rooming-in of babies, as well 
as a milk code. The "mother- and baby-friendly" hospital initiative was being vigorously implemented 
in both government and private hospitals with maternity and paediatric services. The initiative covered 
95% to 97% ofthe targeted hospitals with the support of WHO, UNICEF, and both governmental and 
nongovernmental organizations. Her country was looking forward to the dissemination of the results 
of the multicentre growth reference study carried out by WHO in order to apply them in the 
broadening of its intervention strategies on infant and young child nutrition. 

Dr FIKRI (United Arab Emirates) said that his Government was committed to improving child 
nutrition. The Baby-friendly Hospital Initiative had been introduced in 1992. A policy on exclusive 
breastfeeding and complementary feeding was generally in practice and had been instrumental in 
reducing the infant mortality rate to its current level of 9 per 1 000 live births. His delegation supported 
the draft resolution submitted by Brazil. However, some paragraphs required further examination and 
reformulation. The draft resolution should be submitted to the Board for consideration and redrafting. 

Dr RODRIGUEZ ALVAREZ (Spain) informed the Committee that the Spanish parliament had 
expressly supported the initiatives of WHO and UNICEF regarding the promotion of breastfeeding. 
Implementation of the Baby-friendly Hospital Initiative was making good progress. 

He thanked the Brazilian delegation for presenting a comprehensive draft resolution, but agreed 
that it should be referred to the Board for more thorough examination and for subsequent debate by the 
next Health Assembly. 
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Dr BIAMBY JACQUES (Haiti) said that infant and young child nutrition was a concern in her 
country, where only 0.6% of babies were exclusively breastfed for the first six months oftheir life. As 
mixed feeding was generally practised in Haiti for an average of 18 months, the consequent use of 
contaminated water, milk substitutes and bottle-feeding put babies at risk of diarrhoea and 
malnutrition. Her delegation favoured stepping up the Baby-friendly Hospital Initiative and there were 
seven such hospitals in her country. 

Her delegation thought that it would be advisable to give more consideration to the feeding of 
babies of HIV -positive mothers and to the questions of nutrition of orphans and adolescent mothers. 

Since malnutrition was a significant problem affecting the physical and intellectual growth of 
children in developing countries, her delegation hoped that the draft resolution would be adopted with 
the necessary amendments. 

The CHAIRMAN proposed that, in view of the differing views on the draft resolution and the 
complexity of the issues raised, a working group be formed, open to all delegates. 

Mr DE AGUIAR PATRIOT A (Brazil) thanked the Chairman for his suggestion, and all those 
who had spoken on the issue, emphasizing that the proposed resolution was not intended in any way to 
detract from WHO's ongoing efforts to produce the best results in infant and young child nutrition. 
The working group could examine the procedural aspects of revision and presentation, as well as 
consolidating the amendments proposed, which appeared, to a great extent, to be converging. 

The CHAIRMAN further proposed that the delegate of Sri Lanka should chair the working 
group. 

It was so agreed. 

The meeting rose at 17:50. 



SIXTH MEETING 

Friday, 19 May 2000, at 10:20 

Chairman: Professor S.M. ALI (Bangladesh) 

TECHNICAL AND HEALTH MATTERS: Item 12 ofthe Agenda (continued) 

Infant and young child nutrition: Item 12.4 of the Agenda (Documents A53/7 and 
A53/INF.DOC./2) (continued) 

Mr MASUKU (F AO) urged a comprehensive approach to infant and young child nutrition; 
breastfeeding was vital, but it was also important to consider the food security of the household, basic 
care and feeding practices, and hygiene. Governments, international agencies, nongovernmental 
organizations, the private sector and communities themselves must acknowledge the various 
dimensions of the problem of malnutrition if they were to tackle its causes effectively. The need for an 
interdisciplinary approach had been clearly established by the F AO/WHO International Conference on 
Nutrition in 1992, and cooperation between F AO and WHO in that area had to increase. 

Ms ALLAIN (Consumers International), speaking at the invitation of the CHAIRMAN, said 
that her organization worked with the International Baby Food Action Network (IBFAN), a network 
of over 150 citizens' groups which had received the 1998 Right Livelihood Award for its work to 
protect infant health. Interference by the infant food industry and false statements about compliance 
had delayed the adoption of legislation in several countries. Ghana had recently adopted regulations on 
the promotion of breastfeeding after a nine-year campaign. The draft resolution and other WHO 
guidance for Member States would accelerate implementation of the proposed global strategy and plan 
of action on nutrition. 

Both the technical consultation on infant and young child feeding (Geneva, March 2000) and a 
review of complementary feeding of young children in developing countries1 stated clearly that the 
recommended duration of exclusive breastfeeding should be "about six months". Two existing WHO 
resolutions also called for exclusive breastfeeding for the first six months of life. Other major national 
and international agencies, such as UNICEF, the International Lactation Consultant Association and 
La Leche League International, had already adopted the same recommendation. Her organization was 
pleased to note that the draft resolution did the same. , 

The draft resolution also called for stronger implementation of the International Code of 
Marketing of Breast-milk Substitutes. Her organization wanted WHO to take measures to ensure 
compliance with that Code in the electronic media, particularly the Internet: some websites promoted 
artificial infant feeding as the equivalent of breastfeeding and offered free samples of infant foods. 
WHO should also work to ensure that health claims made by manufacturers of processed infant foods 
were prohibited by the standards set by the Codex Alimentarius Commission and national legislation. 

Her organization noted with satisfaction that WHO was considering adopting guidelines on 
interaction with commercial enterprises. WHO had to protect its status as an independent advocate of 
human rights and health for all, and ensure that its policies and research priorities were not subverted 
by the need to attract extrabudgetary funds; companies with a vested interest in HIV treatment and 

1 WHO, UNICEF, University of California (Davis), ORSTOM. Complementary feeding of young children in 
developing countries: a review of current scientific knowledge. Geneva, WHO, 1998 (WHO/NUT/98.1 ). 
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infant feeding must not become partners of WHO. Her organization called upon all Member States to 
fulfil their financial obligations towards WHO in order to minimize its need to obtain funds from the 
private sector. Her organization would continue to offer WHO and Member States its assistance in 
technical and policy development on infant and young child feeding. 

Ms BRA UEN (International Confederation of Midwives), speaking at the invitation of the 
CHAIRMAN, noted with satisfaction WHO's continued emphasis on a healthy start in life. The 
nutrition of families influenced their welfare, particularly that of children: nutrition must not be 
considered in isolation. Her organization supported the call for exclusive breastfeeding during the first 
six months of life. 

Midwives could contribute significantly to the proposed new global strategy and plan of action 
on infant and young child nutrition. The three main objectives of the strategy (see document 
A53/INF.DOC./2, paragraph 9) fell within the scope ofthe work of midwives, who were therefore in a 
good position to help families to make informed choices and healthy decisions. Midwives, knowing 
the families they worked with and the nutritional status of the community, could thus make a valuable 
contribution to all nutrition programmes. 

WHO should encourage governments to support midwives and other health care providers at the 
primary health care level, especially given the importance of supporting women as mothers, and the 
Confederation offered its help in this connection. Health care providers must be part of the 
development and implementation of nutrition programmes to increase their feeling of ownership of the 
programmes and enable them to contribute more effectively to their success. 

Ms LA VIOLLE (La Leche League International), speaking at the invitation of the 
CHAIRMAN, said that mothers valued the League's network of accredited volunteers in over 65 
countries, finding mutual support, while recognizing the importance of the father's positive attitude 
towards successful breastfeeding. Her organization called upon Member States to protect and promote 
breastfeeding, acknowledge the importance of mother-to-mother support groups, and promote the 
Baby-friendly Hospital Initiative. They should also tighten legislation and regulations that enabled 
women to combine breastfeeding with work outside the home and should enforce the application of 
the International Code of Marketing of Breast-milk Substitutes. She welcomed the proposed new 
global strategy and plan of action. 

Mr DE SKOWRONSKI (International Special Dietary Foods Industries), speaking at the 
invitation of the CHAIRMAN, said that the special dietary food industry devoted considerable 
resources to the research and development of foods to improve the health and nutritional status of 
infants and young children. As a partner in the process of implementing the International Code of 
Marketing of Breast-milk Substitutes, his organization welcomed WHO's initiatives to overcome 
barriers to national implementation of the Code. It also supported the development of a global strategy 
on infant and young child feeding and expected the global technical consultation to lead to a 
comprehensive strategy and plan of action. WHO's approach would result in a technically sound and 
politically feasible solution, with the multicentre growth reference study contributing to evidence
based solutions. 

Acutely aware that malnutrition contributed significantly to the global burden of disease, the 
industry was active in the research, development, production and distribution of foods that could help 
reduce that burden. His organization supported the WHO recommendation of exclusive breastfeeding 
for the first four to six months of life, and was engaged in a dialogue with WHO on how best to 
indicate on labels the recommended age for the introduction of complementary foods. The industry 
was also developing products to combat malnutrition in expectant and lactating mothers to help them 
bear, breastfeed and nourish healthier infants. Women should have access to all available information 
in order to make fully informed health choices. 
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Ms LEHMANN-BURI (International Lactation Consultant Association), speaking at the 
invitation of the CHAIRMAN, indicated that her Association was the professional body for about 
5000 consultants and other health professionals in nearly 50 countries who worked with breastfeeding 
mothers and with decision-makers responsible for infant feeding. It urged the responsible authorities in 
WHO Member States to advocate: optimizing infant health and development through appropriate 
feeding practices, including the right of each child to be breastfed, for nutritional, immunological and 
emotional reasons; promoting exclusive breastfeeding; ensuring timely, appropriate and safe 
complementary feeding while breastfeeding continued; reinforcing policies that supported feeding by 
working women; taking steps to prevent premature interruption of exclusive breastfeeding and, as 
appropriate, to avoid artificial feeding from becoming the norm; and strengthening implementation of 
the International Code of Marketing of Breast-milk Substitutes. The Association provided a 
professional network of certified consultants worldwide to help governments implement the 
recommendations of the technical consultation on infant and young child feeding (Geneva, 
March 2000). It supported WHO's decision to develop a new global strategy and plan of action. 

Dr BRAAK (Medical Women's International Association), speaking at the invitation of the 
CHAIRMAN, stated that her organization had identified malnutrition and micronutrient deficiencies 
as widespread, disabling health problems, contributing to blighted mental and physical development, 
morbidity and mortality throughout the life span. It recognized that a woman had the primary 
responsibility for feeding her own infant within the context of her own life. It supported and affirmed 
the rights of women as set out in the consensus statement of the Health Caucus ofthe NGO Committee 
on the Status of Women of March 2000, namely," ... the right to full and reliable medical information; 
to informed consent, choice and decision-making in health care, reproduction and infant feeding; to 
safe and equitable conditions of work and environment; and to the benefits of scientific progress". 
Governments, civil society and the private sector should work together flexibly and in good faith to 
find ways of improving the nutritional status of infants and young children worldwide. The 
Association welcomed the technical consultation on infant and child feeding and urged WHO to 
organize more such initiatives. It further supported the multicentre growth reference study and 
requested that the data be sex-disaggregated to identifY any nutritional discrimination against the girl 
child. In conclusion, she urged WHO to continue its courageous health leadership, ensuring that each 
woman was fully empowered to make the best choice to feed each infant and young child. 

Ms KHETRAPAL SINGH (Executive Director) said she appreciated the expressions of support 
for the documents and the development of the global strategy for infant and young child feeding. The 
meticulous stepwise process included scientific, programmatic, strategic and evaluative elements. 
When completed, the new global strategy would be presented to the Fifty-fifth World Health 
Assembly. 

The optimal duration of exclusive breastfeeding - and thus the optimal timing of 
complementary feeding- was an important public health issue that WHO kept under continual review. 
Consistent with available scientific and epidemiological evidence, WHO's current recommendation 
was to breastfeed infants exclusively for the first four to six months of life, and thereafter to meet their 
evolving nutritional requirements with nutritionally adequate and safe complementary foods while 
breastfeeding continued to two years of age or beyond. That recommendation had been carefully 
reviewed, endorsed and published in 1995 in the report of a WHO Expert Committee.• Both the Expert 
Committee and its Working Group on Infant Growth2 had reconfirmed the suitability of that 
recommendation and urged that a new growth reference be developed based on data on breastfed 
infants living in conditions that favoured achievement of genetic growth potential. Given the 

1 Physical status: the use and interpretation of anthropometry. Report of a WHO Expert Committee. Geneva, WHO, 
1995 (WHO Technical Report Series, No. 854). 

2 An evaluation of infant growth Geneva, WHO, 1994 (WHO/NUT/94.8). 
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worldwide variation in growth rate and other health and development outcomes, an age range formed 
an essential element of WHO's population-based infant-feeding recommendation. Subsequent studies 
and reviews had not warranted any change in WHO's infant-feeding recommendation. 

Two current WHO studies would help to ensure that the recommendation remained evidence
based. First, a systematic review of the relevant scientific literature, in accordance with the Cochrane 
Collaboration's criteria and framework, would cover mainly infant growth, morbidity and mortality, 
breast-milk nutrient intake compared with requirements, child development outcomes, and influence 
of environmental contamination. There would also be a separate review of observational studies, that 
is the main review would not be limited to randomized clinical trials. After that review, a WHO 
scientific working group would be convened to consider the evidence and, on that basis, formulate its 
recommendations on the length of exclusive breastfeeding. The findings would be due in the first 
quarter of2001. The second study was the multicentre growth reference study (see document A53/7). 
Finding the funds for that study had been difficult. Currently, of the US$ 9.3 million required, 
US$ 8.25 million had been identified, leaving a shortfall of US$ 1.05 million. 

Turning to HIV I AIDS and nutrition, she recalled that in 1997 WHO, UNICEF and UN AIDS 
had issued a joint statement on HIV and infant feeding. In 1998, a joint WHO/UNICEF/UNAIDS 
technical consultation on HIV and infant feeding had introduced policy and practice guidelines in the 
form of a set of three manuals.1 WHO was also planning a multi-site study to assess the risk of HIV 
transmission associated with exclusive and partial breastfeeding and a study to test how improved 
breastfeeding technique could reduce the risk of mastitis and the level of HIV in breast milk. A course 
on HIV and infant-feeding counselling had been field-tested and was now ready for implementation. 
More work was required on preventing and managing malnutrition in children and adults already 
affected by HIVIAIDS. 

The CHAIRMAN suggested that, in order to allow the working group on infant and young child 
nutrition to complete its deliberations, the Committee should continue its discussion on HIV I AIDS. 

It was so agreed. 

(For continuation and approval of draft decision, see summary record of the seventh meeting, 
page 94.) 

HIVIAIDS: Item 12.2 ofthe Agenda (Resolution EB105.R17; Document A5316) (continued from the 
third meeting) 

Mr ZEPEDA BERMUDEZ (Brazil), speaking on a point of order, noted that several 
amendments proposed to the draft resolution on HIVIAIDS were also relevant to the debate on the 
revised drug strategy, which had been transferred to Committee B. He asked the Chairman, and was 
supported in his request by Ms DJAMALUDIN (Indonesia) and Dr DLAMINI (Swaziland), to ensure 
that the revised drug strategy was not discussed until the draft resolution on HIV I AIDS had been 
approved, and that Committee A rather than Committee B should discuss the revised drug strategy. 

The CHAIRMAN informed the Committee that the revised drug strategy would not be 
discussed before the draft resolution on HIV I AIDS had been approved. 

Dr JIMENEZ DE LA JARA (representative of the Executive Board), speaking as Chairman of 
the HIV I AIDS resolution drafting group, introduced the revised draft of the resolution, which read as 
follows: 

1 WHO, UNICEF, UNAIDS. HIV and infant feeding. Geneva, WHO, 1998 (WHO/FRH/NUT/CHD/98.1-3). 
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The Fifty-third World Health Assembly, 
Having considered the report by the Director-General on HIV I AIDS; 
Noting with deep concern that nearly 34 million people worldwide are currently living 

with HIV/AIDS, and 95% are in developing countries; and that the development gains of the 
past 50 years, including the increase in child survival and in life expectancy, are being reversed 
by the HIV I AIDS epidemic; 

Further noting that in sub-Saharan Africa, where over 23 million people are infected, 
HIV I AIDS is the leading cause of death; more women are now infected than men; and HIV 
infection is increasing rapidly in Asia, particularly in south Asia, where 6.5 million people are 
infected; 

Recalling resolution WHA52.19 which inter alia requests the Director-General: 
to cooperate with Member States, at their request, and with international organizations in 
monitoring and analysing the pharmaceutical and public health implications of relevant 
international agreements, including trade agreements, so that Member States can 
effectively assess and subsequently develop pharmaceutical and health policies and 
regulatory measures that address their concerns and priorities, and are able to maximize 
the positive and mitigate the negative impact of those agreements; 
Recognizing that poverty and inequality between men and women are driving the 

epidemic; and that denial, discrimination and stigmatization continue to be major obstacles to an 
effective response to the epidemic; 

Underlining the need to advocate respect for human rights in the implementation of all 
measures to respond to the epidemic; 

Acknowledging that political commitment is essential to deal with a problem of this 
magnitude; 

Recognizing that resources devoted to combating the epidemic both at national and 
international levels are not commensurate with the magnitude of the problem; 

Recalling United Nations Economic and Social Council resolution 1999/36 on human 
immunodeficiency virus/acquired immunodeficiency syndrome (HIV/AIDS), which stresses, 
inter alia, governments' responsibility to intensify all efforts in combating AIDS through 
multisectoral action; 

Recalling the recent session of the United Nations Security Council devoted to the 
HIV I AIDS crisis in Africa, in which the Security Council recognized that HIV I AIDS is a unique 
modem-day plague that threatens the political, economic and social stability of sub-Saharan 
Africa and Asia, 

1. URGES Member States: 
(1) to match their political commitment, as demonstrated in several recent initiatives of 
political leaders of Member States, to the magnitude of the problem by allocating an 
appropriate national and donor budget for HIV/AIDS prevention as well as for care and 
support of the infected and affected; 
(2) to establish programmes to combat poverty with the support of donors, implement 
them in a rigorous and transparent manner, and advocate: 

- cancellation of debt in order to free resources for, inter alia, HIV I AIDS 
prevention and care, as proposed by the G8 Summit at Cologne, 

- improvement ofthe living conditions of populations, 
- reduction of unemployment, 
- improvement ofthe standard of public health; 

(3) to provide increased support for UNAIDS, and WHO as one of its cosponsors, in 
their efforts against AIDS, including efforts in the context of the International Partnership 
against AIDS in Africa; 
( 4) to strengthen public education on HIV I AIDS and to pay particular attention to 
national strategic plans directed at reducing the vulnerability of women, children and 
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adolescents, bearing in mind that public education and national campaigns should place 
emphasis on prevention, on reducing discrimination and stigmatization, and on promoting 
healthy environments to prevent and alleviate AIDS problems; 
(5) to take all necessary measures to protect children infected and/or affected by 
HIV I AIDS from all forms of discrimination, stigmatization, abuse and neglect, in 
particular protecting their access to health, education and social services; 
( 6) to apply experiences and lessons learned and the growing body of scientific 
knowledge regarding proven effective interventions for prevention and care in order to 
reduce the spread of HIV I AIDS and to increase the quality and length of life of those 
infected; 
(7) to ensure that blood transfusion services do not constitute an HIV risk factor by 
ensuring that all individuals have access to safe blood and blood products that are 
accessible and adequate to meet their needs, are obtained from voluntary, unremunerated 
blood donors, are transfused only when necessary, and are provided as part of a 
sustainable blood transfusion programme within the existing health care system; 
(8) to build and strengthen partnerships between health providers and the community, 
including nongovernmental organizations, in order to direct community resources 
towards proven effective interventions; 
(9) to implement key strategies for HIV I AIDS prevention, in particular management of 
sexually transmitted infections and promotion of safer sex, including by ensuring 
availability of male and female condoms; 
(1 0) to strengthen health systems that ensure adequate and skilled human resources, 
supply systems and financing schemes in order to address the needs for HIV I AIDS care 
and prevention; 
(11) to take steps to reduce use of illicit substances and to protect injecting drug users 
and their sexual partners against HIV infection; 
(12) to increase access to, and quality of, care in order to improve quality of life, assure 
the dignity of the individual, and meet the medical and psychosocial needs of people 
living with HIV/AIDS, including treatment and prevention of HIV-related illnesses and 
provision of a continuum of care, with efficient referral mechanisms between home, 
clinic, hospital and institution; 
(13) to reaffirm their commitment to previous resolutions on the revised drug strategy 
and to ensure the necessary actions within their national drug policies to guarantee public 
health interests and equitable access to care, including medicines; 
( 14) to make use of indicators developed by WHO to monitor progress; 
(15) to collaborate with WHO and other international agencies to regularly update 
existing databases in order to provide Member States with information on prices of 
essential drugs including HIV -related drugs; 
(16) to increase access to treatment and prophylaxis of HIV -related illnesses through 
measures such as ensuring the provision and affordability of drugs, including a reliable 
distribution and delivery system; implementation of a strong generic drug policy; bulk 
purchasing; negotiation with pharmaceutical companies; appropriate financing systems; 
and encouragement of local manufacturing and import practices consistent with national 
laws and international agreements acceded to; 
(17) to define and affirm their role and, where appropriate, engage in partnerships and 
solidarity initiatives to make prophylactic and therapeutic drugs accessible, affordable 
and safely and effectively used, whether intended for prevention of mother-to-child 
transmission, prevention and treatment of opportunistic diseases, or antiretroviral 
treatment for patients; 
(18) to establish or to expand counselling services and voluntary confidential HIV
testing in order to encourage health-seeking behaviour and to act as an entry point for 
prevention and care; 



COMMITTEE A: SIXTH MEETING 85 

( 19) to continue research on the prevention of mother-to-child transmission of HIV and 
to integrate interventions for it into primary health care, including reproductive health 
services, as part of comprehensive care for HIV -infected pregnant women and postnatal 
follow-up for them and for their families, ensuring that such research is free from 
interests that might bias the results and that commercial involvement should be clearly 
disclosed; 
(20) to promote research on behavioural change and cultural factors that influence 
sexual behaviour; 
(21) to establish and strengthen monitoring and evaluation systems, including 
epidemiological and behavioural surveillance and assessment of the response of health 
systems to the epidemics of HIV I AIDS and sexually transmitted infections, with the 
promotion of intercountry subregional collaboration; 

2. REQUESTS the Director-General: 
(1) to continue strengthening the involvement of WHO, as a cosponsor ofUNAIDS, in 
the United Nations system-wide response to HIVIAIDS, including at country level; 
(2) to develop a global health-sector strategy for responding to the epidemics of 
HIVIAIDS and sexually transmitted infections as part of the United Nations system's 
strategic plan for HIVIAIDS for 2001-2005, and to report on progress in development of 
the strategy to the Executive Board at its 1 07th session; 
(3) to give priority in WHO's regular budget to the prevention and control of 
HIV I AIDS, and to engage the Organization as an active partner in the implementation of 
a transparent and joint resource mobilization strategy in support of the unified budget and 
work plan of UNAIDS and its cosponsors, and to actively encourage the donor 
community to increase support for regional and country-level interventions; 
( 4) to further mobilize funds in support of national HIV I AIDS prevention and control 
programmes and for care and support given through the home and community-level 
programmes; 
(5) to further support the implementation of drug price monitoring systems in Member 
States, at their request, with a view to the promotion of equitable access to care, including 
essential drugs; 
(6) to strengthen Member States' capacity for the implementation of drug monitoring 
systems in order to better identify adverse reactions and misuse of drugs within health 
systems, thus promoting a rational use of drugs; 
(7) to continue the development of methods and support for monitoring the 
pharmaceutical and public health implications of trade agreements; 
(8) to involve WHO fully in the International Partnership against AIDS in Africa, 
particularly at country level, within the context of national strategic plans; 
(9) to cooperate with Member States in organizing nationally coordinated blood
transfusion services; 
(1 0) to collaborate with Member States in strengthening the capacity of health systems 
both to respond to the epidemics through integrated prevention of HIV I AIDS and 
sexually transmitted infections and care for infected people and to promote health 
systems research to frame policy on health systems' response to HIVIAIDS and sexually 
transmitted infections; 
(11) to advocate respect for human rights in the implementation of all measures 
responding to the epidemic; 
(12) to intensify the support of national efforts against HIVIAIDS, aimed at providing 
assistance to children infected or affected by the epidemic, focusing particularly in the 
worst-hit regions of the world and where the epidemic is severely setting back national 
development gains; 
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(13) to appeal to the international community, relevant United Nations agencies, donor 
agencies and programmes, and intergovernmental and nongovernmental organizations to 
also give importance to the treatment and rehabilitation of children infected with 
HIV I AIDS, and to invite them to consider further involving the private sector; 
(14) to ensure that WHO, together with UNAIDS and other interested UNAIDS 
cosponsors, pursue proactively and effectively its dialogue with the pharmaceutical 
industry, in conjunction with Member States and associations of persons living with 
HIV I AIDS, to make HIV I AIDS-related drugs increasingly accessible to developing 
countries through drug development, cost reduction, and strengthening of reliable 
distribution systems; 
(15) to reinforce, promote, and explore partnerships aimed at making HIVIAIDS-related 
drugs accessible through affordable prices, appropriate financing systems, and effective 
health care systems and ensuring that drugs are safely and effectively used; 
(16) to cooperate with governments, at their request, and other international 
organizations on possible options under relevant international agreements, including trade 
agreements, to improve access to HIVIAIDS-related drugs; 
(17) to promote, encourage and support research and development on: vaccines 
appropriate for strains of HIV found in both developed and developing countries; 
diagnostic tools and antimicrobial drugs for other sexually transmitted infections; and 
treatment for HIV I AIDS, including traditional medicine; 
(18) to intensify efforts to prevent HIV and sexually transmitted infections in women, 
including promotion of research on and development of microbicides and affordable 
female condoms to provide women and girls with female-initiated protection methods; 
(19) to continue, in the context of efforts under way with UNICEF, UNFPA and 
UN AIDS, to provide technical support to Member States for implementation of strategies 
and programmes to prevent mother-to-child transmission ofHIV, and to improve capacity 
for intersectoral collaboration; 
(20) to provide support to Member States for collecting and analysing information on 
the epidemics of HIV I AIDS and sexually transmitted infections, developing 
methodologies for behavioural surveillance, and producing periodic updates; 
(21) to provide increased support to Member States for the prevention of HIV 
transmission in injecting drug users in order to avoid an explosive spread of HIV I AIDS in 
that vulnerable population; 
(22) to advocate for research on nutrition in relation to HIVIAIDS; 
(23) to advise Member States on the appropriate treatment regimen for HIVIAIDS in 
collaboration with other relevant international organizations and to advise on the 
management, legal and regulatory issues to improve affordability and accessibility; 
(24) to appeal to bilateral and multilateral partners to simplify the procedures for the 
allocation of resources. 

The revised draft resolution was approved.1 

Food safety: Item 12.3 of the Agenda (Document EB 1 05/20001REC!l, resolution EB 1 05 .R 16 and 
Annex 7) (continued from the fourth meeting, page 48) 

The CHAIRMAN said that the amendments proposed by the delegations of Algeria, Angola, 
Brazil, Greece, Malawi, Swaziland and Zimbabwe had been incorporated in resolution EB105.R16, as 
follows: 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as resolution WHA53.14. 
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The Fifty-third World Health Assembly, 
Deeply concerned that foodborne illnesses associated with microbial pathogens, biotoxins 

and chemical contaminants in food represent a serious threat to the health of millions of people 
in the developiRg aRd developed world; 

Recognizing that foodborne diseases result iR sigRifieaRt significantly affect people's 
health and well-being and have economic consequences for individuals, families, communities, 
businesses, and countries; 

Acknowledging the importance of all services - including public health services -
responsible for food safety, in ensuring the safety of food and in harmonizing the efforts of all 
stakeholders throughout the food chain; 

Aware of the increased concern of consumers about the safety of food, particularly after 
recent foodborne-disease outbreaks of international and global scope and the emergence of new 
food products derived from biotechnology; 

Recognizing the importance of the standards, guidelines and other recommendations of 
the Codex Alimentarius Commission for protecting the health of consumers and assuring fair 
trading practices; 

Noting the need for surveillance systems for assessment of the burden of foodborne 
disease and the development of evidence-based national and international control strategies; 

Mindful that food safety systems must take account of the trend towards integration of 
agriculture and the food industry and of ensuing changes in farming, production, and marketing 
practices and consumer habits in both developed and developing countries; 

Mindful of the growing importance of microbiological agents in foodborne-disease 
outbreaks at international level and of the increasing resistance of some foodborne bacteria to 
common therapies, particularly because of the widespread use of antimicrobials in agriculture 
and in clinical practice; 

Aware of the improvements in public health protection and in the development of 
sustainable food and agricultural sectors that could result from the enhancement of WHO's food 
safety activities; 

Recognizing that developing countries rely for their food supply primarily on traditional 
agriculture and small- and medium-sized food industry, and that in most developing countries, 
the food safety systems remain weak, 

1. URGES Member States: 
( 1) to integrate food safety as one of their essential public health and public nutrition 
functions and to provide adequate resources to establish and strengthen their food safety 
programmes in close collaboration with their applied nutrition and epidemiological 
surveillance programmes; 
(2) to develop and implement systematic and sustainable preventive measures aimed at 
reducing significantly the occurrence of food borne illnesses; 
(3) to develop and maintain national, and where appropriate, regional means for 
surveillance of foodborne diseases and for monitoring and controlling relevant 
microorganisms and chemicals in food; to reinforce the principal responsibility of 
producers, manufacturers, and traders for food safety; and to increase the capacity of 
laboratories, especially in developing countries; 
( 4) to integrate measures in their food safety policies aimed at preventing the 
development of microbial agents that are resistant to antibiotics; 
(5) to support the development of science in the assessment of risks related to food, 
including the analysis of risk factors relevant to food borne disease; 
(6) to integrate food safety matters into health and nutrition education and information 
programmes for consumers, particularly within primary and secondary school curricula, 
and to initiate culture-specific health and nutrition education programmes for food 
handlers, consumers, farmers, producers and agro-food industry personnel; 
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(7) to develop outreach programmes for the private sector that can improve food safety 
at the consumer level, with emphasis on hazard prevention and orientation for good 
manufacturing practices, especially in urban food markets, taking into account the 
specific needs and characteristics of micro- and small-food industries, and to explore 
opportunities for cooperation with the food industry and consumer associations in order 
to raise awareness regarding the use of good and ecologically safe farming and good 
hygienic and manufacturing practices; 
(8) to coordinate the food safety activities of all relevant national sectors concerned 
with food safety matters, particularly those related to the risk assessment of foodborne 
hazards, including the influence of packaging, storage and handling; 
(9) to participate actively in the work of the Codex Alimentarius Commission and its 
committees, including activities in the emerging area of food-safety risk analysis; 
QQ) to ensure appropriate, full and accurate disclosure in labelling of food products, 
including warnings and best-before dates where relevant; 
Ql} to legislate for control of the reuse of containers for food products and for the 
prohibition of false claims; 

2. REQUESTS the Director-General: 
(1) to give greater emphasis to food safety, in view of WHO's global leadership in 
public health, and in collaboration and coordination with other international 
organizations, notably the Food and Agriculture Organization of the United Nations 
(F AO), and within the Codex Alimentarius Commission, greater emphasis to food safety 
and to work towards integrating food safety as one of WHO's essential public health 
functions, with the goal of developing sustainable, integrated food safety systems for the 
reduction of health risk along the entire food chain, from the primary producer to the 
consumer; 
(2) to support Member States in the identification of food-related diseases and the 
assessment of foodborne hazards, and storage, packaging and handling issues; 
(2 his) to provide developing countries with support for the training of their staff, taking 
into account the technological context of production in these countries; 
(3) to focus on emerging problems related to the development of antimicrobial
resistant microorganisms stemming from the use of antimicrobials in food production and 
clinical practice; 
(4) to put in place a global strategy for the surveillance of foodborne diseases and for 
the efficient gathering and exchange of information in and between countries and regions, 
taking into account the current revision of the International Health Regulations; 
(5) to convene, as soon as practicable, an initial strategic planning meeting of food 
safety experts from Member States, international organizations, and nongovernmental 
organizations with an interest in food safety issues; 
(6) to provide, in close collaboration with other international organizations active in 
this area, particularly F AO and the International Office of Epizootics (OlE), technical 
support to developing countries in assessing the burden on health and prioritizing disease
control strategies through the development of laboratory-based surveillance systems for 
major foodborne pathogens, including antimicrobial-resistant bacteria, and in monitoring 
contaminants in food; 
(7) · in collaboration with F AO and other bodies as appropriate, to strengthen the 
application of science in the assessment of acute and long-term health risks related to 
food, and specifically to support the establishment of an expert advisory body on 
microbiological risk assessment and to strengthen the expert advisory bodies that provide 
scientific guidance on food safety issues related to chemicals, and to maintain an updated 
databank of this scientific evidence to support Member States in making health-related 
decisions in these matters; 
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(8) to ensure that the procedures for designating experts and preparing scientific 
opinions are such as to guarantee the transparency, excellence and independence of the 
opinions delivered; 
(9) to encourage research to support evidence-based strategies for the control of 
foodborne diseases, particularly research on risk factors related to emergence and 
increase of food borne diseases and on simple methods for the management and control of 
health risks related to food; 
(10) to examine the current working relationship between WHO and FAO, with a view 
to increasing the involvement and support of WHO in the work of the Codex 
Alimentarius Commission and its committees; 
( 11) to support Member States in providing the scientific basis for health-related 
decisions regarding genetically modified foods; 
(12) to support the inclusion of health considerations in international trade in food and 
food donations; 
(13) to make the largest possible use of information from developing countries in risk 
assessment for international standard-setting, and to strengthen technical training in 
developing countries by providing them with an exhaustive document in their working 
language; 
(.11) to respond immediately to international and national food safety emergencies and 
to assist countries in crisis management; 
.(12} to call upon all stakeholders - especially the private sector - to take their 
responsibility for the quality and safety of food production, including environmental 
protection awareness throughout the food chain; 
(.1§} to support capacity building in Member States, especially those from the 
developing world, and facilitate their full participation in the work of the Codex 
Alimentarius Commission and its different committees, including activities in food safety 
risk analysis processes. 

Ms KHETRAPAL SINGH (Executive Director) thanked delegates for their constructive 
comments. Increased support to Member countries was an important part of WHO's mission. WHO 
provided training in the basics of food hygiene through community-based programmes and a healthy
marketplace initiative. It proposed to complement training and technology transfer with information 
on foodborne risks and their prevention to a wider public, as suggested by some delegates. 

In response to other comments, she recalled WHO's long history of advising Member States on 
the safety of chemicals in food. It was extending its work to elaboration of a consistent mechanism for 
risk assessment of microbiological hazards in food and water. Two expert meetings, in June and July 
2000, would consider three microbiological pathogens. 

The current working relationship with FAO had been reviewed, including WHO's contribution 
to the Codex Alimentarius Commission, with a view to increasing its scientific and public health role 
under that programme and defining the respective roles of the two organizations. F AO and WHO were 
working together to synergize their activities and to eliminate duplication in both the health and 
production aspects of food safety. 

WHO's experience of surveillance and response to other communicable diseases would be 
applied to foodborne diseases. WHO noted the request of Member States to strengthen and develop 
international mechanisms to respond to outbreaks of such diseases. The complex nature of control of 
foodborne hazards required comprehensive national control strategies based on evidence, 
incorporating laboratory-based surveillance, epidemiological studies and assessments of the burden of 
foodbome diseases. 

Responding to comments that WHO should strengthen its role in biotechnology and the 
provision of scientific advice on the safety of genetically modified foods, she said that WHO had 
taken the lead, with F AO, in establishing the scientific basis for international agreement on important 
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human health issues and safety assessment methods in that area. An expert consultation on 
biotechnology would convene at the end of May 2000. 

Concerns had also been raised that Codex Alimentarius standards might be unrealistically high 
for developing countries. In the light of widespread concern that international food safety standards 
should be based on risk assessment, the maximum use of information from developing countries for 
that purpose had been recommended in the draft resolution. WHO would continue to provide technical 
support to enable such countries to collect those data, so that their interests could be reflected in the 
standard-setting process. WHO was seeking to ensure increased participation by developing countries 
in the Codex process and expert consultations. 

WHO supported the involvement of all stakeholders in the process of risk analysis. The concept 
had been developed in WHO IF AO consultations on risk assessment, risk management and risk 
communication, and would be further developed through a better definition of efficient interaction 
between risk assessors and risk managers. 

On the issue of trade globalization, she reiterated that all sustainable production for export or for 
domestic consumption would in future have food safety considerations built in at relevant stages of the 
production line. Control measures in many developed countries had not been effective. Updated 
experience for improved food safety would be disseminated globally under the concept of risk 
analysis. Developing countries now had the opportunity to avoid the mistakes of the developed world 
ifthe latter's experience could be analysed scientifically and made available at international level. 

Dr SAKAI (Japan) said that he believed that the draft resolution would further enhance food 
safety, but he disagreed with the amendment in paragraph 2(13). Translation into the working 
languages of developing countries had large financial implications. He proposed a rewording of 
paragraph 2(13), to read as follows: "to make the largest possible use of information from developing 
countries in risk assessment for international standard-setting, and to strengthen technical training in 
developing countries by providing them with a comprehensive document in WHO working languages 
to the extent possible". 

Mr CHOWDHURY (India) said that his delegation had urged that, while food standards should 
be fixed under the Codex Alimentarius, reflecting consumer health needs, the rigour of the standards 
should also take into account the state of food-manufacturing technology in developing countries. 
Standards that did not do so would act as a non-tariff trade barrier. As his delegation's comments had 
not been reflected in the revised draft resolution, he proposed a new subparagraph to follow the 
existing paragraph 2( 1 0), to read: 

to intervene proactively in the proceedings for setting food standards under the Codex 
Alimentarius so as to ensure that the standards set, while safeguarding the health of consumers, 
also take due account of the status of food-manufacturing technology in developing countries in 
the process of risk assessment;. 

Mrs SOSA MARQUEZ (Mexico) agreed with the delegate of Japan that the draft resolution 
would help to increase food safety. With respect to paragraph 2(12), she sought clarification as to what 
exactly the Director-General was being asked to consider, since there already existed instruments and 
mechanisms to take account of health issues in international trade. 

Dr KORTE (Germany) endorsed the proposal by the delegate of Japan. Supported by 
Dr THIERS (Belgium), he asked for time to review the proposal from the delegate oflndia. 

Dr LARIVIERE (Canada) said that, although the Director-General could be asked to advocate 
on behalf of countries that were absent from the Codex deliberations, she could not intervene in an 
intergovernmental body. Moreover, he doubted that the Director-General could take it upon herself to 
ensure that standards adopted in an intergovernmental process would follow any particular direction. 
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Mr CHOWDHURY (India) said that he would accept any formulation of his proposal provided 
that its essence was preserved. 

Dr WACHSMUTH (United States of America) suggested that the text in paragraph 2(13) 
referring to making the largest possible use of information from developing countries in risk 
assessment for international standard-setting did cover food technology, which was part of microbial 
risk assessment. That should satisfy the concerns of the delegate of India. Her delegation endorsed the 
draft resolution. 

Mr CHOWDHURY (India) reiterated his willingness to accept any reasonable reformulation of 
his proposal, but rejected the suggestion by the delegate of the United States of America; the text 
diluted the concerns of developing countries too much. 

Responding to the delegate of Mexico, Dr SCHLUNDT (Food safety) explained that the phrase 
addressed other health considerations in international trade in the future; it went beyond the issue of 
standard-setting in the area of-food safety. An example would be the collection and analysis of data 
concerning foodborne diseases, an activity that WHO would be undertaking, to show possible links 
between international trade and such diseases. That would give Member States a clearer picture of the 
origins of food borne diseases in their countries: domestic production or trade. 

The CHAIRMAN proposed that the delegates of Canada, Germany, India and Mexico should 
consult and propose a written amendment that could subsequently be examined by the Committee. 

It was so decided. 

(For continuation and approval of the draft resolution, see summary record of the seventh 
meeting, page 94.) 

WHO framework convention on tobacco control: Item 12.10 of the Agenda (Documents A53/12, 
A53/12 Corr.l and A53/13) 

Dr JIMENEZ DE LA JARA (representative of the Executive Board) explained that the 
Executive Board had examined the progress report of the working group on the WHO framework 
convention on tobacco control and heard a summary of the discussions at its first meeting (October 
1999) from its Chairman. The group's final report, written on completion of its mandate for the 
prenegotiation phase, was before the Committee (documents A53/12 and A53/12 Corr.l). Several 
members had attributed the success of the work carried out to the quality of the document prepared by 
WHO. Various issues and questions had also been raised, with emphasis on multisectoral action at the 
national level to reduce tobacco consumption and improve public health outcomes. 

The Executive Board had also examined a biennial report, requested by the Health Assembly 
(resolution WHA43.16), on progress and effectiveness of tobacco control in Member States. An 
updated version of that report, outlining tobacco control activities under the Tobacco Free Initiative at 
the country, regional and global levels, had been submitted (document A53/13). The Board had 
welcomed the progress made by the Tobacco Free Initiative and had emphasized its impact in 
stimulating efforts to develop effective national tobacco control policies and programmes. Attention 
had once again been drawn to the complexity of the subject and the very wide range of issues 
involved. 

Preliminary information had also been provided to the Board by Professor Zeltner on the work 
plans of the independent expert committee appointed by the Director-General under his chairmanship 
to examine whether the tobacco industry had exercised undue influence on United Nations system
wide tobacco control efforts. 
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The CHAIRMAN recalled that an open-ended informal working group had been meeting to 
consider the draft resolution on the WHO framework convention on tobacco control. He invited the 
Chairman of that group to report on its work. 

Mr TELLIER (Canada), speaking as Chairman of that informal working group, reported that, at 
its second meeting in March 2000, the working group on the WHO framework convention on tobacco 
control had proposed that a resolution should be developed before the Health Assembly and had put 
forward elements for inclusion. The informal working group had met twice to discuss a draft 
resolution and had agreed on a text. 

The CHAIRMAN drew the attention of the Committee to the following revised text of the draft 
resolution which had been proposed by Australia, Botswana, Canada, Chile, Jamaica, Mexico, 
Morocco, Nepal, New Zealand and Norway, as amended by the informal working group: 

The Fifty-third World Health Assembly, 
Recalling and reaffirming resolution WHA52.18 which established both an 

intergovernmental negotiating body to draft and negotiate the proposed WHO framework 
convention on tobacco control and possible related protocols and a working group to prepare 
proposed draft elements of the framework convention and report on progress; 

Having considered the report to the Health Assembly on the framework convention on 
tobacco control, 1 

1. TAKES NOTE of the significant progress made, as reported in documents A53/12 and 
A53112 Corr.l, and expresses its appreciation for the work of the working group, its Bureau and 
the Secretariat; 

2. RECOGNIZES that the report contained in documents A53/12 and A53112 Corr.l, 
including the proposed draft elements for a framework convention, establishes a sound basis for 
initiating the negotiations by the Intergovernmental Negotiating Body; 

3. RECOGNIZES that the success of the framework convention on tobacco control depends 
on broad participation by WHO Member States and organizations referred to in paragraph 1(3) 
of resolution WHA52.18; 

4. CALLS ON the Intergovernmental Negotiating Body: 
( 1) to elect at its first session a chairman, three vice-chairmen and two rapporteurs and 
to consider the applicability of an extended bureau; 
{2) to commence its negotiations with an initial focus on the draft framework 
convention on tobacco control without prejudice to future discussions on possible related 
protocols; 
(3) to report on the progress of its work to the Fifty-fourth World Health Assembly; 
(4) to examine the question of an extended participation as observers of 
nongovernmental organizations according to criteria to be established by the Negotiating 
Body; 

5. REQUESTS the Director-General: 
{1) to convene the first session of the Intergovernmental Negotiating Body in October 
2000; 

1 Documents A53/12 and A53/12 Corr.l. 
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(2) to draw up, for consideration by the Negotiating Body at its first session, a draft 
timetable for the process, with information on costs related to the sessions of the 
Negotiating Body and the availability of funds to cover them, giving special consideration 
to securing the participation of delegates from developing countries. 

Mr TELLIER (Canada) explained that the purpose of adding a new operative paragraph was 
simply to refer to the European Union. 

Dr LEPPO (Chairman, working group on the WHO framework convention on tobacco control) 
summarized the report of the working group. In preparing the proposed draft elements of the 
framework convention (set out in the Annex to document A53/12), members of the group had taken an 
inclusive approach, considering the various proposals made. The group's second meeting, in addition 
to preparing the proposed draft elements, had gauged the level of support for the various elements, and 
allowed a thorough discussion on the relation between the convention and possible protocols.1 In the 
view of the working group, its task had been fully and successfully completed. The outcome of the 
work was an inclusive technical input which could form a basis for the work of the Intergovernmental 
Negotiating Body. The proposed elements for consideration by that body consisted of a range of 
options, which were based on the suggestions made during the meetings of the working group. 

At its second meeting, the working group had also briefly discussed procedural matters. It had 
been proposed that the report of the working group should be submitted to the negotiating body, 
together with the comments of and any action taken by the Fifty-third World Health Assembly. It had 
also been suggested that the Health Assembly might also wish to ensure the continuity of the process 
between the end of its session and the start of negotiations. 

He thanked the representatives of all the Member States and other participants in the preparatory 
work for their dedication and collaboration, and commended WHO on the high-quality technical 
background documents. 

Dr HETLAND (Norway) expressed appreciation of the progress and the fruitful cooperation 
established between the working group and the Tobacco Free Initiative. The Intergovernmental 
Negotiating Body should, from the start, build on the considerable momentum created by the working 
group and among its members. For that reason, some countries had taken the initiative of proposing a 
resolution that would guarantee and give direction to the procedural aspects of the work of that body. 
The procedural aspects needed would include the timing of the negotiations and the organizational 
steps that had to be taken to ensure the participation and commitment of all Member States. He 
therefore endorsed the amended draft resolution, which provided a clear focus for a strong and 
substantial convention. Experience had shown that it was not possible to negotiate a convention and 
the related protocols at the same time. In that regard, he expressed confidence that the draft resolution 
would ensure a stepwise and effective process. His country looked forward to taking part in the 
forthcoming negotiations. 

(For continuation and approval of the draft resolution, see summary record of the seventh 
meeting, page 95.) 

The meeting rose at 12:35. 

1 The report of the second meeting is contained in document NFCTC/WG2/5. 
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Friday, 19 May 2000, at 14:30 

Chairman: Professor S.M. ALI (Bangladesh) 
later: Mr J.A. CHOWDHURY (India) 

TECHNICAL AND HEALTH MATTERS: Item 12 ofthe Agenda (continued) 

Food safety: Item 12.3 of the Agenda (Document EB105/2000/REC/1, resolution EB105.R16 and 
Annex 7) (continued from the sixth meeting, page 86) 

Mr CHOWDHURY (India) said that, following a discussion between his delegation and the 
delegates of Canada and Germany, and with the agreement of the delegate of the United States, he 
wished to propose the addition of a new subparagraph (14) after paragraph 2(13) of the revised draft 
resolution introduced at the previous meeting. The subparagraph would read: "to pursue proactively 
action on behalf of developing countries so that the level of technological development in developing 
countries is taken into account in the adoption and application of international standards on food 
safety". 

The draft resolution, as amended, was approved.1 

Infant and young child nutrition: Item 12.4 of the Agenda (Documents A53/7 and 
A53/INF.DOC./2) (continued from the sixth meeting, page 79) 

The CHAIRMAN said that the open-ended working group had met to discuss the draft 
resolution proposed by the delegation of Brazil at the Committee's fourth meeting, together with the 
amendments proposed by various delegations. The working group recommended the following draft 
decision for adoption by the Health Assembly: 

The Fifty-third World Health Assembly, having reaffirmed the importance attributed by 
Member States to WHO activities related to infant and young child nutrition and welcomed the 
draft resolution proposed by the delegation of Brazil, together with the amendments presented 
by delegations during their wide-ranging debate, decided (1) to request the Director-General to 
place on the agenda for the 1 07th session of the Executive Board an item on infant and young 
child nutrition and to include the draft resolution and amendments in the background documents 
made available to the Board; and (2) to request the Executive Board to establish during its 
session a drafting group on infant and young child nutrition, open to participation by all 
Member States, which will prepare a resolution for consideration by the Executive Board on the 
basis of the aforementioned draft and amendments with a view to its adoption by the Fifty
fourth World Health Assembly. The Assembly encouraged discussion at regional level, 
including aJ the forthcoming regional committees, on the draft and amendments in order to 
gather the broadest possible input for consideration of this important item by the Fifty-fourth 
World Health Assembly in 2001. 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as resolution WHA53.15. 
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The draft decision was approved.1 

WHO framework convention on tobacco control: Item 12.10 of the Agenda (Documents A53/12, 
A53/12 Corr.l and A53/13) (continued from the sixth meeting, page 91) 

Mr BARCIA (Portugal), speaking on behalf of the European Union, endorsed and expressed full 
support for the draft resolution as amended, which the Union and its 15 Member States would be glad 
to cosponsor. The European Union's commitment to the objectives of the proposed convention was 
complete, unqualified and unwavering. It looked forward to a convention that would make a difference 
in the fight against smoking, and sought a speedy conclusion to the coming negotiations so that the 
requirements arising from the convention could be introduced and applied sooner rather than later. The 
Intergovernmental Negotiating Body would have a difficult but crucial task to accomplish; it deserved 
and would receive the European Union's wholehearted cooperation. It had been given a good start, 
thanks to the efforts of the working group, and he hoped that it would live up to expectations. 

Mr W.-K. MOON (Republic of Korea) outlined the tobacco free initiative introduced in his 
country to reduce smoking rates, for example, from 68.2% in 1997 among men over 15 years of age, 
which were the highest in the world in that age group, to 55% by the year 2003. The legal framework 
for tobacco control was the National Health Promotion Act of 1995, which designated nonsmoking 
and smoking areas; limited the advertising of tobacco and required the labelling of cigarette packets 
with government health warnings; and made public buildings and medical establishments smoke-free 
areas. Progress was being made in implementing the national action plan and efforts to prevent 
smoking among adolescents were being increased. 

His Government was actively supporting the framework convention process by such means as 
voluntary contributions to WHO's Tobacco Free Initiative. 

Mr SHEM (Vanuatu) said that relevant government departments in his country were still 
meeting to determine which aspects of the convention were applicable to Vanuatu. The aim was to 
advocate the convention and to help create a framework that would take account of Vanuatu's 
resources. On World No Tobacco Day (31 May 2000), an exhibition would be held emphasizing the 
framework convention. 

Mrs THIBELI (Lesotho) said that her country's serious respiratory disease problem, which 
included high rates of tuberculosis, asthma and lung cancer, was exacerbated by tobacco consumption. 
To promote healthier lifestyles through smoking control programmes, Lesotho had established a 
multisectoral antismoking task force with members from different government ministries, 
nongovernmental and intergovernmental bodies, the whole being coordinated by the Health Education 
Division of the Ministry of Health. In 1999 the task force had organized a campaign for smoke free 
schools, including health education efforts and research into the scale of drug abuse in the 40 schools 
in the pilot programme, with significant results. With input from the ministry and WHO, health 
education measures and antismoking materials, including activities for World No Tobacco Day, were 
being developed. The Government was drafting tobacco control legislation, but sought WHO technical 
support. 

Lesotho considered that the work towards a framework convention was timely. Such a political 
process to serve a public health cause was in line with the public health provisions of the country's 
Constitution. The framework convention was expected to be an international legal instrument that 
would circumscribe the global spread of tobacco through the international sharing of responsibilities. 
The international media, such as broadcasting corporations and the Internet, could be used to promote 
the tobacco control message, and international collaboration could help check tobacco smuggling and, 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as decision WHAS3(10). 
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as for example between her country and the Republic of South Africa, regulate prices and taxes. 
Lesotho recommended that tobacco products should be removed from duty-free lists. Her delegation 
also recommended a gradual decrease in tobacco production, accompanied by the identification of 
alternative cash crops and attractive compensation packages. 

Ms DJAMALUDIN (Indonesia) said that her country supported the proposed draft elements of 
the framework convention and possible protocols, and in 1999 had adopted regulations on health 
protection against tobacco use. 

During the working group meetings she had noticed the inclusion of draft elements in several 
important areas, which reflected the comprehensiveness of the framework concept. However, the 
convention should be flexible so that as many countries as possible could participate, even if that 
meant removing specific obligations. The convention should focus on broad, comprehensive and 
inclusive principles, reflecting the political wills of different governments, and should help to protect 
developing countries in particular from the international trade in tobacco, while developed countries 
that exported tobacco products should be held accountable. 

So far as the draft resolution was concerned, she was reluctant to accept the proposal to replace 
the phrase "a comprehensive basis" by "a sound basis" in paragraph 2 even though the amendment had 
been the result of intensive discussion, as the word "sound" was vague and would dilute the core 
message of the framework convention. She sought clarification of the rationale behind the proposed 
use of "sound" since it might have significant consequences. 

Dr KHAZAL (United Arab Emirates) outlined some measures that had been adopted by her 
country to reduce the consumption of tobacco and tobacco products, including a law regulating 
tobacco growing, higher taxes, counselling, campaigns and incentives. A decree had been issued in 
2000 banning smoking in government offices. Two laboratories had been established to measure the 
contents of tobacco and an annual anti-tobacco week had been declared. Her country strongly 
supported the framework convention and the draft resolution. 

Mr BW AN ALI (Malawi), noting that his country had always endorsed WHO resolutions on 
tobacco control, stated that it also supported measures proposed under the draft convention, even 
though its economy largely depended on tobacco growing to finance its health services. Most 
Malawians were nonsmokers, but tobacco growing was an integral part of Malawi society, being 
labour intensive and providing much employment. Tobacco prices were currently very low. Most of 
the proceeds from tobacco production went to those who encouraged tobacco cultivation, thereby 
marginalizing Malawi's citizens. Moreover, cheap imports of tobacco products had severely 
undermined the local tobacco manufacturing industry. His Government was prepared, given suitable 
financial and technical assistance, to look at alternative crops and industries. 

His delegation commended the report of the working group. 

Dr FETISOV (Russian Federation) expressed support for WHO's efforts to set up a framework 
convention on tobacco control and commended the Director-General's report. He thanked Dr Leppo 
for his work as Chairman. 

His delegation considered that the framework convention should be generally and flexibly 
worded so that as many countries as possible could adhere to it. For this, the convention had to take 
into account both the interests of national health systems, which were there to protect the health of the 
people, and the economic interests of different countries, in particular those with tobacco companies 
and producers of raw materials for the tobacco industry. 

The main aim of the convention should be the development of national tobacco control policies. 
An important ingredient was the provision of complementary scientific data for elaborating 
mechanisms for tobacco control and the regulation of tobacco production. Concrete implementation 
measures, including limitations and bans, should be included in special protocols to the convention, 
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which did not need to be drafted and adopted at the same time as the convention itself. His delegation 
had no objection to the draft resolution. 

Mrs LICONA AZCONA (Honduras), echoing the appreciation of the reports, said that her 
Government would ensure participation in the negotiation process of all State sectors likely to be 
involved in the implementation of the framework convention. Her country also welcomed WHO's 
pledge to provide financial assistance for developing countries to participate, which she hoped would 
be extended to the negotiating phase. 

With regard to the draft resolution, she asked for further clarification of the proposed changes to 
paragraph 4. With regard to the negotiating body, in paragraph 4(1), she saw no need for an expanded 
bureau with additional officers also to be appointed at its first session. On the other hand, the 
paragraph should specify that the officers should be elected with due consideration of equitable 
geographical distribution. Finally, in paragraph 4( 4) there was no need to add the word "extended" 
before the reference to the participation as observers of nongovernmental organizations. 

Mr VARELA (Argentina) commended the efforts of the working group in preparing draft 
elements of the framework convention, which would provide the October 2000 meeting of the 
negotiating body with a solid foundation for its work. Argentina believed that that work would be 
successful and promised its support. 

A procedural resolution on the forthcoming negotiations on the framework convention was 
necessary only if it contributed something new and useful, as resolution WHA52.18 already contained 
most of the necessary elements. The draft resolution before the Committee, together with the 
amendments proposed by Canada, appeared to meet those requirements. He agreed that there should 
be flexibility in the composition of the bureau. Moreover, the initial focus of the negotiating body 
should be to draft a framework convention, with the possibility of negotiating additional protocols in 
the future. Full participation and discussion by civil society was important and necessary, and the 
possibility of extended participation by nongovernmental organizations was appropriately addressed 
by the proposed amendment to paragraph 4( 4 ). 

He supported the amended draft resolution presented by Canada. 

Mr YANG Xiaokun (China) noted that WHO had done much productive preparatory work on 
the drafting of the framework convention since the Fifty-second World Health Assembly. Two 
meetings of the working group had been convened and Member States had been able to participate 
fully in discussions on the framework convention at the preliminary stage. China had sent 
multisectoral delegations to both meetings. 

China fully endorsed the comments in the working group's report to the effect that the 
convention should be strong but general so that as many Member States as possible could accede to it. 
Moreover, it should focus on broad, comprehensive and inclusive principles, giving countries 
necessary flexibility, paying particular attention to the interests of developing countries, and 
emphasizing financial and technical support for countries incurring losses through the implementation 
of the convention. 

He asked what draft material the intergovernmental negotiating body would discuss in October 
2000. Would the report ofthe working group (documents A53112 and A53112 Corr.l) be the focus for 
discussion, or would an additional draft convention based on the views of the working group be put 
forward to facilitate negotiations? 

Dr OTTO (Palau) thanked the United States for its grant to the Coalition for a Tobacco-Free 
Palau. He also thanked the Regional Office for the Western Pacific for providing a package in support 
of World No Tobacco Day in the country, as part of advocacy efforts for the framework convention. 
He congratulated the working group for its excellent report. He pointed out that the many people who 
used tobacco in nonsmoking forms also needed to have their health concerns addressed in the 
framework convention. 
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Palau expressed its agreement with the interventions by Canada and Norway. 

Dr STAMPS (Zimbabwe) said that his country fully supported the draft resolution as amended. 

Dr NOVOTNY (United States of America) expressed full support for the framework convention 
process. His country intended to work closely with the other Member States to develop a widely 
acceptable convention that could be signed by all States. The initial focus of negotiations should be on 
the framework convention itself, with subsequent consideration of more specific protocols, a sequence 
that was correctly identified in the draft resolution. Member States from all regions should now be 
more closely involved in directing the forthcoming negotiations through a larger and widely 
representative bureau, as permitted by the draft resolution. 

He believed that the negotiations on the framework convention, while retaining a health focus, 
would benefit from a management approach based less on advocacy, characterized by balance, sound 
parliamentary practices, and incorporation of expertise in international trade law and treaty practice. 

He encouraged WHO to ensure that all sectors were heard before and during the negotiations, as 
their input would be crucial. However, the criteria for the involvement of nongovernmental 
organizations should be considered carefully in the light of applicable WHO rules. 

He commended WHO's balanced and representative report. 

Dr KUNENE (Swaziland) explained that, although Swaziland was not a major tobacco
producing country, it had been concerned about the recent rise in tobacco use in the country, especially 
among young people, and a disturbing increase in the illegal import of tobacco products. That posed 
serious problems for efforts to control the distribution and sale of tobacco products. Swaziland still 
had no legislation on tobacco control, a lack which hampered efforts to control tobacco consumption. 
He thanked WHO for its help in developing such legislation, which should be in force by the end of 
the year. There had been notable success in curbing smoking, but Swaziland still required facilities to 
support stop-smoking campaigns and further assistance from WHO would be appreciated to establish 
stop-smoking clinics. Assistance from WHO and FAO was also needed to help the country's efforts at 
crop diversification. 

He expressed support for the proposed draft elements for the framework convention and for the 
draft resolution as amended. 

Dr MENAKA Y A (Nigeria) expressed strong support for the framework convention but 
considered that certain elements in the report of the working group should be modified to ensure 
developing countries' full involvement. He therefore proposed some amendments to the provisional 
texts. 

At the March 2000 meeting of the working group, most delegates from developing countries 
had felt that the preamble should recognize the health situation of their countries. Thus it should 
mention that, while infectious diseases were continuing problems, noncommunicable diseases were 
beginning to pose a significant burden. It should also state that the economies of some developing 
countries still depended on tobacco cultivation, express concern that tobacco companies were shifting 
their promotional campaigns to developing countries in Africa, and acknowledge the need for financial 
and technical support for developing countries in tobacco control. 

In section II, under "A. General obligations", the prohibition to sell tobacco to children and 
adolescents in paragraph 2(b )(ii) should include also a prohibition on children and adolescents selling 
tobacco. · 

Under "B. Advertising, promotion, and sponsorship", option 1 in paragraph 1 was preferable, 
but should read: "to prohibit tobacco advertising, marketing, promotion and sponsorship". There was 
no need to single out children and adolescents; the ban should apply to everyone. 

Under "G. Research", there was no provision for financial support for developing countries to 
undertake the research and scientific assessments referred to in paragraph 2. He suggested that a new 
paragraph should be added to deal with that point. 
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He proposed that under "L. Financial resources", second paragraph in italics, last sentence, the 
words "establish and" should be added to the suggested text so that it read: "should be supported 
financially to establish and strengthen their national tobacco control programmes". He supported the 
suggestion in the following paragraph in italics to add a new paragraph 4. 

Nigeria supported a strong framework convention on tobacco control that recognized the 
particular problems of developing countries and commended WHO on its initiative. 

Noting that the delegate of Nigeria had been referring to the report of the working group, the 
CHAIRMAN recalled that the subject of debate was the draft resolution before the Committee. 

Dr CHINNIA (Trinidad and Tobago) expressed full support for the elaboration of a strong, 
effective framework convention and considered that the draft elements and comments in the report of 
the working group would provide a useful basis for the discussions of the Intergovernmental 
Negotiating Body. The convention needed to cover both national and cross-border issues, including 
direct and indirect advertising and sponsorship. Technical support to developing countries for its 
implementation should be an integral part of the framework convention. 

The Minister of Health of Trinidad and Tobago had recently proposed drafting national 
legislation aimed at a total ban on tobacco advertising, cutting the Jinks between tobacco companies 
and sponsorship of sports and cultural activities, banning the sale of tobacco products to those aged 
under 18, prohibiting smoking in public places, and requiring that cigarette packets carry warning 
labels approved by the Ministry of Health covering 65% of the surface area of the packet. A white 
paper was now in preparation and national consultations were being planned. The Trinidad and 
Tobago Cancer Society was raising funds to help file a class-action lawsuit against the West Indian 
Tobacco Company on behalf of the victims of cigarette smoking. 

Trinidad and Tobago fully supported the amended draft resolution. 

Ms BENNETT (Australia) said that her country strongly supported the development of the 
framework convention and welcomed the opportunity to cosponsor the amended draft resolution. It 
looked forward to participating in the formal negotiation of the convention, building on the useful 
discussions and report of the working group. 

Mrs COST A E SILVA (Brazil) endorsed the report of the working group as a comprehensive 
basis for the framework convention and emphasized her country's intention to be at the forefront of 
discussions to elaborate the convention and its protocols. The President of Brazil had recently created 
a national commission to study and prepare the country's position on tobacco use. 

Brazil supported the amended draft resolution and welcomed the report on the Tobacco Free 
Initiative's work (document A53113). It urged WHO to promote studies to evaluate the impact of 
demand reduction on tobacco-growing developing countries, taking into account the different 
situations and economic alternatives. Brazil was ready to take part in such a study. It also 
recommended studies on the environmental impact of tobacco production, in order to create awareness 
and evaluate intervention strategies to reduce the impact of tobacco agriculture in devastating the 
environment in developing countries. 

Smuggling undermined tobacco control in many areas. She urged the Tobacco Free Initiative to 
highlight studies to evaluate strategies to counteract it, particularly in the developing countries. 

Mr JAKSONS (Latvia), speaking on behalf of Estonia, Latvia and Lithuania, pointed out that 
some of the proposals in the working group's report would need further elaboration, notably the 
question of cross-border trafficking in, and advertising of, cigarettes, in which all States would need to 
be equally involved. He hoped that the remaining issues would be finalized by the Intergovernmental 
Negotiating Body. The three Baltic States strongly endorsed continuity in the drafting process as 
envisaged by resolution WHA52.R18 and supported the proposed draft resolution and amendments. 

To ensure the necessary balance between concrete detail and the widest possible acceptance of 
the text, the proposals set out in the working group's report should first be discussed in all the 
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countries and then shaped by the Intergovermental Negotiating Body. The convention had to set a 
benchmark for the tobacco control process. It would prove its effectiveness if, for instance, smugglers 
and advertisers felt pressure, if salespersons were prosecuted for selling cigarettes to minors, and 
offices were smoke-free. Cigarette consumption would not decline merely through the adoption of 
another international instrument: change of attitude, starting with policy-making, mass media and 
public awareness, was crucial. 

The three Baltic States had signed medium-term collaboration programmes with WHO for 
support with a range of activities related to the framework convention. For Estonia, Latvia and 
Lithuania, the convention implied not only the adoption of new standards and regulations, but more 
the development of increasingly effective public health protection and combating the problems caused 
by the tobacco epidemic. 

Dr SAKAI (Japan) stated that his country had already prioritized tobacco control in its new 
health promotion plan, Healthy Japan 21. He asked how WHO intended to use the provisional texts 
annexed to the working group's report. Japan considered that report to be an important reference 
document for the intergovernmental negotiations but that it could not be used directly for text-based 
discussions in the negotiating phase. The first session of the Intergovernmental Negotiating Body 
should use the report only as a reference document and draw up a skeleton framework convention 
acceptable to all Member States on which to base the following negotiations. 

In order to facilitate that process, he requested WHO to list the most widely accepted measures, 
while referring to the various opinions expressed at the working group's second meeting. 

Mr DlJRLER (Switzerland) remarked that tobacco-related diseases caused the death of 
hundreds of thousands of men and women every year, and in most countries the number of people -
particularly women and youth - addicted to smoking was rising sharply. He thanked the Director
General for her courage in tackling the subject. The framework convention, which would be the first
ever world health convention, was an important step in combating the scourge of smoking. 
Switzerland undertook to play an active role in formulating a convention worthy of that name. 

The working group's draft text formed a good basis for negotiations. The convention should be 
clearly structured and keep to essentials. All players had to be given a hearing; although the tobacco 
industry was trying to slow and dilute others' efforts, that should not prevent progress. He trusted that 
all Member States would take appropriate steps to reverse the growth in tobacco dependence and join 
in preparing a treaty that would provide a basis for firm and effective control. Switzerland therefore 
fully supported and would like to cosponsor the draft resolution. 

Dr HAT AI CHIT ANONDH (Thailand) observed that Thailand had been a strong supporter of 
the framework convention from the outset and both governmental and nongovernmental 
representatives had participated in several consultations and international conferences. It had already 
adopted two strong tobacco control laws, but it still faced problems with transboundary activities. It 
would welcome protocols on the effective eradication of tobacco smuggling, a global ban on tobacco 
advertising and sponsorship, the elimination of duty-free sales of tobacco products, the harmonization 
of taxes on tobacco products at international level, the exemption of tobacco products from reduced 
taxation under regional free-trade agreements, the mandatory testing and reporting of toxic 
constituents, and the establishment of a mechanism for information-sharing. 

Thailand had set up an interdepartmental coordinating committee on the framework convention. 
It fully supported. the draft resolution. 

Mr CHOWDHURY (India) considered that it was necessary to establish a global fund financed 
by an export tax on manufactured tobacco products. Such a tax would discourage tobacco exports 
which, in a way, exported disease. The funds could be used to provide support to developing countries 
to introduce income-generating activities to replace tobacco growing and processing. Those countries 
were faced with the gigantic task of shifting human resources into other means of gainful employment 
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and would be unable to carry out any serious tobacco control measures unless a safety net of that 
nature were provided. 

Dr MANSOUR (Egypt) commended the Director-General on the Tobacco Free Initiative and 
expressed her country's support for the draft resolution on the framework convention. The Ministry of 
Health in Egypt was implementing a strategy and plans to control tobacco consumption through 
collaboration between private and public institutions. Emphasis was put on education and awareness
raising. Smoking was banned in public places and the contents of tobacco products were being 
monitored. She requested WHO to support Member States' activities, in particular research, studies, 
training and awareness-raising. 

Dr GALON (Philippines), pleased at the progress made in implementing resolution WHA52.18, 
was encouraged to learn that an international panel of lawyers was being constituted to provide 
Member States with technical assistance. 

The Philippines was just one of many developing countries where tobacco use was steadily 
increasing. The framework convention might expedite the introduction of stringent laws on tobacco 
control. The National Task Force on Tobacco Control had collaborated with the Philippines Senate 
Committee on Health and Technology in the publication of a white paper on tobacco and smoking. 
Moreover, her country had devised a tobacco control programme aimed at persuading people to smoke 
less or abandon the habit. The Philippines was firmly committed to the framework convention 
movement and supported the draft resolution as presented. She urged vigilance so that the momentum 
created was maintained in the negotiation stage. 

Dr POPA (Romania) said that the rate of tobacco consumption was high in his country. An 
estimated 60% to 70% of men and 40% to 50% of women, many of them young people, smoked. As 
part of the process of preparation for application to join the European Union, Romania had started to 
harmonize legislation in the health field. As a result, the advertising of tobacco products in public 
places and the sale of those products to minors were prohibited. Antismoking campaigns were being 
run. He fully supported the Tobacco Free Initiative and the framework convention. 

Dr LANE (New Zealand) indicated that her Government was adopting a more aggressive stance 
on tobacco control since, despite the implementation of a comprehensive control policy over the past 
decade, the prevalence of smoking in her country had remained static. Stronger policy initiatives had 
therefore been taken to control tobacco consumption and options for regulating the constituents and 
additives in tobacco products or the smoke from combustion were being investigated. Accordingly, 
New Zealand was particularly interested in the outcome of the WHO meeting on regulating tobacco 
products held in Oslo in February 2000. 

Her country actively supported the drafting of an international framework convention on 
tobacco control. Experience had shown that, in order to be effective, a convention had to be strong and 
challenging but couched in terms that could be accepted by all Member States. New Zealand was in 
favour of comprehensive bans on tobacco advertising, transborder approaches to tobacco smuggling 
and pricing, and the provision of assistance to those who wanted to give up smoking. The needs of 
indigenous people, women and young people should be stressed in the framework convention and any 
subsequent protocols. 

Her country was pleased to cosponsor the draft resolution in the hope that collective action 
would be taken as soon as possible to control the growing epidemic of tobacco-related disease. 

Dr MAHJOUR (Morocco) said that the fight against tobacco consumption was among the 
priorities of his country's Ministry of Health. A law had been issued in 1996 banning the use of and 
advertisements for tobacco in public places. Awareness campaigns had been organized and a national 
commission was being established with members from all private and public sectors concerned to 
discuss the national strategy against tobacco and the framework convention. That would allow for a 
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unified position to be adopted on the framework convention. His delegation supported the draft 
resolution as amended. 

Mrs TAPAKOUDI (Cyprus) strongly supported the framework convention because 
cardiovascular disease, basically due to smoking, was the main cause of death in Cyprus. She 
emphasized the importance of health education starting in elementary and secondary schools, to 
discourage smoking. Community nursing could play a fundamental role in that respect. 

Dr SHIVUTE (Namibia) congratulated WHO on convening the two meetings of the working 
group to discuss draft elements of the framework convention. His country was satisfied with the 
progress. Tobacco-growing countries would have to be compensated for the inevitable loss they would 
suffer from the implementation of the convention. He noted that support would be provided in the area 
of crop diversification. Namibia was about to pass an antismoking law and would require assistance in 
helping former smokers to cope with their withdrawal symptoms. It agreed with the proposed draft 
resolution and would take part in the negotiation of the convention. 

Professor KOLBEL (Czech Republic) congratulated the Director-General on tackling the 
problem of smoking and the working group on its preparations for the framework convention. The 
authorities of his country, led by the Ministry of Health were similarly paying great attention to 
smoking. The booklet Global aggression gave instances of bad advertising practices in the Czech 
Republic, which revealed the strength of the tobacco lobby and the difficulty of overcoming old 
habits. The excellent cooperation between his country and the Regional Office for Europe in arranging 
seminars on smoking control and the elimination of tobacco promotion had led to a drop in the number 
of smokers, mainly among the younger generation. His country supported and would gladly participate 
in WHO's activities in that field. With regard to the draft resolution before the Committee, he 
considered that paragraph 4(1) should not be changed. 

Dr BIAMBY JACQUES (Haiti) said that Haiti was mounting an antismoking campaign and 
setting up a multisectoral group on tobacco control. Her country supported the framework convention 
process, which would help Member States to adopt the requisite legal, administrative and public health 
measures to curb tobacco consumption. Her delegation supported the draft resolution with the 
amendments put forward by Canada. 

Mr TELLIER (Canada), speaking as Chairman of the informal working group on the draft 
resolution, believed that the clarifications requested by Indonesia and Honduras had been supplied in 
separate discussions. As to the points raised regarding paragraph 4( 1) it had been difficult to reach 
agreement on the number of members of the bureau, and the intention was to leave it open to the 
negotiating body to discuss the matter. 

Mrs LICONA AZCONA (Honduras) repeated that the word "extended" was unnecessary in 
paragraph 4(4). Without that word, the rest ofthe text was acceptable. 

Mr TELLIER (Canada) explained that the intent behind the formulation in paragraph 4(4) had 
been to allow the negotiating body to consider whether there was room for the extended participation 
of nongovernmental organizations. No decision was being taken at the present stage; rather, the 
intention was again to allow for the possibility of further discussion in the negotiating body. 

Mr MASUKU (FAO) said that FAO strongly supported WHO's endeavours to discourage 
smoking and had taken steps to promote the Tobacco Free Initiative. Since 1976, FAO had not 
encouraged or been involved in any tobacco-growing projects. Since 1989, it had been signalling its 
willingness to assist in crop diversification away from tobacco, but had received no requests for such 
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assistance, which was not surprising because the returns on tobacco production far exceeded those on 
any other crop. 

FAO was conducting a study in conjunction with WHO, the World Bank, ILO, the Swedish 
International Development Authority and the Canadian International Development Research Centre to 
investigate the impact of increasingly stringent tobacco controls on employment, food security and 
national and regional economic development and to analyse options for crop diversification. F AO had 
been represented at both meetings of the working group on the framework convention. The search for 
alternative crops took into account technical feasibility. Nevertheless, a technically feasible crop might 
not be economically attractive. When identifYing crops meeting both requirements, one had to 
consider adjustment costs and the technical and financial assistance needed to induce farmers to grow 
them. F AO was prepared to give any expert assistance it could in order to secure the success of the 
framework convention. 

Dr RAM (World Vision International), speaking at the CHAIRMAN's invitation on behalf of 
World Vision International, the nongovernmental organization Forum for Health, INFACT, and the 
Network for Accountability of Tobacco Transnationals, applauded the progress made at the two 
meetings of the working group and expressed full support for WHO's efforts. Pointing out that the 
World Bank's 1999 report, Curbing the epidemic: governments and the economics of tobacco control, 
had demonstrated that tobacco control was good for both health and the economy, he believed that a 
weak convention would benefit transnational companies in the North at the expense of the health and 
lives of people in the South. He therefore pressed for the adoption of a framework convention 
containing specific, binding obligations. He considered that it should cover seven key elements: a ban 
on tobacco advertising and promotion; the exclusion of tobacco companies from public policy
making; priority to health protection over trade policy; consumer protection from the transnationals' 
deceptive practices; involvement of nongovernmental organizations at all levels of negotiation; 
enforcement mechanisms binding on tobacco corporations; and firm deadlines for treaty compliance. 

The convention should prevent tobacco transnationals from promoting deadly addictive 
products and circumventing national laws. Since their annual income was higher than the gross 
domestic product of many countries, they should bear the global financial cost of treating tobacco
related illness. Nongovernmental organizations concerned with public health, human rights and social 
justice wished to cooperate in the drafting and implementing of the convention. 

Ms GUNBY (World Federation of Public Health Associations), speaking at the invitation of the 
CHAIRMAN, reported that at its 34th Annual Meeting held in Geneva on 15 May 2000 the Federation 
had adopted a resolution on tobacco control following up on existing policies. That resolution, the full 
text of which had been communicated to WHO, began by reiterating the Federation's support for 
WHO's efforts to develop and enact the framework convention on tobacco control. It went on to 
recommend legislation to ban direct and indirect tobacco advertising and restrict tobacco use in public 
places. It also recommended price and trade policies regarding the sale and export of tobacco, the 
financing of anti-tobacco health education programmes, particularly for children and young people, 
and support for smoking prevention and treatment of nicotine addiction. Members of the constituent 
associations of the Federation were urged to help increase awareness of, and support for, the 
framework convention, as well as to support government initiatives that sought to further the 
convention's aims. She hoped that the resolution's provisions would be taken into account in future 
deliberations on the convention. 

Tobacco control would be the subject of a special session of the 9th International Congress of 
the Federation to be held in Beijing in September 2000. 

Mr DOUGLAS (International Union against Tuberculosis and Lung Disease), speaking at the 
invitation of the CHAIRMAN, urged avoidance of the mistakes of the past so as to free millions of 
people from tobacco addiction. References by the tobacco lobby to questions of choice, sovereignty 



104 FIFTY-THIRD WORLD HEALTH ASSEMBLY 

and free trade should be recognized as specious, and efforts to neutralize the treaty should be thwarted. 
As tobacco deaths were rising rapidly, action must be taken immediately. 

The aim should be to produce a meaningful treaty that would defend the young, combat 
advertising, promotion and smuggling, provide financial and other support for tobacco victims, protect 
the environmental rights of local peoples, especially in tobacco-producing economies, and take 
account of trade relations between weak and strong countries. 

Dr YACH (Executive Director), referring first to tobacco control in general, noted from 
delegates' presentations that the object of stimulating national action through the framework 
convention process was being realized, and that many countries were making progress towards 
developing comprehensive national polices. The needs expressed by countries would be followed up. 
He was grateful for the considerable technical and financial support received and acknowledged the 
offer of support from the Republic of Korea. 

Discussions were being held with F AO and OAU on convening a joint meeting on the 
agricultural aspects of tobacco control. Multisectoral work with other United Nations agencies would 
be discussed at the July 2000 session of the United Nations Economic and Social Council, which 
would consider for the first time the output of the new Ad Hoc Inter-Agency Task Force on Tobacco 
Control. 

Following the meeting held in Oslo in February 2000, WHO had established a scientific 
advisory committee on product regulation. The committee's terms of reference, composition and plan 
of action would be made known shortly. 

With regard to the framework convention itself, and in reply to questions from China and Japan, 
he noted that in accordance with resolution WHA52.18 the working group had prepared proposed 
elements of the convention as the basis for the start of the Intergovernmental Negotiating Body. Those 
draft elements were contained in documents A53/12 and A53/12 Corr.1, which, together with the 
Health Assembly's comments, would form the initial documentation. At the technical briefing during 
the Health Assembly, Brazil and the Philippines had given examples of how they were preparing for 
the negotiating process; the relevant case studies would also be distributed to all Member States. 

As to the future timetable, public hearings for nongovernmental organizations and the private 
sector would be held on 12 and 13 October 2000, and the Intergovernmental Negotiating Body would 
begin its work in the week commencing 16 October 2000. 

He concluded by thanking the Chairman and officers of the working group on the framework 
convention for their outstanding performance in bringing the convention process to its present stage. 

The CHAIRMAN announced that Indonesia and Honduras had withdrawn their reservations to 
the draft resolution as amended by Canada and invited the Committee to approve the draft resolution 
as amended. 

The draft resolution, as amended, was approved.1 

Global strategy for the prevention and control of noncommunicable diseases: Item 12.11 of the 
Agenda (Resolution EB105.R12; Document A53/14) 

Dr JIMENEZ DE LA JARA (representative of the Executive Board) reported that, in their 
extensive discus~ion of the global strategy for prevention and control of noncommunicable diseases, 
members of the Board had strongly supported a more effective role for WHO, and that representatives 
of developing countries had highlighted the pressing need to respond to the increasing magnitude of 
those diseases in their countries. Members of the Board welcomed the emphasis on prevention and the 
need to control common risk factors through community-based action, emphasizing the importance of 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as resolution WHA53.16. 
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collaboration with WHO in establishing and evaluating such intervention. WHO should also provide 
guidance on policy development, legislation, environmental modification and intersectoral action for 
prevention of noncommunicable diseases. 

The impact of trade and marketing globalization on risk factors had been emphasized: WHO 
should raise the issue in other international forums. The relationship between poverty and 
noncommunicable diseases and their increasing incidence in low- and middle-income countries had 
been mentioned, and the Board called on WHO to intensify its efforts to combat poverty, especially 
since many developing countries had to deal with the double burden of communicable and 
noncommunicable diseases. Speakers had supported the strengthening of networks and partnerships, 
and had emphasized the role of international nongovernmental organizations. Cooperation between 
WHO and the pharmaceutical industry in making drugs more accessible to affected populations and 
monitoring the quality of drugs were considered important issues for future action. The strategy should 
be translated into a strong plan of action, and effective mechanisms for implementation and 
measurable indicators of performance should be developed. 

Some delegates had said that more importance should be attached to gender issues and warned 
that global networking should not develop into vertical programmes. Prevention programmes for 
noncommunicable diseases should reflect the structure of health systems, particularly in countries with 
decentralized systems. 

The Board had adopted resolution EB105.R12 containing a draft resolution for consideration by 
the Health Assembly. 

Mr PUSKA (Finland) congratulated the Director-General for initiating action on the prevention 
and control of major noncommunicable diseases, which were currently the main causes of death 
globally, coronary heart disease predominating. Most of such deaths occurred in the developing 
countries, where the burden of those diseases was rapidly increasing. Such diseases and their 
determinants were more common in lower socioeconomic segments of the population and hindered 
economic development. Evidence from Finland and several other countries showed that interventions 
could significantly reduce premature death rates from those diseases. Such action also greatly 
improved the general health of the population and supported healthy ageing. 

He did not agree that WHO should concentrate only on communicable diseases; it should 
promote health and fight disease from all causes. Just as communicable diseases did not respect 
political borders, nor did the determinants of noncommunicable diseases - lifestyle-related risk 
factors. Thus internationally coordinated action was needed to help countries, especially those with 
limited resources, to cope with the growing burden of those diseases. 

Finland welcomed the approach of the proposed global strategy, which encompassed both 
global action and national measures. Progress called for global intersectoral measures, in which WHO 
should play a leading role, but practical demonstration projects and national programmes supported by 
WHO in terms of expertise and networking, together with monitoring, were also needed. 

Finland supported the strategy and the draft resolution, and was prepared to contribute to 
effective implementation. He hoped that the necessary resources would be made available and that 
Member States would give support commensurate with the potential of such action for global health 
gam. 

Mrs COST A E SILVA (Brazil) welcomed the WHO noncommunicable disease prevention and 
control agenda. Those diseases, primarily cardiovascular disease and cancer, were the main causes of 
death in all Brazilian states. Even though, in most developing countries, communicable diseases 
remained an important challenge for the population's health, with an impact on health policies and 
funding, other priorities were emerging owing to major demographic, socioeconomic and 
epidemiological changes. The challenge of the new century was to develop measures for improving 
the prevention of chronic degenerative disease, thereby reducing health costs. Besides a multisectoral, 
interdisciplinary approach, a commitment by WHO was required to establishing control of 
noncommunicable diseases as a priority, in particular primary prevention and early detection of 
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cancer, hypertension, diabetes and chronic respiratory disease, incorporating norms and guidelines for 
cost-effective intervention. 

Dr GONZALEZ FERNANDEZ (Cuba) also noted the twin burden of communicable and 
noncommunicable diseases for developing countries. In Cuba, the principal causes of death, 
accounting for 60% of the total, were heart disease, malignant neoplasms and cerebrovascular 
diseases. It was necessary to strengthen training in the health sector and to emphasize social 
communication. Furthermore, the education sector needed to be more involved, and educational 
professionals needed to be trained to support control of noncommunicable diseases. Countries should 
receive more advice in order to improve communication of the social strategy for reducing risk factors 
for such diseases. 

Ms KRISTENSEN (Denmark) emphasized Denmark's support for the global strategy. The poor 
life expectancy in Denmark compared to other countries in western Europe was partially due to 
alcohol and tobacco consumption. Her country considered that, to combat noncommunicable diseases, 
community-based initiatives should be promoted, with the participation of all local stakeholders, and 
research into lifestyle-related health threats should be supported. She welcomed the draft resolution, 
and proposed an amendment to paragraph 2(7): the words "including research on behavioural 
determinants," should be added after the phrase "to promote and initiate collaborative research on 
noncommunicable diseases,". 

Dr POPA (Romania) mentioned that for a long time communicable and not noncommunicable 
diseases had been monitored in his country, but, with the major challenge imposed by their rapidly 
rising prevalence, noncommunicable diseases were receiving attention. The need to maintain 
surveillance of levels and patterns of risk factors, the lessons on prevention of such diseases and the 
global strategy presented by the Director-General were important. His country had begun to 
incorporate that strategy into its own programme. He was convinced that WHO had a most important 
role in providing leadership for global partnerships and technical support. He fully supported the draft 
resolution. 

Mr SHEM (Vanuatu), reporting on progress in his country, said that, in April2000, the Ministry 
of Health, in collaboration with the secretariat of the South Pacific Commission, had produced a report 
of a 1998 survey on noncommunicable diseases. In 1999, in collaboration with WHO, his country had 
developed a plan of action for their prevention and control, a major element of which was screening 
for noncommunicable diseases in staff of government departments, the private sector, among 
parliamentarians and the runners bearing the Olympic torch in May 2000. Vanuatu would appreciate 
technical support for surveillance from WHO. 

Professor AKlNSETE (Nigeria) fully supported the global strategy. A control programme in his 
country had been in place for just over a decade. A national survey of noncommunicable diseases and 
associated risk factors had been conducted in 1990, and a medium-term plan of action based on the 
findings of that survey was being implemented. A follow-up survey was overdue for lack of funds. 
Control of noncommunicable diseases had also been integrated into the primary health care services. 
The programme also featured tobacco control measures, including legislation. Welcoming the global 
strategy, he called for a comprehensive plan of action and close collaboration between Member 
countries, especially at regional level. 

Mr TBOLL (Canada) strongly supported the proposed resolution, as the control and prevention 
of noncommunicable diseases had already become a dominant global health challenge for the twenty
first century. The World Heart Federation, for instance, had recently completed a comprehensive white 
paper on the imminent pandemic of cardiovascular disease. Canada strongly supported WHO's 
involvement in meeting the complex set of challenges ahead, which included the speed of the 
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epidemiological transitiOn globally towards such diseases, and which needed an urgent, global 
response. Undue duplication and confusion needed to be avoided, and he keenly awaited a 
comprehensive plan of action that built on the important work of the nongovernmental sector. 
Partnerships would be critical to its success. The plan of action should incorporate the framework 
convention on tobacco control, as tobacco was the leading cause of preventable heart attacks, strokes 
and cancer. His Government had much positive experience in building partnerships with the 
nongovernmental sector, and had recently established an extraordinary cabinet committee of eight 
ministers, including the Minister of Health, to work with the voluntary sector. His country continued 
to play a leadership role in international umbrella organizations and would continue to share that 
expertise with WHO. He fully endorsed the draft resolution. 

Mrs SUCHADA SAKORNSA TIAN (Thailand) welcomed the draft resolution, appreciating its 
focus on the lifestyle and behavioural determinants of noncommunicable diseases, such as use of 
tobacco and unhealthy lifestyles, but she asked for more attention to be paid to the growing risk from 
carcinogenic substances and chemicals. She regretted that the preventive approach was insufficient; it 
should include public health policies to promote physical exercise and fitness, to foster a safe 
environment and to create recreation areas and safe workplaces. Fiscal policy was an integral part of 
the legislative framework. In Thailand, 1% of the excise tax on tobacco was earmarked for the national 
health promotion fund, which was used to support nongovernmental organizations that promoted 
health and sport. A policy on public media controlled advertisements related to lifestyle, for instance 
tobacco advertising was completely banned and health claims for food supplements and diet had to be 
counterbalanced. The resolution focused only on primary prevention. More measurement of secondary 
prevention was needed, such as the development of guidelines on clinical preventive services for cost
effective screening by sex, age group and risk exposure. The effectiveness of the health care system 
was crucial for effective tertiary prevention. 

In the light of the foregoing, she proposed the following amendments to the draft resolution: in 
the third preambular paragraph, after the word "namely," insert "carcinogenic chemicals and 
substances,"; insert a new initial subparagraph I (1) "to develop a national policy framework taking 
into account several policy instruments such as healthy public policy creating a conducive 
environment for healthy lifestyles, fiscal and taxation policy towards healthy and unhealthy goods and 
services, public media policy empowering the community"; in paragraph I(l)(a), after "advocacy" 
insert ", programme monitoring"; insert in the current paragraph I(l), a new sub-subparagraph (f) 
"based on available evidence, to support the development of clinical guidelines for cost-effective 
preventive services, such as screening, that are appropriate to age group, sex and risk exposure;"; and 
in paragraph I (2), insert at the end of the text "and to improve the effectiveness of care for tertiary 
prevention of disability and end-target organ damage;". 

Mr Chowdhury took the chair. 

Professor GRABAUSKAS (Lithuania), speaking on behalf of the Baltic States, commended the 
report. In Estonia, Latvia and Lithuania noncommunicable diseases presented a major health problem: 
90% of deaths were caused by cardiovascular diseases, cancers, external causes or respiratory 
diseases. Independence had been followed, probably as a result of the political and socioeconomic 
changes, by a serious health crisis, reflected in a decline in life expectancy, especially among the male 
population. He therefore strongly supported WHO's efforts to help Member States formulate and 
implement strategies against such diseases. 

A systematic effort to mobilize all elements of society had led to integrated actions in 
noncommunicable disease prevention and control and a reversal of the adverse trends by I994-1995. 
Thereafter, mortality rates due to coronary heart disease, lung cancer and "other causes" had declined 
significantly. The lesson to be learned was that countries should act at once, regardless of the 
complexity of the problem and the shortages they faced. The experience of the Baltic countries 
showed that a well-formulated health policy based on solid scientific evidence, a proper infrastructure 
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for coordinated health promotion, prevention and improved health care would in due course yield 
positive results. He therefore strongly supported the draft resolution. 

Miss O'HALLORAN (Ireland) also fully supported the WHO global strategy. In accordance 
with its goals, her country had developed national strategies on cardiovascular disease and cancer, 
which were the major causes of morbidity and mortality. She urged WHO to give priority to oral 
health, as oral disease continued to be a major public health problem globally. Dental services took up 
a sizeable proportion of health service budgets in most countries. 

Dr SADRIZADEH (Islamic Republic of Iran) supported the global strategy, commenting that in 
his country cardiovascular disease, accidents and cancer were the three leading causes of death, with 
genetic disorders, diabetes and obstructive lung diseases responsible for high morbidity and mortality. 
The national primary health care system was an excellent vehicle for integrating programmes against 
communicable and noncommunicable diseases; hypertension, diabetes and genetic disorders had been 
the first conditions to be included, followed by accident prevention and mental health programmes. 
The national plan for the prevention and control of noncommunicable diseases emphasized the 
promotion of healthy lifestyles. Much remained to be done, and he welcomed WHO's technical 
support. He endorsed comments by other delegates about the dual burden of communicable and 
noncommunicable diseases in developing countries, and urged WHO to replicate its successes with 
communicable diseases in its efforts to control noncommunicable diseases. 

Dr CICOGNA (Italy), congratulating the Director-General on the report, stressed that integrated 
control of preventable risk factors was not the only approach to the prevention of the most prominent 
noncommunicable diseases; health determinants - the social, physical and economic environment -
needed to be tackled. He asked for rehabilitation, especially community-based, to be added as an 
important component of the global strategy alongside surveillance, prevention and health care. 

Dr LEVENTHAL (Israel) agreed on the need for long-term care and rehabilitation. Much of that 
burden fell on family members, who formed a "captive audience" for disease prevention and health 
promotion programmes and should be supported. He proposed that the words "including long-term 
care" be added at the end of paragraph 1 (2) of the draft resolution. 

Dr WANG Zhao (China), welcoming the report, expressed support for the development of a 
global strategy. WHO should actively facilitate policy development and social mobilization by 
governments in developing countries, and disseminate the experience of developed countries in 
recognizing and tackling noncommunicable diseases. The Chinese Government valued the 
technological cooperation with WHO through its collaborating centre in China. Her Government had 
found suggestions for simple and affordable indicators useful in the monitoring and assessment of 
disease burden and outcome, behaviour, the social environment and information systems. 

Mrs WIGZELL (Sweden) also welcomed the report. However, as alcohol abuse was a 
considerable risk factor, she proposed the insertion in the third preambular paragraph of the draft 
resolution ofthe words "alcohol abuse," after "tobacco use,"; and in paragraph l(l)(d) insertion ofthe 
text, ", prevention of alcohol abuse" after the words "control of tobacco products". 

Dr JA WAD (Oman) said that Oman, having controlled or eradicated communicable diseases 
such as measles and poliomyelitis, was now facing a rise in the incidence of noncommunicable 
diseases and had a high rate of tobacco consumption. Heart diseases were the major causes of death in 
hospitals followed by cancer, road accidents, psychological disorders, and then communicable 
diseases. Oman and other Arab Gulf States were a major target for international tobacco companies 
which exploited the lack of strict regulation and unhindered access to the Internet to promote their 
products to young people. Oman had set up a special department within the Ministry of Health to 
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combat noncommunicable diseases. Manuals had been prepared for staff working in primary health 
care services. The country was cooperating with WHO and Finland on a pilot community-based 
project. He called on the Director-General to strengthen her efforts in supporting programmes against 
noncommunicable diseases in developing countries through technical or financial contribution. Oman 
supported the draft resolution and the amendments by Denmark and Thailand. 

Dr SAMMOD (Libyan Arab Jamahiriya) acknowledged the importance given to the prevention 
and control of noncommunicable diseases, which were an increasing burden in developing countries. 
His country supported the draft resolution. 

Dr THIERS (Belgium) drew attention to the significant concern felt in many countries about the 
possible health effects of the rapidly increasing use of mobile telecommunications. A coordinated 
approach was needed to assess the risks and establish globally acceptable standards and measures to 
minimize the effects of electromagnetic fields. He proposed that WHO, through its International EMF 
Project, should provide an overview of the possible health effects of exposure to mobile telephones 
and their base stations or masts and issue recommendations for action. Only WHO had the necessary 
authority and independence to make such an assessment, and, moreover, it could do so within its 
normative mandate, obviating the need to amend the draft resolution or introduce a resolution 
specifically on mobile telephones. 

Dr KHAZAL (United Arab Emirates), recogmzmg the growing public health burden of 
noncommunicable diseases, strongly supported the draft resolution. The Ministry of Health in her 
country had initiated a programme to create a cancer registry, and undertook screening for breast and 
cervical cancer. Another programme was aimed at early detection of congenital diseases in newborn 
babies. A field study had been done to measure the prevalence rates of diabetes and hypertension as a 
primary step to formulating a national strategy on noncommunicable diseases. 

Ms VOGEL (United States of America) expressed support for the draft resolution, without 
amendment. She welcomed the recent combining of two clusters in WHO; the newly formed team 
should be well placed to carry forward the current initiatives. The increasing emphasis on the life
course approach to better health and longer life was gratifying. She stressed the importance of 
enhanced surveillance of noncommunicable diseases and of translating that information into public 
policy and action at the country level. Improved case management was extremely important and she 
hoped WHO would build partnerships with health professionals and others to try to bring about a 
stronger culture for that to happen. 

She agreed with the delegate of Israel on the importance of long-term care, not just for the 
elderly. Alcohol abuse was extremely important, and often overlooked as a result of the prominence 
given to the abuse of harder substances. She agreed with the comments of the delegate of Ireland with 
regard to oral health. The Region of the Americas had an excellent oral health programme which was 
significant in many different ways. Aid agencies had not traditionally assisted the large and complex 
field of noncommunicable diseases, but she hoped that they would build the subject into their 
programmes. In the meantime, as the delegate of Canada had pointed out, many partners would be 
needed. 

Dr CONOMBO SIBDOU (Burkina Faso), endorsing the initiative of a global strategy, pointed 
out that her country had taken the emergence of noncommunicable diseases into account in the 
national health policy and national development plan currently being framed. Burkina Faso requested 
support from WHO in priority setting, strengthening human resources and social communication 
through a multisectoral approach, and improving health information. More research was needed into 
the behavioural determinants and risk factors. The laboratories at health district level required better 
diagnostic capacity. She endorsed the report, but proposed one amendment to the draft resolution, 
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namely the insertion at the end of sub-subparagraph 1 (1 )(b) of the words "by strengthening health 
information systems". 

Dr LEWIS-FULLER (Jamaica) fully supported WHO's initiative. Traditionally, Jamaica had 
emphasized communicable diseases and eradicated many of them. However, with the epidemiological 
transition, noncommunicable diseases were absorbing a large amount of the country's scarce resources 
and it was now difficult to decide where to target. Health promotion had been chosen as the main 
strategy, but in practice the need to collaborate with so many different local, national and international 
agencies had made the process unwieldy. Jamaica was still unable to obtain proper intermediate 
indicators for its performance in health promotion and she suggested that WHO should examine that 
area. 

Turning to the draft resolution, she proposed the addition of a new sub-subparagraph (f) to 
paragraph 1(1) urging Member States "to include appropriate health promotion activities in school 
health programmes and programmes geared to youth;", and a further subparagraph under paragraph 2 
requesting the Director-General "to provide guidance and technical support in formulating effective 
health promotion programmes for countries, aimed at preventing noncommunicable diseases and 
chronic diseases, and in developing indicators to monitor performance in health promotion;". 

Dr TEMU (Papua New Guinea) said that, while his country was committed to expanding 
prevention activities, the burden of noncommunicable diseases would persist for some time. He 
therefore proposed two new subparagraphs to paragraph 2, in view of the difficulties that developing 
countries like his own experienced in obtaining the common drugs used to treat noncommunicable 
diseases: 

(8) to promote research and support for the development of guidelines for cost-effective 
screening, diagnosis and treatment of common noncommunicable diseases; 
(9) to pursue a dialogue with the pharmaceutical industries with a view to improving 
accessibility of drugs for diabetes, hypertension and common cancers;. 

Dr FETISOV (Russian Federation) said that, while his country supported the proposed global 
strategy, he trusted that the emphasis on four main groups of diseases- cardiovascular disease, cancer, 
pulmonary disease and diabetes - would not mean that other noncommunicable diseases, such as 
congenital conditions and oral diseases, would be ignored. 

The report rightly emphasized WHO's important role in the support of national efforts to 
control noncommunicable diseases, but it did not mention the 20-year experience of WHO 
programmes for their prevention, such as the Integrated Programme for Community Health in 
Noncommunicable Diseases (INTERHEALTH), the Countrywide Integrated Noncommunicable 
Diseases Intervention Programme (CINDI) in the European Region and the Integrated Action for 
Multifactoral Reduction ofNoncommunicable Diseases (CARMEN) programme in the Region of the 
Americas. His country considered those programmes a valuable model for the new global strategy to 
follow. 

The report clearly described the roles and duties of the participants in the global strategy at 
various levels, and the ways in which they could collaborate. It still required clarification of the 
mechanism for supervising and evaluating the way in which participants discharged their 
responsibilities. It was also important to consider ways of making the global strategy cost-effective, an 
end that would be in the interests of all Member States. Furthermore, the report made no mention of 
the Internet, although it was difficult to imagine how the global strategy could be implemented without 
it. Future work on the development and implementation of the global strategy should take that aspect 
into account. 

All Member States should participate in the development and implementation of the global 
strategy in order to ensure that it would be relevant to their own situations and interests. The Russian 
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Federation had experience of noncommunicable disease control programmes, and was interested in 
developing them further within the global strategy. 

His delegation agreed with the main points of the report and endorsed the draft resolution. 

Dr MAHJOUR (Morocco) indicated that risk factors for noncommunicable diseases were being 
surveyed throughout Morocco. The results of that survey would be used to develop an integrated 
control programme to complement the programmes that were already in force against specific 
diseases. His country conducted prevention and public awareness campaigns related to such diseases. 
Drugs intended to treat cardiovascular disease, diabetes and cancer were exempt from all customs 
charges. His delegation supported the draft resolution. 

Dr TEE AH SIAN (Malaysia), supporting the proposed global strategy, noted that in her 
country surveillance of noncommunicable diseases was not yet as well established as surveillance of 
communicable diseases. Her country would like support from WHO in developing a surveillance 
system for the former. More collaborating centres and pilot projects in the area of primary prevention 
should be set up in developing countries, along with appropriate information technology, telemedicine 
systems and electronic networking. WHO should enter into "smart partnerships" with the private 
sector and commercial enterprises in order to promote health and behavioural changes. 

Dr KORTE (Germany), speaking on agenda item 12.13, Health promotion (document A53/16), 
said that structural changes in government policy implementation were taking place in most countries 
because of their lack of resources. Policy-makers and decision-makers must find innovative ways of 
influencing change in the economy and society. Health cross-cut societal change, quality of life, social 
and economic progress and political stability. Policy-makers must enable the agencies responsible for 
public health to implement effective health promotion strategies and programmes. All members of 
society, not just the health sector, must implement evidence-based strategies to promote health and 
prevent disease: "Bridging the equity gap" was the title of the forthcoming Fifth Global Conference on 
Health Promotion in Mexico, and it was to be hoped that the conference would help to improve the 
evidence base for health promotion, since political decisions were often taken without sufficient 
scientific evidence. 

His country was keen to increase its collaboration with WHO as part of its bilateral technical 
assistance activities, particularly the promotion of healthy lifestyles among young people. WHO had 
participated in the preparation of the forthcoming world exhibition EXPO 2000, which would begin in 
June 2000 in Hanover, Germany, in which one of the special events would be a global dialogue on 
health. 

Ms DUNLOP (Australia) said that her country had designated the conditions targeted in the new 
global strategy (cardiovascular disease, cancer, pulmonary disease and diabetes) as national health 
priority areas. A national chronic disease strategy was being developed, which would integrate 
prevention activities related to the common risk factors across the whole spectrum of care. The 
strategy was similar to that proposed by WHO, although it placed more emphasis on renal disease, 
which had a high prevalence among the indigenous population of Australia. Addressing chronic 
disease was seen as an important way of reducing health inequalities in her country. Her delegation 
supported the global strategy and the draft resolution, although she considered that obesity should be 
recognized more explicitly as a risk factor, in view of its role in non-insulin-dependent diabetes. 

Dr BUSTAMANTE GARCiA (Colombia) noted that the objectives of the global strategy 
included the intensification of health care for people with noncommunicable diseases and innovation 
in health care. It would therefore be necessary to strengthen primary health care, and also essential to 
introduce new methods through which specialized care could be brought closer to distant and poor 
regions, as part of the struggle to achieve equity of access to health services. He agreed that the 
strategy should include the development of telemedicine through the use of information technology 
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and the Internet. Telemedicine should cover all disciplines, such as cardiology, pathology, and 
radiology, as a means of bringing specialized care to distant regions and dramatically reducing costs. 
Telemedicine was not a technology for some time in the future; it could currently play an important 
role in achieving equity, and bringing specialized care nearer to patients, particularly in the developing 
countries. 

Dr BURGOS CALDERON (Puerto Rico) pointed out that the Alma-Ata Declaration stated that 
economic and social development was a basic requirement for the establishment of effective strategies, 
for the achievement of health for all and for the development of health promotion and protection 
programmes. Because of low incomes, the citizens of developing countries were forced to buy and use 
food that had no nutritional value. Such "junk food", being rich in calories and fats, was largely 
responsible for obesity and other diseases. Two types of action were necessary: the purchasing power 
of the citizens should be increased so that, through good education, they could consume more nutritive 
food; and campaigns should be undertaken to persuade industries to produce more nutritive and 
cheaper food, and to persuade markets and individuals to be less committed to instant gratification in 
all fields of life. 

Professor GRAN GAUD (Algeria) said that his delegation fully supported the objectives of the 
global strategy. His country, which was now dealing with the epidemiological transition from 
communicable to noncommunicable diseases, had already implemented several activities relevant to 
the global strategy. A patients' charter was in preparation, which would regulate the reform of health 
care services, and indicators were being drawn up to provide a better understanding of the importance 
of noncommunicable diseases. His country would welcome methodological support from WHO in that 
task. His delegation supported the draft resolution. 

Dr JURADO BALLARES (Ecuador) also welcomed the draft resolution and supported WHO's 
initiative. In 1995, Ecuador had undertaken a comprehensive study covering the principal health 
problems in the country, which had identified the epidemiological transition between the so-called 
diseases of the poor and the new challenges of noncommunicable diseases. It also identified objective 
determinants, such as economic, environmental, cultural and subjective factors, particularly in the case 
of alcoholism. Over the past five years, efforts had been made to mobilize civil society and 
practitioners of traditional medicine in programmes of self-care and for the adoption of a healthy 
lifestyle, with the creation of numerous associations for the prevention, control and cure of high blood 
pressure, diabetes, cancer, osteoporosis and alcoholism. Important restrictions had been placed on 
publicity for tobacco and alcohol. In March 2000, the plan "Ecuador in the Third Millennium" had 
been launched, for the adoption of strategies to promote healthy lifestyles. In the same month, the 
national mental health plan had been launched, one of the principal points of which was the prevention 
and control of the consumption of alcohol. With a view to the implementation of WHO's strategy, he 
suggested that account should be taken of the use of new technologies, the mobilization of civil 
society and the placing of emphasis on the responsibility of individuals for their own care and the care 
of their families. 

Dr JA' AFARI (Saudi Arabia) affirmed the growing number of risks and the rise in incidence of 
noncommunicable diseases. Surveys and research activities had been initiated by the Ministry of 
Health in order t<? estimate the size of the problem and to set up an integrated programme to monitor 
and control those diseases. A public awareness programme was expected to be launched soon in 
schools. His delegation supported the proposed global strategy. 

Dr OTTO (Palau) concurred with previous speakers and emphasized in particular the need to 
consider oral health for attention and focus in the global strategy. While oral disease constituted a 
major chronic health problem in its own right, it also merited attention in connection with the 
discussion of noncommunicable diseases for several reasons: data linked it to certain cardiovascular 
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diseases; it had a negative effect on nutritional status; and oral health had an impact on self-esteem and 
mental health. He also agreed with previous speakers concerning the role of health promotion in the 
global strategy. He therefore commended the report and supported the adoption of the draft resolution, 
as amended. 

Ms PAULINO (Philippines) emphasized that the burden of noncommunicable diseases had been 
increasing rapidly also in the Philippines. She therefore expressed appreciation of the guidance 
contained in document A53/14 and underlined two points in particular. First, considering that the 
common preventable risk factors were closely linked to lifestyle, high priority should be given to 
advocacy and health promotion among the young so that they could adopt healthy lifestyles and 
positive attitudes to health and health care at an early age. The opportunity to raise awareness in the 
new generation had to be taken without delay. Secondly, policies and actions undertaken outside the 
health sector had an impact on health, and especially on risk factors for noncommunicable diseases. 
The challenge was to shift development policies towards yielding positive benefits for health. Her 
delegation supported the draft resolution and looked to WHO to take the lead in finding partners and 
securing much needed resources. 

Dr MOETI (Botswana) also appreciated the attention given to the prevention and control of 
noncommunicable diseases and supported the draft resolution. Nevertheless, despite the importance of 
comprehensive strategies being implemented against such diseases, he warned that countries severely 
affected by HIV I AIDS would find themselves too severely constrained by human resource limitations 
to cope adequately with the challenges in such a complex area. He therefore urged WHO to make 
special efforts to ensure the necessary technical and human resource support to such countries. 

The CHAIRMAN drew the attention of the Committee to the draft resolution, as amended, 
which read as follows: 

The Fifty-third World Health Assembly, 
Recalling resolution WHA51.18 on noncommunicable disease prevention and control 

requesting the Director-General to formulate a global strategy for the prevention and control of 
noncommunicable diseases and to submit the proposed global strategy and a plan for 
implementation to the Executive Board and Health Assembly; 

Recognizing the enormous human suffering caused by noncommunicable diseases such 
as cardiovascular diseases, cancer, diabetes and chronic respiratory diseases, and the threat they 
pose to the economies of many Member States, leading to increasing health inequalities 
between countries and populations; 

Noting that the conditions in which people live and their lifestyles influence their health 
and quality of life, and that the most prominent noncommunicable diseases are linked to 
common risk factors, namely, tobacco use, alcohol abuse, unhealthy diet, physical inactivity, 
and environmental carcinogens and being aware that these risk factors have economic, social, 
gender, political, behavioural and environmental determinants; 

Reaffirming that the global strategy for the prevention and control of noncommunicable 
diseases and the ensuing implementation plan are directed at reducing premature mortality and 
improving quality of life; 

Recognizing the leadership role that WHO should play in promoting global action against 
noncommunicable diseases and its contribution to global health based on its advantages 
compared to other organizations, 

1. URGES Member States: 
(1) to develop a national policy framework taking into account several policy 
instruments such as healthy public policies creating a conducive environment for healthy 
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lifestyles; fiscal and taxation policies towards healthy and unhealthy goods and services; 
and public media policies empowering the community; 
(2) to establish programmes, at national or any other appropriate level, in the 
framework of the global strategy for the prevention and control of major 
noncommunicable diseases, and specifically: 

(a) to develop a mechanism to provide evidence-based information for policy-
making, advocacy, and programme monitoring and evaluation; 
(b) to assess and monitor mortality and morbidity attributable to 
noncommunicable disease, and the level of exposure to risk factors and their 
determinants in the population, by strengthening the health information system; 
(c) to continue pursuit of intersectoral and cross-cutting health goals required 
for prevention and control of noncommunicable diseases by according 
noncommunicable diseases priority on the public health agenda; 
(d) to emphasize the key role of governmental functions, including regulatory 
functions, when combating noncommunicable diseases, such as development of 
nutrition policy, control of tobacco products, prevention of alcohol abuse and 
policies to encourage physical activity; 
(e) to promote community-based initiatives for prevention of noncommunicable 
diseases, based on a comprehensive risk-factor approach; 
(f) based on available evidence, to support the development of clinical 
guidelines for cost-effective screening, diagnosis and treatment of common 
noncommunicable diseases; 
(g) to include appropriate health promotion strategies in school health 
programmes and in programmes geared to youth. 

(3) to promote the effectiveness of secondary and tertiary prevention, including 
rehabilitation and long-term care, and to ensure that health care systems are responsive to 
chronic noncommunicable diseases and that their management is based on cost-effective 
health care interventions and equitable access; 
(4) to share their national experiences and to build the capacity at regional, national 
and community levels for the development, implementation and evaluation of 
programmes for the prevention and control of noncommunicable diseases; 

2. REQUESTS the Director-General: 
(1) to continue giving priority to the prevention and control of noncommunicable 
diseases, with special emphasis on developing countries and other deprived populations; 
(2) to ensure that the leadership provided by WHO in combating noncommunicable 
diseases and their risk factors is based on the best available evidence, and thus to 
facilitate, with international partners, capacity building and establishment of a global 
network of information systems; 
(3) to provide technical support and appropriate guidance to Member States in 
assessing their needs, developing effective health promotion programmes, adapting their 
health care systems, and addressing gender issues related to the growing epidemic of 
noncommunicable diseases; 
(4) to strengthen existing partnerships and develop new ones, notably with specialized 
natiC?nal and international nongovernmental organizations, with a view to sharing 
responsibilities for implementation of the global strategy based on each partner's 
expertise; 
(5) to coordinate, in collaboration with the international community, global 
partnerships and alliances for resource mobilization, advocacy, capacity building and 
collaborative research; 
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(6) to promote the adoption of international intersectoral policies, regulations and other 
appropriate measures that minimize the effect of the major risk factors of 
noncommunicable diseases; 
(7) to promote and initiate collaborative research on noncommunicable diseases, 
including research on behavioural determinants, and to strengthen the role of WHO 
collaborating centres in supporting implementation of the global prevention and control 
strategy; 
(8) to pursue dialogue with the pharmaceutical industry, with a view to improving 
accessibility to drugs to collectively treat major noncommunicable diseases and their 
determinants. 

The draft resolution, as amended, was approved.1 

Dr SUNDBERG (International Federation of Medical Students Associations), speaking at the 
invitation of the CHAIRMAN, acknowledged the work of WHO in the promotion of a healthy lifestyle 
and the prevention of noncommunicable diseases, a significant cause of mortality worldwide, and in 
particular the Tobacco Free Initiative. As the representative of a global federation of medical students 
working actively at international, national and local levels, he stated his firm opposition to and 
intolerance of the use of tobacco. Smoking cigarettes was an enormous threat to public health, and it 
was therefore a prominent issue on the agenda of his association. Advertising and peer pressure 
encouraged children and adolescents to start smoking. In addition, tremendous risks were associated 
with passive smoking. His association had created a network to empower youth and health 
professionals to respond to the manipulative campaigns of tobacco advertisers. Medical students had 
important roles as peer educators of youth and advocates for a tobacco-free and healthy lifestyle. The 
association represented the physicians of the future, who would be the next generation of leaders and 
of potential victims of the tobacco industry. He therefore supported the efforts of WHO and relied on 
leaders of the moment to ensure a healthy future. 

Dr MONNOT (FDI, World Dental Federation), speaking at the invitation of the CHAIRMAN, 
expressed the concern of the Federation at the situation of the oral health programme in WHO and at 
the absence of such a programme in the strategy for noncommunicable diseases. His organization, 
with its five regional bodies, represented 140 national dental associations in 125 countries - some 
two million dentists. Formal relations had been established in 1988, with a view to strengthening the 
definition and application of standards in the field of health surveillance, prevention, education and 
planning. The collaboration had substantially improved the oral health of populations, but the progress 
achieved had to be maintained, especially as oral diseases were increasing in poor countries. 
Inequalities in relation to disease were also increasing in the underprivileged categories of the 
population in industrialized countries. An independent standardized surveillance network needed to be 
developed and maintained, through the WHO global data bank on oral health which could evaluate 
health outcomes, establish objectives, assist national dental associations in the formulation of national 
health plans and identify strategies for the strengthening of the oral health system. Oral health also 
needed to be integrated in health care as a means of consolidating an intersectoral and global approach 
to health. 

He recognized WHO's need to concentrate on priority diseases, but pleaded against the quasi
suppression of activities in areas such as oral health, where pathologies constituted a considerable 
burden in underprivileged populations. High priority pathologies had to be balanced against non
priority activities. The fact that the developing countries needed to give priority to important 
pathologies was a good argument for maintaining the activities of the oral health programme, which 
operated mainly through monitoring and prevention. 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as resolution WHA53.17. 
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Dr Y ACH (Executive Director), responding to the delegate of Belgium, said that several 
longitudinal studies on the health effects of electromagnetic fields were under way, and WHO would 
provide progress reports, if requested. 

As WHO extended its activities in the area of noncommunicable diseases with the 
overwhelming support of Member States, it would be necessary to select priorities in the areas of risk 
factors and secondary and tertiary prevention. The remarks made by Member States during the current 
debate would be useful in that task. 

WHO would certainly be seeking to create "smart partnerships", as the Malaysian delegate had 
called them, not only with the private sector but also with nongovernmental organizations and within 
the United Nations system, in order to make more resources available for the fight against 
noncommunicable diseases. 

The meeting rose at 19:00. 



EIGHTH MEETING 

Saturday, 20 May 2000, at 9:00 

Chairman: Professor S.M. ALI (Bangladesh) 
later: Dr J. RASAMIZANAKA (Madagascar) 

later: Professor S.M. ALI (Bangladesh) 

1. TECHNICAL AND HEALTH MATTERS: Item 12 of the Agenda (continued) 

Strengthening health systems in developing countries: Item 12.6 of the Agenda (Document A53/9) 

Mrs WIGZELL (Sweden), speaking on behalf of the Nordic countries, said that she was 
delighted to note the increased focus on health systems, as reflected both in WHO's organizational 
structure and in the choice of topic for The world health report 2000. She commended WHO on 
developing a new framework for analysing, understanding and rationalizing health systems. Future 
challenges would be to assist decision-makers in analysing data and assessing the performance of their 
health systems, and to find ways and means of financing an appropriate, improved system. WHO 
should focus on work at country level, where its presence was needed and called for. Health systems 
were always part of each country's political and financial structure and thus could not be viewed in 
isolation, but should be judged on their impact on common goals, such as the reduction of health 
inequalities between different socioeconomic and gender groups and responding to need rather than 
being based on the ability to pay. That demanded both tenacity and patience. There were two risks: 
first, that improvements would concentrate on reforming health ministries and central structures 
without improving the delivery of services at community level, and secondly, the temptation to take 
short cuts and go for easy solutions. It was encouraging that recent global initiatives such as Roll Back 
Malaria and the Global Alliance for Vaccines and Immunization were to work through the 
strengthening of existing health systems. 

It had been more than 10 years since the Safe Motherhood Initiative had been launched in 
Nairobi, and unfortunately the expectations raised had not been fulfilled. Maternal mortality was still 
unacceptably high in many regions and countries of the world. The solution was extremely complex, 
requiring improvements in almost all parts of the health system, such as prenatal care, access to 
hospitals, safe blood transfusions, adequate drug supplies and an active reproductive health policy - it 
could not be achieved without a functioning health system in place. That meant that any investment in 
reducing maternal deaths was also an investment in health systems development. 

Mr LIU Peilong (China) congratulated the Secretariat on its report and on increasingly placing 
development of health systems at the centre of its work. In countries with similar health expenditures, 
the outcomes could be different, and health systems were often the decisive factor. 

Health systems in developing countries faced a multitude of problems, and needed guidance and 
support from WHO. China, the largest developing country, was embarking on a reform of its health 
system and was ready to work with WHO in that endeavour. He requested details of the collaboration 
with IMP and the World Bank referred to in paragraph 7 of the report. His Government had launched a 
poverty reduction policy designed to develop its most impoverished areas, and would welcome the 
opportunity of sharing its experience with WHO. China would be able to devise reasonable health 
strategies if it could be assured of adequate funding for their implementation. 

- 117-



118 FIFTY-THIRD WORLD HEALTH ASSEMBLY 

Mr AHMAD (Pakistan) commended WHO on its efforts to strengthen health systems in 
developing countries. However, local conditions had to be taken into consideration in judging progress 
made. Some countries, like Pakistan, had an almost permanent problem of providing health care to 
millions of refugees; such groups were continuously on the move and mingled easily with the local 
population. Referring to paragraphs 6 and 7 of the report, he said the burden of debt repayment was 
one of the major issues affecting his country's progress towards developing a better health system. His 
Government, in line with WHO strategy, was poised to launch a poverty alleviation programme, 
which would be independent of WHO's basic minimum need programme. He trusted that WHO would 
take such inputs into consideration in judging health sector performance. Referring to paragraph 10 of 
the report, he proposed that, in line with the Amsterdam Declaration To Stop Tuberculosis, WHO 
should initiate an international fund for tuberculosis control drugs. 

Mrs BERGER (Switzerland) also was pleased to note that WHO had made the development of 
health systems one of its top priorities. One important aspect was the multiplication of the number of 
partners involved in setting up a health system designed to meet all national needs. That raised the 
question of the respective roles and responsibilities of various partners, particularly governments, 
which should play a regulatory and supervisory role, setting standards and guaranteeing that the 
system adopted was fair and viable. In order to do that, they had to ensure that the necessary capacity 
existed at national and district levels, and perhaps even at local level. It was a major task, for which 
WHO could give countries technical support. In that context, stewardship was a particularly important 
function, and she noted that in some cases that term had been translated into French as administration 
generale, which did not properly reflect its English meaning. The term tutelle was widely used in that 
sense, and in her delegation's view was an adequate rendering. She requested clarification of the 
concept of stewardship, so as to be certain that it was understood to have the same meaning in all the 
languages used by the Health Assembly. 

Dr MONTOYA (Chile) said that health systems constituted a key aspect of health policy. As 
indicated in paragraph 3 of the report, fairness of financial contribution was vital: a prepayment 
mechanism was not sufficient, since it usually resulted in inequalities. Second, he believed that health 
was a civil right, to be guaranteed by governments: ministries of health should accordingly be given 
sufficient legal powers for that purpose. The rules governing the activities of the private sector should 
be clear, and private and public services should complement each other. The public sector needed to 
have access to cost-effective technology, and there technical support from WHO had been most useful. 
Lastly, he requested WHO to suggest appropriate frameworks and methods for evaluating health 
systems that could be adapted to the prevailing situation in each country. 

Dr GONZALEZ CARRIZO (Argentina), referring to paragraph 8 of the report, commented that 
it would be useful if the list of essential drugs were enlarged to include antiretroviral drugs. In the light 
of the successful experience of the Regional Office for the Americas and PAHO, he suggested pooling 
funds on a rotating basis, on the lines of the system used in his region for purchasing vaccines. Such a 
system enabled countries to plan their requirements and to obtain better prices. He requested that his 
views be taken into account in developing future cooperation programmes. 

Dr MATJI (South Africa), welcoming the report, said that South Africa had long realized that 
health extended far beyond the confines of the health sector and included, for example, education and 
the provision of sound basic services. Effective and efficient health systems were essential to achieve 
positive outcomes. She therefore welcomed WHO's commitment to working across clusters to 
strengthen health systems, particularly those of developing countries. 

Ms VOGEL (United States of America) pointed out that the report provided a series of 
snapshots of WHO's activities in the various areas identified in resolution WHA52.23. Without 
wishing to minimize the importance of those activities, she had the impression that WHO was engaged 
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in a broad range of efforts directed towards strengthening health systems and that had not been 
identified in document A53/9. She suggested that, in its response, WHO should describe some of those 
efforts, for example its role in harmonizing and working towards the integration of certain systems 
approaches such as the Integrated Management of Childhood Illnesses programme and the Integrated 
Programme for Community Health (INTERHEALTH). 

Dr W ANCHAI SATTA Y A WUTHIPONG (Thailand) said that in most developing countries the 
private health sector coexisted with the public sector, leading to inefficiency and fragmentation. 
Inadequate policy direction often led to inequitable access to care by different sections of the 
population, usually resulting in the exclusion of the poor and the marginalized. A round-table 
discussion had shown that, even when there was a safety net, the poor still had problems of access to 
health care. In tackling inequalities, WHO and its Member States should adopt a holistic approach, 
focusing on poverty reduction, improving income distribution and eliminating social inequalities. 
After the 1997 financial crisis in Thailand, the public purse had increasingly cushioned expenditure on 
health care because household income had been significantly reduced. In addition to providing free 
care for those on low incomes, Thailand's voluntary health care scheme had played an important role 
as a safety net for the uninsured. 

The challenge to WHO was how to support countries in their endeavours to develop an effective 
collective prepayment scheme and efficient contribution mechanisms, in order to achieve universal 
coverage. He urged the Director-General to study the impact of globalization on public health and 
health systems development, and in due course to report to the Executive Board and the Health 
Assembly on the implications of trade agreements such as that on Trade-Related Aspects of 
Intellectual Property Rights. 

Dr SADRIZADEH (Islamic Republic of Iran) observed that, although remarkable advances had 
been made, in many countries health systems had not been properly developed or were inadequate to 
meet the needs of users. Improvement would demand a high level of political commitment, increased 
awareness on the part of decision-makers and managers, and better partnership development. Health 
services needed to be accessible, acceptable, affordable and sustainable. Other problems included 
inappropriate manpower management, a shortage of basic supplies and essential drugs, a weak 
information system and an uncontrolled private sector. In recent initiatives such as those on childhood 
illnesses and malaria, WHO had emphasized the strengthening of health systems, and the same 
approach should be applied to other programmes such as the Stop Tuberculosis Initiative and 
poliomyelitis eradication. He urged WHO to launch a new initiative aimed at revitalizing health 
systems worldwide. 

In 1973 the Islamic Republic of Iran had initiated a pilot primary health care project for the 
West Azerbaijan province, which had been evaluated and then extended to the whole country in the 
early 1980s. The system had been further revised in the early 1990s to take account of socioeconomic, 
demographic and epidemiological changes in the country. Currently the primary health care system 
was accessible to 90% of the rural population and 100% of the urban population, and provided care for 
all on a fair basis. Communicable disease control programmes had been integrated into the national 
primary health care system, and programmes to control noncommunicable diseases, which had 
initially covered only hypertension, diabetes, mental health and accidents, were now being expanded. 
More than 60 000 female health volunteers were involved in health education and family planning 
activities. The main challenges of the coming years would be strengthening the referral system, 
developing partnerships, and involving the private sector in public health programmes. 

Dr KORTE (Germany) said that the German Agency for Technical Cooperation attached great 
importance to strengthening the health systems of partner countries in the developing world. It wanted 
to consolidate its cooperation with WHO and partner countries through bilateral mechanisms, so as to 
generate the greatest immediate benefits to countries most in need. It was concerned about the 
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widening divide between the public and private sectors, and believed that equitable access to health 
services was one of the greatest challenges to progress towards social harmony. 

Dr STAMPS (Zimbabwe) said that several questions raised by developing countries did not 
appear to have been answered by WHO. The report was good in parts, in that it contained observations 
about health systems that had worked, but its most glaring omission was environmental health. The 
latter had been neglected in many countries because of an obsession with expensive new drugs for 
treating diseases that could be prevented, contained or treated by environmental health activities. The 
contribution made by practitioners in that branch of health care had been underrated for too long, but 
he expected that with the support of the United States more heed would be paid to the environmental 
aspects of health systems. 

Dr PANDURANGI (Commonwealth Association for Mental Handicap and Developmental 
Disabilities), speaking at the invitation of the CHAIRMAN, drew attention to the fact that nearly 
600 000 women died of pregnancy-related complications every year and that 3.4 million infants 
perished within the first week of life. Those deaths were due to poor health, malnutrition, inadequate 
care during pregnancy and childbirth, chronic illness and unsafe abortions. His association had 
demonstrated that 30% of disabilities could be prevented through a programme to combat birth 
asphyxia, which was the main cause of death during the first 72 hours of life. 

Unity between health and social accountability was needed in order to avert such tragedies. That 
concept was in line with WHO policy for the new millennium. lts aim was to foster the provision of 
services based on people's needs through the integration of medicine, public health and the 
coordinated input of policy-makers, health managers, health professionals, academic institutions and 
communities. Sets of indicators of social accountability had to be proposed in order to identify the best 
means of improving health, equity, relevance and cost-effectiveness. Every country should consider 
how to reduce the fragmentation of health service delivery. He therefore urged the adoption of a 
resolution on unity of action among health partners to achieve social accountability for the poorest of 
the poor who had no access to health care. 

Dr GHEBREHIWET (International Council of Nurses), speaking at the invitation of the 
CHAIRMAN and on behalf of that organization, the World Medical Association and the International 
Pharmaceutical Federation, explained that the three bodies had formed an alliance to encourage and 
facilitate collaboration among health professionals and to heighten the efficiency of care given in 
developing countries. The alliance wanted ministers of health and WHO to emphasize the role of 
health professionals in the planning of care systems. Governments should participate fully in the 
eradication of poverty and, where possible, cancel debts to help countries with fewer financial 
resources. His alliance was committed to helping developing countries establish sustainable health 
care systems and maximize the benefits of debt relief. 

He urged governments to make provision for the treatment of chronic disease, which was 
becoming a growing burden on developing countries, and to counter the increasingly aggressive 
marketing efforts of the tobacco industry by endorsing and implementing the framework convention 
on tobacco control. 

Dr FRENK (Executive Director) thanked delegates for their contributions and agreed that work 
on health systems had to take account of local conditions in countries. 

In reply to ·the point raised by the Swiss delegate, he explained that stewardship was one of the 
most crucial functions of health ministries and comprised three main elements. First, ministries had to 
determine a strategy for the health system; secondly, they had to establish the rules of the game; and 
thirdly they had to evaluate the performance of the different parts of the health system and provide 
basic data enabling all players to take informed decisions. He agreed that closer coordination was 
required between the Organization's work on health systems and separate programmes for specific 
diseases, risk factors or population groups. Mechanisms for that purpose had been developed both at 
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headquarters and in the regional offices, and The world health report 2000 offered a conceptual 
framework within which many specific programmes could be structured and linked together more 
coherently. 

Responding to the comments of the delegate of Thailand relating to the need to assess the 
impact of globalization on health systems, he said that WHO was engaged in an analysis of the 
repercussions of globalization on certain aspects of the pharmaceutical industry, on health 
professionals, and on health insurance, and would be pleased to make its findings available. 

Lastly, he fully agreed with the observation of the delegate of Zimbabwe about the importance 
of environmental health, but pointed out that the definition of the health system which had been 
adopted in the report in question was extremely wide and could be assumed to include environmental 
health aspects. In defining health action as a nexus of activities primarily designed to improve health, 
it was understood that environmental health had a crucial role. Indeed, the health systems which 
performed well were those which had struck the right balance between environmental health and 
personal health. 

The Board noted the report. 

(For resumption of discussion, see section 3.) 

2. SECOND REPORT OF COMMITTEE A (Document A53/41) 

Dr RASAMIZANAKA (Madagascar), Rapporteur, read out the second draft report of 
Committee A. 

Mr YANG Xiaokun (China) drew attention to the fact that when the Committee had discussed 
the resolution on a framework convention on tobacco control the Chinese language version of the text 
had not been available. With respect to subparagraph 4( 4) of that resolution, his delegation's view 
with regard to the criteria governing the extended participation of nongovernmental organizations in 
the negotiations as observers was that the relevant provisions of both the OECD and WHO should be 
respected. 

The report was adopted! 

3. TECHNICAL AND HEALTH MATTERS: Item 12 of the Agenda (resumed from section 1) 

Cloning in human health: Item 12.4 of the Agenda (Document A53/15) 

Dr JIMENEZ DE LA JARA (representative of the Executive Board) reported that the Board had 
noted that in December 1999 an informal consultative meeting had been held in Geneva to propose 
new strategies for WHO in cloning and other closely related fields. It had recognized the importance 
of genetics, cloning, biotechnology and the broader field of bioethics and suggested that WHO should 
be more active in those areas. The view had been expressed that its activities in such a rapidly 
evolving field should be carefully organized and fully transparent. 

1 See page 239. 
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Professor GIRARD (France) remarked that the issue of bioethics had not been taken up until the 
last day of the Health Assembly, when some delegations had already left Geneva, with a mere 
half-hour for discussion. WHO had never been in the forefront on the issue, for which some felt it was 
to blame. The report was certainly a step in the right direction, although only a small one. Bioethics 
could be defined as the sum total of the positions taken by any given society at any given time on the 
issues confronting humankind as a result of biological developments. It did not concern only the 
problems posed by the latest technologies: it was involved, for instance, in the protection of the rights 
of patients and in palliative medicine. It concerned society as a whole, and not only scientists and 
experts. 

Bioethical considerations were relevant to countries of the South as well as those of the North, 
and WHO should be a forum for the discussion of such issues: he suggested that a permanent, 
independent unit should be created within WHO to provide such a forum. WHO should also reassess 
its relations with other intergovernmental organizations in that regard, in order to ensure that its role 
was recognized. 

Professor KOLBEL (Czech Republic) pointed out that, despite the positive aspects to genome 
analysis, cloning and bioengineering, there was also a considerable risk of abuse. He suggested that 
the documentation for the Fifty-fourth World Health Assembly should include a paper on the potential 
misuse of cloning and molecular biology and on the legal measures needed for preventing such abuse. 

Professor AKIN (Turkey), welcoming the Director-General's report, said that she understood 
that WHO intended to conduct a series of strategic activities on cloning and related issues within the 
framework of bioethics. She supported that initiative. WHO should continue to monitor, assess and 
clarify, in consultation with other international organizations, governments and professional and 
scientific bodies, the ethical, scientific and social implications of cloning for human health. She asked 
for further information on the issue at the following Health Assembly. 

Mr VAN ETTEN (Netherlands) said that, although for some years WHO had been involved in 
discussions on the ethical aspects of developments in biotechnology, genetics and cloning, it had 
played almost no part in international work on bioethical issues generally. He suggested that the 
Organization should broaden its approach rather than focus specifically on cloning. 

He welcomed the Director-General's proposal for a series of strategic activities in bioethics. 
Important areas to be covered would include not only genetics, biotechnology, human cloning and the 
use of human subjects in medical research, but also resource allocation in areas of inequity such as 
access to health care and to drugs. WHO should strengthen its expertise and capacity in those areas. 

Dr VIOLAKI-PARASKEVA (Greece) also regretted that WHO did not play a more prominent 
role in bioethics at international level. Developments in biotechnology were creating bioethical 
problems faster than solutions could be found to them, and the world was looking to WHO for a lead 
and guidance. It should collaborate with other international organizations that had done work in the 
field, such as UNESCO and the Council of Europe, in order to provide a speedier response. 

Dr W ANCHAI SATTA Y A WUTHIPONG (Thailand), referring to the conclusion by the Fiftieth 
World Health Assembly that the use of cloning for human reproduction was ethically unacceptable,' 
commended the report. He endorsed the policy on the matter outlined at the Fifty-second World 
Health Assembly. whereby WHO would establish a genetic resource centre within the Organization, 
support Member States in establishing the necessary legal measures for prohibiting human cloning for 
reproductive purposes, and play a leading role in the international standardization of guidelines on 
genetic research and applications. 

1 Resolution WHA50.37. 
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In his country, human cloning had been declared ethically unacceptable. He welcomed WHO's 
decision to extend its vision beyond cloning and to undertake a series of strategic activities on 
bioethics. He too looked forward to the report at the following year's Health Assembly, and urged 
WHO to expedite its activities in bioethics, notably by allocating funding for research. 

Ms ELOVAINIO (Finland) stressed the importance of continuous international dialogue on 
bioethical issues, and endorsed the comments made by France. 

Dr LARIVIERE (Canada) supported the Director-General's view that WHO should extend its 
involvement in the field of ethics in health beyond its current focus on cloning. WHO needed to clarify 
its position and he suggested the setting up of an informal think-tank. He looked forward to hearing 
concrete proposals at the following year's Health Assembly. In the meantime, WHO could help 
Member States to establish national ethics committees by providing models and by identifying 
national experts who could serve as advisers. 

Dr TRIERS (Belgium) endorsed France's comments on the role of WHO in the field of 
bioethics, and supported the proposal for setting up a think-tank and a special unit within WHO. The 
think-tank was necessary because it would be difficult to reach international consensus on the issue. 

Dr NOVOTNY (United States of America) welcomed the idea of a series of strategic activities. 
Although the report was somewhat vague as to what those activities would be, WHO was in a good 
position to exert leadership and to provide technical support for Member States. Budgetary 
implications would be an important consideration, and he hoped there would be an opportunity to 
discuss details of the strategy at the forthcoming session of the Executive Board. He was confident 
that WHO would emerge with an important role to play in issues of medical ethics and in issues of 
bioethics related to genetic research and therapy. 

Dr KHAZAL (United Arab Emirates) emphasized the importance of the social dimensions of 
developments in biotechnology and genetics, and endorsed the comments made by France and the 
Czech Republic. 

Mr DEBRUS (Germany) said that, in the light of the great importance of all cloning-related 
issues, WHO should work in close consultation with Member States and follow a gradual approach. 
He regretted that, because WHO's invitation had not been received in time, the expert proposed by his 
country had been unable to attend the consultative meeting held in December 1999. Terms of 
reference should be comprehensively discussed within the context of a draft guideline on the ethical 
aspects of cloning, and consideration should be given to whether other aspects should also be 
addressed. A step-by-step approach would assure adequate time for an in-depth discussion of all 
issues. 

Mr W.-K. MOON (Republic of Korea) expressed support for a continuing advisory role for 
WHO in the development of principles and guidelines on the ethical, scientific, social, and legal 
aspects of human cloning, and in providing guidance on cloning technology. In Korea, biotechnology 
and genetics were advancing rapidly, giving rise to concern over safety and ethical considerations. In 
compliance with resolution WHA51.1 0, his Government had prohibited human cloning and had 
established a research group to develop measures to ensure that safety and ethics were respected in the 
areas of food, drugs, treatment of genes and management of modified organisms. Legislation 
governing the use of cloning in human health was soon to be enacted in his country. 

Dr WAHEED (Maldives) agreed that the great potential of biotechnology and genetics for 
human health had to be balanced by bioethical considerations. WHO should actively foster 
international dialogue on the issue, and make the outcomes available to future Health Assemblies. 
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Dr LEVENTHAL (Israel), congratulating the Director-General on the report, noted that in 1999 
the Israeli Parliament had enacted a law banning the cloning of human beings and the genetic 
modification of reproductive cells. The law imposed a moratorium of five years during which certain 
types of genetic intervention could not be performed on human beings. The advisory committee 
appointed by the Israeli Ministry of Health had welcomed the draft international guidelines developed 
by WHO and had suggested that they incorporate the basic principles of medical ethics, namely 
confidentiality, autonomy, equity in access to care and increased public information. He supported 
France's proposal for a special unit, and urged its creation as soon as possible. 

Dr STAMPS (Zimbabwe) said that developing countries were also very concerned about 
bioethics, and that, although cloning was not an issue, the possibility that Africa might be used as a 
laboratory for experiments on human beings gave rise to concern. His delegation too supported 
France's proposal. 

Mrs BERGER (Switzerland) joined in supporting the proposal. Since the questions involved 
were complicated, delicate and touched on fundamental values, it was important that an organization 
such as WHO should discuss them in depth. Collaboration with other international institutions on 
points of common interest should also be ensured. 

Dr CEBALLOS (Dominican Republic) said that his country approached bioethics not from a 
scientific and technical standpoint but rather from the question of how to ensure that the medical 
profession respected the human rights of patients. A national bioethics committee had been set up in 
order to guarantee high-quality care for all. He welcomed WHO's involvement and endorsed the idea 
of a study group, which would enable countries from both the developed and the developing world to 
share experiences. 

Mr LIU Peilong (China) said that his delegation was also in favour of a permanent task force or 
study group on bioethics. If one were to be set up, he hoped it would attract the widest possible 
participation by developing countries, and that its work would not be limited to highly technical 
ISSUeS. 

Dr JURADO BALLARES (Ecuador) endorsed the views expressed by the delegate of the 
Dominican Republic. 

Professor BRYANT (CIOMS), speaking at the invitation of the CHAIRMAN, said that CIOMS 
was ready to work with WHO in developing and implementing strategic activities in bioethics. The 
Council had a long record of initiating and supporting programmes in that area: for instance, it was 
currently updating the 1993 International ethical guidelines for biomedical research involving human 
subjects, and was working with WHO to help build the capacity of developing countries to establish 
ethical review committees for the application of those guidelines, as well as with health authorities and 
industry to promote safe and ethical marketing of medical products over the Internet. 

Dr KHA Y AT (Regional Office for the Eastern Mediterranean) said that the Regional Office had 
since the early 1980s held a series of meetings on bioethical issues in collaboration with the Islamic 
Organization of Medical Sciences and with the participation of CIOMS. It was important to discuss 
bioethical issues ·globally in order to ensure interaction between different cultures, and he therefore 
endorsed the French delegate's proposal. 

Dr FRENK (Executive Director) thanked delegates for their comments, especially regarding the 
need for renewed emphasis on the subject of bioethics. Some activities were already under way: thus, 
studies were being carried out at headquarters on the ethical aspects both of allocation of resources by 
health systems and of research into human subjects. The clusters on Evidence and information for 
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policy and Noncommunicable diseases and mental health were jointly reviewing the medical, social 
and ethical implications of scientific and technological issues in genetics and were identifying 
priorities for future work in that area. The Organization was cooperating closely with Member States 
in the Global Forum for Bioethics in Research. In reply to the point raised by Canada, a global summit 
of national bioethics committees would be held in London in September 2000, with WHO acting as 
Secretariat. He agreed that there was need to consider whether it would be to WHO's advantage to 
develop an approach that would complement the valuable work done by other intergovernmental 
organizations, notably UNESCO, on the subject. 

Health promotion: Item 12.13 of the Agenda (Document A53/16) 

Dr JIMENEZ DE LA JARA (representative of the Executive Board) said that members of the 
Board had acknowledged the importance of health promotion, particularly in developing countries, 
and had welcomed its inclusion in WHO programmes. The Board had highlighted the need to 
strengthen the evidence base and to develop methods for obtaining measurable results. It had noted 
that progress in health promotion required infrastructure development and trained human resources 
capable of managing programmes and fostering community involvement, and had emphasized the 
importance of training. The Board had noted a reluctance on the part of the health sector to apply 
strategies that had proved effective in other areas. 

It had been pointed out that complementary approaches and interventions throughout life could 
reinforce each other and address questions of equity and access to quality care at every stage. 
Concerns regarding the most beneficial age to invest in health promotion had been noted, and the Fifth 
Global Conference on Health Promotion had been highlighted as offering an occasion for potential 
progress, particularly in the development of indicators and tools for evaluating health promotion. 

Ms PAULINO (Philippines) said that her delegation believed that health promotion was 
primarily about providing authoritative data and information to the public so that it could make 
informed choices. Although health care systems did their best to make services available, affordable 
and effective, their contribution to health was greater when they were equitably accessed and used in a 
rational way. In her country health promotion focused on healthy lifestyles, a healthy environment, 
and patient education. She urged WHO to continue to exercise technical leadership in that field. 

Mr SHEM (Vanuatu) said that unfortunately the role of health promotion was still not fully 
understood by ministries of health in the Pacific region, with the result that few international 
declarations and agreements on the subject were being endorsed. Vanuatu would appreciate WHO 
assistance in reviewing the health promotion situation in countries of the Pacific. 

Dr Rasamizanaka took the Chair. 

Dr OTTO (Palau) recalled that the Pacific island nations had recently adopted the Healthy 
Islands Initiative as a framework for their health policies. His delegation was grateful to the Regional 
Office for the Western Pacific for its assistance in that initiative, which constituted a powerful health 
strategy. 

Resolution WHA51.12 had requested the Director-General to give health promotion top priority 
in WHO. However, under the new organizational structure it had been combined with 
noncommunicable disease prevention and surveillance within the cluster of Noncommunicable 
diseases and mental health, which he believed ran counter to that request. The brevity of the report on 
health promotion was also inconsistent with the importance attached to it by the resolution, and the 
placing of the item at the end of the Assembly's agenda meant that it was likely to be given only scant 
attention owing to time constraints. That would seem to mirror the widespread attitude that health 
promotion efforts, although worthy, did not have priority where funding was concerned: in practically 
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every country in the world, the relative spending was only some US$ 1 0 on prevention, as compared 
with some US$ 90 on cure. 

Although health action was defined as any effort aimed primarily at improving people's health, 
nowhere in the Assembly's discussions had the empowering of individuals or communities to take 
control of their health and the provision of supportive environments been considered as part of the 
total equation. His delegation fully endorsed the Director-General's conclusion in paragraph 10 of the 
report (document A53/16) that health promotion might need to be redirected. He urged WHO to 
review its response to resolution WHA51.12, particularly with respect to paragraph 4(3 ). 

Professor Ali resumed the Chair. 

Professor AHSAN ULAH (Bangladesh) said that Bangladesh, the ninth most populous country 
in the world, had recently achieved significant progress in improving the health of its people through 
control and prevention of communicable diseases, development of health manpower and improved 
managerial training. The Government had launched several health programmes based on a cross-sector 
approach, focusing increasingly on behavioural change. 

In the area of health promotion, priority had been accorded to creating supportive environments, 
strengthening community action, developing personal skills and reorienting health services. WHO was 
providing Bangladesh with technical support for health promotion, and financial assistance was being 
supplied by international donor agencies. He looked forward to further cooperation from such 
agencies. 

Dr TEMU (Papua New Guinea) expressed appreciation of WHO's support for national and local 
governments in implementing health promotion programmes. With help from the Regional Office for 
the Western Pacific, Papua New Guinea had developed a national plan in the context of the Healthy 
Islands Initiative which had helped to bridge the equity gap by involving key stakeholders, both 
individuals and communities, in efforts to achieve positive health outcomes previously seen as the 
responsibility of the health sector alone. The health promotion programme for schools, run by the 
Ministry of Education, had opened up many opportunities for collaboration which the health sector 
had never thought of before. The identification of such opportunities, with the enthusiastic 
involvement of local authorities, had been one of the most exciting developments in health sector 
planning. 

The proposed establishment of a global alliance for health promotion was a move in the right 
direction and would no doubt facilitate efforts at country level. In the same way, the Pacific Healthy 
Islands Initiative was an approach that, if managed well, could act as a vehicle for the forging of 
national and local partnerships and the sharing of responsibility in health promotion efforts. 

Mrs SUCHADA SAKORNSA TIAN (Thailand) stressed that public policy decisions could have 
either positive or negative consequences for human health. Thus, approval of an industrial project 
should be conditional on an independent external assessment of its impact on health and on the 
environment. Her Government had recently decided to increase spending on health promotion by 
setting up a fund financed by a tax on tobacco and alcohol. A mobilization campaign had been 
launched, whose activities included support for research, sponsorship of sports and cultural events, and 
the banning of direct advertising of tobacco. Other measures had included subsidies for health
promoting goods and services. The ban on tobacco advertising had led to a steady decline in smoking 
over the previous· 10 years, and cinema and television personalities, who were often role models for 
teenagers, had responded positively to the Ministry of Public Health's request that they should not 
smoke on screen. The Government needed to increase its regulatory powers and to provide 
information for the public in order to counter exaggerated claims about the virtues of health foods and 
dieting. 
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Ms AYLWARD (Ireland) noted from the report that WHO was preparing frameworks to guide 
the collection of baseline information and was developing tools to guide the evaluation of processes 
and outcomes. An evidence base was crucial if ministries of health and the political and social 
community were to be convinced of the value of investment in health promotion. Ireland therefore 
looked forward to the outcome of WHO's work in that regard and was pleased to support the 
forthcoming Mexico Conference. It also welcomed the emphasis placed on the extension of health 
promotion strategies across the lifespan, and believed that strengthening of community action was 
important to enable people to gain power over their lives. Health promotion should work with, rather 
than for, communities. 

Dr LEVENTHAL (Israel), speaking on a point of order, proposed that because of time 
constraints, further discussion of this important topic should be deferred to a subsequent session of the 
Health Assembly. 

Dr MBAIONG (Chad) endorsed the proposal. 

The CHAIRMAN took it that the Committee agreed to adjourn the discussion and to have the 
subject considered at the Fifty-fourth World Health Assembly in May 2001. 

It was so agreed. 

(For discussion of technical cooperation among developing countries, see summary record of 
Committee B, fourth meeting, section 4; page 168.) 

4. CLOSURE 

After the customary exchange of courtesies, the CHAIRMAN declared the work of the 
Committee completed. 

The meeting rose at 11 :35. 





COMMITTEEB 

FIRST MEETING 

Wednesday, 17 May 2000, at 14:30 

Chairman: Dr K. KARAM (Lebanon) 

1. ELECTION OF VICE-CHAIRMEN AND RAPPORTEUR: Item 13 of the Agenda 
(Document A53/32) 

The CHAIRMAN expressed gratitude for his election and welcomed those present. He then 
drew attention to the third report of the Committee on Nominations (document A53/32), in which 
Miss F.-Z. Chaleb (Algeria) and Mr L. Rokovada (Fiji) were nominated for the offices of Vice
Chairmen of Committee B and Dr Suwit Wibulpolprasert (Thailand) for that of Rapporteur. 1 

Decision: Committee B elected Miss F.-Z. Chaleb (Algeria) and Mr L. Rokovada (Fiji) as Vice
Chairmen and Dr Suwit Wibulpolprasert (Thailand) as Rapporteur? 

2. ORGANIZATION OF WORK 

The CHAIRMAN suggested that the normal working hours be from 9:00 to 12:30 and from 
14:30 to 17:30, including Saturday, 20 May 2000, if necessary. 

It was so agreed. 

3. MANAGEMENT AND FINANCIAL MATTERS: Item 14 ofthe Agenda 

Financial matters: Item 14.1 ofthe Agenda 

• Status of collection of assessed contributions, including Members in arrears in the 
payment of their contributions to an extent that would justify invoking Article 7 of the 
Constitution (Document A53/28) 

Professor GIRARD (representative of the Executive Board) summarized the discussion that had 
taken place in the course of consideration of a report by the Director-General.3 While the Board had 
noted with satisfaction that the rate of collection for 1999 had been the highest since 1985, it had none 
the less expressed concern about the increase in the amounts due for previous years, which had risen 

1 See page 237. 

2 Decision WHA53(4). 

3 Document EB105/22. 
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from US$ 61 million in 1995 to US$ 92 million in 1999. The amount of contributions in arrears that 
would justify invoking Article 7 of the Constitution had also increased by US$ 7 million to a total of 
nearly US$ 87 million; 23 Member States had lost their right to vote, and two others were in danger of 
losing it at the current Health Assembly. However, the Board had been encouraged by the fact that 
some 25 countries had already paid their contributions for the year 2000. In reply to a point raised by 
several Member States, the Secretariat had stated that the question of whether payment of 
contributions in local currency might help to reduce the amount of arrears would be taken up in 
connection with the proposed revision of the Financial Regulations. In response to a request that 
WHO's experience in the collection of assessed contributions should be compared with that of other 
United Nations organizations, it had been pointed out that over the past three years WHO's collection 
rate had been in line with the average for the rest of the United Nations system. The Board had 
expressed its concern at the increase in arrears and its hope that every effort would be made to 
improve the situation to the extent possible. 

Professor ZELTNER (Chairman, Administration, Budget and Finance Committee) drew 
attention to the report of the Administration, Budget and Finance Committee (ABFC) (document 
A53/28). By the end of April 2000, 53.3% of the assessments due had been collected, which was the 
highest rate of collection ever for that period of the year, and since then contributions collected for the 
current year had increased by a further 0.2%. Unpaid arrears for prior years had amounted to 
US$ 157 million, but as a result of payments made since 30 April that total had been reduced by 
US$ 8 million. The number of Member States in arrears to an extent that would justify invoking 
Article 7 of the Constitution had risen between April 1999 and April 2000 from 30 to 31. He drew 
attention to a draft resolution contained in Annex 2 of the report, whereby the voting rights of 
Equatorial Guinea would be restored subject to the receipt of US$ 151 254 before the current Health 
Assembly and a rescheduling of the remaining arrears over two years. The Committee had noted that 
following a payment by Guinea received on 15 May 2000, suspension of voting privileges under 
resolution WHA52.4 would not now take place. It had further noted that as of 30 April 2000 Belarus, 
Djibouti, Grenada, Nauru, Nigeria and Venezuela had been in arrears for an amount exceeding that 
due for the two previous years, but that, following a payment of US$ 3 million in May 2000, 
Venezuela was no longer subject to withdrawal of voting rights under Article 7 of the Constitution at 
the present Health Assembly. It recommended that unless there were exceptional circumstances the 
Health Assembly should decide that the voting privileges of the other countries should be suspended 
as from the opening ofthe Fifty-fourth World Health Assembly in 2001. 

Ms WILD (Financial services) said that the Secretariat had been informed that a member of the 
delegation of Equatorial Guinea was due to arrive that morning in Geneva with the payment, but at the 
time that payment had not been received. 

Dr SHANGULA (Namibia) said he was pleased to note the significant improvement in the rate 
of collection, but was concerned that there had been no decrease in arrears and that in fact the number 
of Member States subject to the provisions of Article 7 of the Constitution had been increasing over 
time. That situation obviously affected the Organization's ability to address major health challenges. 
He welcomed the fact that some Member States had availed themselves of the special arrangements 
agreed upon at previous Health Assemblies to settle their arrears; that was an option that was worth 
considering in the future. He called on the Director-General actively to pursue collection of 
contributions so as not to compromise the effectiveness of the Organization. 

Mr BARTEE (Liberia) said he was pleased to announce that a payment of US$ 50 000 towards 
his country's arrears had now been made, and that the balance of some US$ 30 000 would be paid 
within 90 days. He appealed to the Committee to reconsider the suspension of Liberia's voting 
privileges. 
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Mrs KERN (Executive Director) said that the Director-General had indeed been actively 
pursuing the collection of contributions over the past 12 to 18 months, with very good results. She 
welcomed the statement by the Liberian delegate. 

The CHAIRMAN invited the Committee to consider the draft resolution recommended by the 
Administration, Budget and Finance Committee contained in paragraph 8 of document A53/28. 

Dr DRAME (Guinea) proposed that the third preambular paragraph of the draft resolution 
should be amended in the light of the fact that Guinea had now made a payment towards the settlement 
of its arrears. 

Mr SATOULOU-MALEYO (Central African Republic) asked at what point Article 7 became 
applicable. His country had already made a payment of US$ 16 500 to WHO, and was ready to 
negotiate a rescheduling of its remaining arrears during the current Health Assembly. 

Mr TOPPING (Legal Counsel) said that Guinea's voting rights had automatically been restored 
when its payment had been received. 

In the case of Liberia, he pointed out that any decision by the Health Assembly to withdraw 
voting privileges was without prejudice to the rights of any Member State to request restoration of 
those privileges in accordance with Article 7 of the Constitution. The Fifty-second World Health 
Assembly had adopted a resolution providing for the restoration of Liberia's privileges in return for a 
rescheduling of arrears, consisting of an initial payment with the balance to be paid over' the years up 
to 2003, but providing also that they would automatically be suspended once again if Liberia did not 
meet the requirements laid down in the resolution. If the Health Assembly wished to take up the issue, 
a further resolution would have to be adopted, deciding to reschedule Liberia's arrears again and to 
restore its voting privileges. If Liberia wished to pursue the matter, it should be on the basis of a 
written proposal. 

The CHAIRMAN said he took it that it was the wish of the Committee that consideration of the 
draft resolution to be deferred. 

It was so agreed. 

(For continuation, see summary record of the fifth meeting, section 5; page 186.) 

• Financial report on the accounts of WHO for the financial period 1998-1999, report of 
the External Auditor, and comments thereon made on behalf of the Executive Board; 
report of the Internal Auditor (Documents A53/17, A53/17 Add.1, A53/18 and A53/19) 

Mrs KERN (Executive Director), introducing the report (documents A53/17 and A53/17 
Add.l), said that it represented an initial response to the Health Assembly's request for improved 
transparency and accountability. It was shorter than the previous report, and incorporated many 
changes in presentation which she trusted would make it easier to read and understand. 

The financial report was an important part of an ongoing managerial reform process, which the 
Director-General had begun immediately after taking office in July 1998 and which was designed to 
improve the management, accountability and effectiveness of the budgeting and financial system in 
accordance with the best managerial practices. Feedback from Members on the content and 
presentation of the report would be welcomed. 

The structure of the financial report for 1998-1999 had to reflect implementation of the 
programme budget adopted in 1997, and hence was not able to demonstrate fully the changes made 
after the Director-General had taken office. Some changes, however, were already evident, such as the 
revised presentation of the casual income account and the reallocation of US$ 6 million of the regular 
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budget from administration to priority health areas. A further change was the setting up of the Special 
Account for the WHO Renewal Fund, under which voluntary funds were used to finance specific 
changes and reforms, and another was the mechanism used to invest in efficiencies and priority 
setting, namely a programme of mutually c.greed separation, financed from the terminal payments 
account. That account did not affect programme areas, so that it had been possible to effect the 
efficiencies without having to draw on any of the programme funds per se. 

Further changes would include modernization of the structure of the Voluntary Fund for Health 
Promotion, as well as much clearer links between budget and financial reporting related specifically to 
programme activities. 

Ms WILD (Financial services), outlining some of the key points of the report, said that 
compared with the previous biennium, total income had increased by 13%, while the regular budget 
for 1998-1999 remained at the same level; extrabudgetary resources had increased significantly, by 
42%. 

US$ 25 million of the approved effective working budget of US$ 842 million had not been 
implemented, because in order to do so it would have been necessary to increase borrowing by 
US$ 25 million and management had considered that that would not be prudent given the prospects for 
payment of certain assessed contributions. When that amount was eventually paid, it would be credited 
to casual income or to miscellaneous income. 

Total income received by the Voluntary Fund for Health Promotion had amounted to 
US$ 650 million, an increase of US$ 200 million over the previous biennium. Expenditure in the 
Fund, US$ 562 million, had not increased in line with the increase in income because much of that 
income had been received late in 1999, resulting in a balance as at 31 December 1999 of 
US$ 275 million. 

Regular budget unliquidated obligations had decreased from US$ 96 million at the end of 1995 
to US$ 83 million at the end of 1997, and had been further reduced to US$ 78 million by 31 December 
1999. That represented an overall reduction in unliquidated obligations of 19% over the past two 
bienniums, while the level of the regular budget had remained static over the same period. On the 
other hand, unliquidated obligations for the Voluntary Fund for Health Promotion showed an increase 
from US$ 52 million to US$ 74 million. There had been no gain in the overall resources available to 
the Organization as a result of savings on unliquidated obligations: savings on the regular budget had 
been returned to casual income and savings on extrabudgetary funds had been returned to those funds. 

The established level of the Working Capital Fund was shown at its authorized level of 
US$ 31 million. At the start, as well as at the end, of each of the past two bienniums the Fund had 
been fully drawn down to support the implementation of the regular budget, pending the receipt of 
Members' assessed contributions. While some repayments had been made into the Fund during both 
of those bienniums, it had subsequently been necessary to withdraw the available balance to support 
implementation of the regular budget. On 1 January 1996, internal borrowing had stood at 
US$ 178.1 million, but by the end of 1999 it had been reduced to US$ 63.1 million. 

From a financial overview perspective, the Organization was moving in the right direction. The 
levels of internal borrowing and arrears of assessed contributions were falling; the rate of collection of 
assessed contributions was improving; the amount of regular budget unliquidated obligations was 
falling; and the proportion of the regular budget implemented was increasing. 

Mr FAKIE_ (External Auditor) introduced his report on WHO's accounts for the 1998-1999 
biennium (document A53/17). He said that, although he had issued an unqualified audit opinion, he 
believed that some areas required further attention to improve the management and efficiency of the 
Organization. Although collection of assessed contributions had improved, there was still a tendency 
towards late payment, and Members should be alert to the potential effects of that practice. Many 
country offices were taking steps to develop and implement improved systems and procedures, but 
showing little coordination on aspects that lent themselves to transversal solutions. In respect of 
treasury and cash management, the report highlighted three areas - risk management, high-level 
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controls and low-level operational controls -where cost savings could be made. A follow-up audit of 
the general controls in the computerized environment revealed that, although some action had been 
taken, most of the weaknesses identified had not yet been fully dealt with. Some of the audit's findings 
were likely to warrant attention over more than one biennium. 

Mr LANGFORD (Internal Auditor), introducing his report (document A53/19), submitted to the 
Health Assembly by the Director-General without change, said that it summarized the significant audit 
issues reported by the Office of Internal Audit and Oversight during 1999. The format and content of 
the report were consistent with those of the previous year, with one notable exception: summaries of 
the audit observations from the regional and country offices had been annexed to simplify the 
document and to provide increased scope for discussion. The mandate of his office had now been 
written into the Organization's Financial Rules and was sufficiently broad to allow it access to all 
systems, processes, functions, personnel and activities within WHO. 

Highlighting the salient issues, he said that the objectives and approach of his work during 1999 
had not changed from the previous year, when he had placed emphasis and priority on evaluative audit 
work relating to operational, managerial and value-for-money issues, and he was satisfied that WHO's 
overall system of internal control was adequate. However, his work had disclosed several areas where 
action was required to strengthen efficiency, effectiveness and accountability. Under his oversight 
mandate, several investigations had been conducted into alleged irregular activities, and, although no 
major fraud had been identified, the various cases taken together demonstrated the need for continued 
vigilance to prevent such irregularities. 

Professor ZELTNER (Chairman, Administration, Budget and Finance Committee) drew 
attention to the ABFC report (document A53/18), and particularly to paragraphs 10, 11, 12 and 13. 

Ms KOPPERS (Netherlands) congratulated WHO on its financial report, which was indeed 
more transparent, and said that she looked forward to the further changes that had been promised. 
Unfortunately, the late arrival of the document had left little time for study. She was pleased that the 
arrears situation had improved, but was nevertheless still concerned about both arrears and frequent 
late payments because they made it necessary for the Organization to borrow internally. She 
welcomed the proposed review of human resources management policy to be submitted to the 
Executive Board at its 1 07th session in January 2001. 

She asked for clarification as to why the strategic objectives and targets that had been 
formulated in the programme and budget for the last biennium did not seem to appear in the financial 
accounting. Referring to document A53/17 Add.1, she wondered whether the new strategic budgeting 
system would allow a more transparent presentation of extrabudgetary funding per donor. 

Mrs MONDORF (Germany) stressed that Members needed sufficient time to consider the 
financial report and audited financial statements. She was therefore pleased that it had been agreed that 
thereafter they would be provided at least three weeks in advance. 

Mr CREGAN (Ireland) expressed his appreciation for the various reports, which were 
comprehensive both in breadth and depth of coverage. He realized that the Committee's report had 
been produced in less than optimum conditions and stressed how important it was for information to 
be made available in a timely way, so that the Executive Board and its oversight committees could 
focus on the strategic and financial issues facing the Organization. He noted the Committee's view 
that the financial affairs of the Organization seemed to be evolving in the right direction. 

He welcomed the greater transparency of the financial report, and was also encouraged by the 
increase in extrabudgetary resources and the expectation that that trend would continue. The Executive 
Board's endorsement of WHO policy guidelines on resource mobilization at its 105th session would 
have a positive impact in terms of not only budgetary management but also enhanced financial 
reporting and accountability. 
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Ms PERLIN (Canada) welcomed the new presentation of the financial report, which was now 
easier to read, clearer and more transparent. She looked forward to the next report, in which there 
would be direct cross-referencing between the programme budget and the financial accounts, and a 
corresponding linkage between management structure and programmes. That would contribute to a 
better understanding of the objectives and achievements of the Organization and a greater appreciation 
of the extent and cost of WHO's work. 

She commended the report of the External Auditor for its thoroughness and timely identification 
of areas for improvement, and endorsed the request of the Audit Committee of the Executive Board 
for a tabular inventory of recommendations for easier monitoring of their follow-up. The positive 
trends shown in the rate of collection, reduced internal borrowing and unliquidated obligations were 
encouraging, but the level of arrears remained disturbingly high and the number of countries that had 
lost their voting privileges was a matter for regret. In the area of programme implementation, 
monitoring and evaluation, the Director-General and her staff were to be lauded for the progress made 
in strategic programme budgeting, by focusing on clear objectives, indicators and results. That 
approach was essential in order to provide evidence of good value for money through improved 
priority setting, choosing the right activities and effective delivery of programmes. It would imply 
significant changes in programme planning, budgeting and financial systems, and Canada fully 
supported the efforts made to bring those changes about for the next biennium. The new system should 
make it possible to deal more effectively with the issue of unliquidated obligations, which was also a 
matter of concern to her delegation. 

Mr PROSEN (United States of America) said that he was particularly impressed by the new 
format of the financial report which was now far easier to understand and allowed the reader to form a 
clearer picture of the financial situation of WHO. He welcomed the findings of the External Auditor 
and trusted that every effort would be made to act on them. His delegation noted with appreciation that 
the Director-General was beginning to implement the new performance-based budgeting system, and 
urged WHO to continue to build confidence in the new system by ensuring demonstrable outcomes in 
the most important programme areas. It was also important for WHO to put in place the "sunset" 
policy, whereby all programmes were reviewed for continuing relevance. 

His delegation had noted the External Auditor's recommendation that the mandate, composition 
and applicable conditions of the Advisory Investment Committee should be reviewed, so that its duties 
and responsibilities could be more clearly defined. It had also noted that the External Auditor had 
found weaknesses in general computer control and urged that special attention be paid to the 
development of information technology services and control systems. Rationalizing the financial and 
administrative control system, integrating computer systems, producing effective and accurate control 
mechanisms, and realizing cost efficiency should be top priorities for WHO. 

Mr WARRINGTON (United Kingdom of Great Britain and Northern Ireland), congratulating 
the Director-General on yet another unqualified audit opinion, said that his delegation regarded the 
report and its annex as a transition document. He welcomed the shorter, clearer format, but the 
document itself was only a first step. His country had consistently supported the concept of strategic 
budgeting, which implied a new way of approaching financial issues. In the past, the focus had been 
almost entirely on setting budget levels and allocating money to individual programmes, but in future 
it would be necessary to spend more time considering whether WHO had achieved the outcomes 
agreed upon at t~e beginning of the biennium. Although the documents required for that purpose 
would be very different from those in front of the Committee, he was confident that they would be 
produced when the time came. 

Noting that US$ 25 million worth of vital programme activities had not been implemented 
because of late payments, he endorsed the Director-General's comments on the need for Member 
States to pay their contributions in full and on time. The previous year's Health Assembly had, in his 
view, spent a disproportionately long time discussing the budget level, arguing over a far smaller sum. 
However, it was clear from the report that in general terms the financial health of the Organization had 
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much improved. He congratulated the Director-General and her staff on an ambitious and targeted 
efficiency plan, which had resulted in considerable funds being redirected to priority areas. They were 
also to be commended for implementing the mutually agreed separation scheme without placing a 
burden on the regular budget. He welcomed the fact that despite the static level of the regular budget, 
the overall income of the Organization had increased by 13%, owing to a 42% increase in 
extrabudgetary contributions. The increase testified to the confidence of Member States in WHO and 
its ability to deliver health outcomes, and his country was glad to have played its part in supporting 
that trend. 

Mrs KERN (Executive Director) thanked Members for their comments and for those received 
during discussions in ABFC. Many Members had worked tirelessly with the Secretariat in developing 
a form of presentation that could be readily understood and used by governments. She apologized for 
the late arrival of the documentation, the reasons for which she had explained to ABFC. In future, 
documentation would be made available to ABFC three weeks in advance. She was grateful for the 
advice and support of the External Auditor and his staff, and would act on the request of the Audit 
Committee for an inventory of the issues raised and the responses to them. 

Turning to the subject of the computer audit, she pointed out that when the Director-General 
had taken office the oudgetary provision for information technology in WHO had been inadequate. 
Changes in equipment needed both "one-off' and continuing budget provision, and she agreed with 
the conclusions on that question in the report of the External Auditor. As well as reforming and 
upgrading the information systems, it would also be necessary to ensure adequate security. Although 
in recent weeks WHO's own resources had been sufficient to protect it from the "I love you" computer 
virus, the upgraded systems would carry enhanced protection. 

She noted the comments on the link between the budget and financial reporting, especially in 
respect of the strategic budgeting approach: that link would become more evident in the next report. 
As for more transparent reporting on donors and extrabudgetary funding, that too would become 
possible through presentation of the restructured Voluntary Fund for Health Promotion within the 
financial statement. 

The CHAIRMAN invited the Committee to approve the draft resolution recommended by the 
Administration, Budget and Finance Committee, contained in paragraph 13 of document A53/18. 

The draft resolution was approved.1 

The CHAIRMAN invited the Committee to consider together the report on casual income and 
the report on the Real Estate Fund. 

• Casual income (Document A53/20) 
• Real Estate Fund (Document EB105/2000/REC/1, Annex 4) 

Professor GIRARD (representative of the Executive Board) presented the report on the Real 
Estate Fund. The Executive Board had considered a four-part report by the Director-General on the 
status of projects financed from the Real Estate Fund. Part 1 reflected the status of projects begun 
before 31 May 2000; Part 2 set out the estimated requirements for the period for 1 June 2000 to 
31 May 2001; Part 3 explained the financial implications; and Part 4 indicated the steps recommended 
to the Executive Board. The Board had noted the status of projects approved for the period ending on 
31 May 2000 and had considered the new projects submitted for the period 1 June 2000 to 31 May 
200 1, including the replacement of telephone exchanges at headquarters and five regional offices, and 
the recabling of the local area network in the Regional Office for Europe. The Board had 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as resolution WHA53.3. 
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recommended funding those projects from the Real Estate Fund. It had also recommended adoption by 
the Health Assembly of the draft resolution contained in resolution EB105.R10, including the 
appropriation to the Real Estate Fund of US$ 2 141 721 from casual income. 

The Board had noted the ABFC report that had dealt with the document on casual income 
(EB105/23). ABFC had supported the proposals therein for its use, bearing in mind that the estimated 
balance on 31 December 1999 was US$ 21 689 006, and that the report to the Health Assembly on 
casual income would be finalized when the accounts for the financial period 1998-1999 were closed in 
March 2000. The options considered by ABFC for using the balance of casual income included the 
proposal, in the draft resolution contained in resolution EB105.R9, that the Working Capital Fund be 
replenished by the amount of arrears of contributions received in 1998-1999. ABFC, noting that the 
Working Capital Fund was used to supplement the regular budget when Member States failed to pay 
their contributions on time, had pointed out that for some years the Fund, established at 
US$ 31 million, had been exhausted, a position that had been criticized by the Fifty-second World 
Health Assembly. A highly restrictive interpretation of the Financial Regulations meant that arrears of 
contributions had been credited to casual income, so that the Working Capital Fund had not been 
replenished. The purpose of the current proposals was to regularize the situation by crediting to the 
Fund arrears of contributions received in 1998-1999, in the amount of US$ 10.2 million. That would 
create a balance of at least US$ 10 million to offset late payments of contributions in 2000-2001. The 
Executive Board was now recommending the adoption of the draft resolution contained in resolution 
EB105.R9, which had been amended to reflect the figures before 31 December 1999, rather than the 
estimates of October 1999 which had been submitted to the Board. 

The CHAIRMAN invited the Committee to consider the draft resolution on the Real Estate 
Fund contained in resolution EB105.R10. 

The draft resolution was approved.1 

The CHAIRMAN invited the Committee to consider the draft resolution on casual income 
contained in resolution EB105.R9. 

The draft resolution was approved.2 

• Scale of assessments (Document A53/21) 

The CHAIRMAN explained that the question of scale of assessments had been added to the 
agenda of the Assembly at the request of Member States, and had not therefore been considered by the 
Executive Board. Document A53/21 did not propose any specific action; instead, paragraph 7 
contained the text of a resolution that could be adopted if the Committee wished to amend the scale. 

Ms WILD (Financial services) explained that the criteria currently applied in calculating the 
WHO scale of assessments were laid down in resolution WHA24.12, adopted in 1971, which stated 
that the latest available United Nations scale of assessments should be used as a basis for determining 
the WHO scale of assessments, taking account of (a) the difference in membership, and (b) the 
establishment of minima and maxima. Resolution WHA26.21, adopted in 1973, stipulated that the 
WHO scale of a~sessments should follow as closely as possible that of the United Nations, that the 
maximum contribution of any one Member State should not exceed 25% of the total, and that the 
minimum assessment of 0.001% should conform to the minimum established in future scales of 
assessments of the United Nations. By resolution WHA30.5, adopted in 1977, the Health Assembly 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as resolution WHA53.4. 

2 Transmitted to the Health Assembly in the Committee's first report and adopted as resolution WHA53.5. 
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had decided to abolish the per capita ceiling principle in formulating the rates of assessment. Thus, in 
paragraph 1 of the draft resolution contained in paragraph 7 of document AS3/21, the words 
"including the provision that no country shall be required to pay more per capita than the per capita 
contribution of the highest contributor" should be deleted. 

For the period 1998-2000, the United Nations General Assembly had adopted different scales of 
assessments for each of the three years: thus, the most recent scale available, that for the year 2000, 
was used as a basis for determining the WHO scale of assessments for 2001. However, because the 
WHO budget was prepared on a biennial basis and because ofthe timing of the Health Assembly, the 
possibility of amending the WHO scale for the second year of the financial period to reflect the latest 
United Nations scale arose only every six years. In 1997 a resolution had been proposed whereby the 
United Nations scale for 1998-2000 would have been implemented in 1998, but that proposal had not 
been accepted, and the WHO scale for 1998 had in fact been based on the United Nations scale for 
1997. At the Health Assembly that year, the Member States had been asked to approve for 1998-1999 
a scale of assessments based on the United Nations scale for 1997. Proposals had been made by some 
Member States to revise the proposed 1998-1999 scale of assessments for WHO, so that the scale 
adopted by the United Nations General Assembly for the next biennium would form the basis of the 
WHO scale for the biennium to be approved at the Fiftieth World Health Assembly. Their argument 
had been that, if the one-year delay in implementing the most recent United Nations scale was 
eliminated, the calculations would be based on more recent economic information, and thus better 
reflect the ability of Member States to meet their obligations. However, others had objected that that 
change would commit Member States to assessments that could not be finally established until the end 
of the year. It had been pointed out that the issue was complicated by the close linkage between the 
discussions in Committee A on the WHO regular budget and the discussions in Committee B on the 
scale of assessments, and that the significant changes in the world economy since the introduction of 
the previous United Nations scale would have a major impact, possibly of more than SO%, on the 
contributions of certain Members. It had therefore been felt desirable to implement the new United 
Nations scale as quickly as possible, in order to reflect the ability of Member countries to pay and in 
turn reduce arrears of contributions. It had also been noted that no scale should be applied that was not 
known at the time of adoption by the Health Assembly, and that moreover, according to the Financial 
Regulations, the scale of assessments could only be amended during the first year of a biennium for 
application during the second year. The compromise ultimately decided upon had been that the WHO 
scale of assessments would be based on the most recent scale adopted by the United Nations General 
Assembly, namely the scale for 1997. The Director-General had been requested to report to the Fifty
first World Health Assembly in 1998 on changes to the United Nations scale and the implications for 
WHO. In 1998, the Health Assembly had decided to apply the revised United Nations scale of 
assessments for the period 1998-2000 to the WHO scale of assessments for 1999. A proposal, whereby 
those countries that had paid more in 1998 than would have been due if the 1998 United Nations scale 
had been the basis of the WHO scale for that year should receive a rebate, had been rejected. 

Mr COMENDEIRO HERNANDEZ (Cuba) said that the draft resolution proposed in document 
AS3/21 was completely inappropriate for consideration by the Health Assembly. There was no 
information as yet that would warrant prejudging the decision to be taken by the United Nations 
General Assembly on its next scale of assessments, nor would there be until at least December 2000. It 
was inadmissible that the WHO scale of assessments for 2001, which had been decided on the basis of 
the United Nations scale for 2000, should be adjusted in response to the domestic pressures or interests 
of certain Member States. The specialized agencies, including WHO, had traditionally set their scales 
of assessments in line with that of the United Nations, but only after the latter had been decided, not 
before. In his delegation's view, there was no reason why WHO should take a decision that might 
involve a change in its scale of assessments before the United Nations General Assembly had made its 
own decision. Member States of WHO should not be expected to adjust their budgets to the new 
situation; indeed, the effect of doing so could be disastrous for most Member States, especially for 
developing countries. It would be much more realistic to adhere to the existing scale of assessments 
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adopted by the Fifty-second World Health Assembly in resolution WHA52.17 for the biennium 2000-
2001. 

Those who promoted initiatives of the kind proposed in the draft resolution were not necessarily 
well-intentioned. The main reason for the financial crisis being experienced by the United Nations was 
in fact the refusal of the United States of America to comply promptly and unconditionally with its 
financial obligations. That country was attempting to impose arbitrary budget cutbacks on several 
different organizations. There was no justification for reducing the ceiling of contributions, nor would 
doing so render the decision-making process more democratic. Since the United States' share of world 
production was around 27%, its current ceiling of contribution misrepresented its capacity to pay. 
Moreover, its economy had experienced sustained growth over the past few years, so that a reduction 
in the ceiling could not be justified. The consequence of a reduction would be that the developing 
countries would bear an increased burden in future, since their contributions would have to increase 
simply in order to satisfy the requirements of United States' domestic policy. That would be entirely 
unjust and undemocratic, and would not reflect in any way the economic situation and the capacity to 
pay of countries that had not experienced any substantial improvement. The only way to resolve the 
financial crisis in the United Nations system would be for Member States in general, and the United 
States in particular, to meet their financial obligations as required by the United Nations Charter and 
the resolutions ofthe General Assembly. Adoption of the draft resolution would in any case prejudge 
the outcome of negotiations taking place elsewhere. 

Mr SOUTHWICK (United States of America), supporting the draft resolution offered in the 
document, said that the only point at issue was whether WHO would apply the new United Nations 
scale of assessments in January 2001. The actual composition of the scale would be decided in New 
York at the end of the year, following a revision to keep it up to date with economic and political 
realities. Once the United Nations had made its own decision on its scale of assessments, there was no 
sound reason for other parts of the United Nations system to lag behind, nor was there any purpose in 
discussing at a future date an issue that had already been decided in New York. In recognition of those 
factors, F AO and WMO had already decided to adopt the new scale in January 2001. 

The United States did not deny that it had a specific interest in seeing the resolution adopted 
because, under new United States legislation, it would be able to pay its arrears to agencies in the 
United Nations system if that reform, and others, were introduced. It already owed WHO about 
US$ 35 million, as well as over US$ 100 million to FAO and about US$ 37 million to ILO. It was 
anxious to pay those arrears sooner rather than later, but if the resolution was not adopted, it could not 
do so before January 2002. The early timing would place WHO on a sounder financial footing, 
enabling it to implement programmes more rationally. On its merits, therefore, the resolution made 
sense and would benefit WHO, and he urged other delegations to approve it by consensus. 

Mrs POSADA (Colombia) felt it would be inappropriate to alter the WHO scale of assessments 
at the current time, since WHO had already adopted its scale for the 2000-2001 biennium and the 
United Nations would not be amending its own scale before December 2000. 

Dr MOSOTHO (Lesotho) said that the scale of assessments was a complex problem that had 
evaded resolution by previous Health Assemblies, and the Director-General was to be congratulated 
on a careful analysis of the issues involved. However, to adopt the resolution submitted in document 
A53/21 would be to put the cart before the horse. WHO should await the decision by the United 
Nations on the matter and adopt a revised scale accordingly. 

Mr ISOBE (Japan) supported the option set out in paragraph 8 of the document, whereby the 
Health Assembly would make no change to the scale of assessments. There was no real justification 
for recalculating a scale that had already been approved by the previous Health Assembly. Nor should 
an independent and autonomous organization such as WHO leave such a vital issue to be decided by 
another body. 
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Mr CHERNIKOV (Russian Federation) said that he too saw no reason for altering the scale of 
assessments for 2001. First, the budget-making process in the Russian Federation required ministries 
and agencies to submit their funding requests six months before the beginning of the budget period, 
and parliamentary approval of the budget took place before the beginning of the year to which it 
related. If the calculation of contributions to WHO was put off to the last week of December, it would 
be virtually impossible to include the necessary appropriations in the federal budget. It would be a pity 
if problems that occurred once in a few years with respect to the United Nations were to affect the 
Russian Federation's contributions to WHO. Secondly, according to paragraph 1 of the draft 
resolution contained in paragraph 7 of document A53/21, it appeared that the level of compulsory 
contributions to WHO had already been effectively adopted by the Secretariat. That was not the right 
approach, because a decision with financial implications had to be taken by the Member States. Lastly, 
it was not clear why the Health Assembly had to return to the question at all: the discrepancy between 
the WHO and United Nations scales of assessments had been known for a long time, and the decision 
relating to the year 2001 had already been taken. It should not be amended now. 

Mr XU Nanshan (China) recalled that a similar proposal for the amendment of the WHO scale 
of assessments had been put forward in 1997 at the Fiftieth World Health Assembly, but had been 
rejected. At the Fifty-second World Health Assembly in 1999 it had been decided, by resolution 
WHA5 2.1 7, that the scale for the year 200 1 should conform to the United Nations scale for the year 
2000. In the light of the fact that that resolution had been adopted by consensus, and that its provisions 
were legally binding, his delegation considered that the proposed resolution contained in document 
A53/21 should be rejected and that resolution WHA52.17 should be upheld. 

Mrs CASATI (Paraguay) also expressed support for the option set out in paragraph 8 of the 
document. The decision on the scale of assessments for the 2000-2001 biennium had been adopted by 
consensus, and the necessary appropriation had already been approved by her country's Parliament for 
inclusion in the budget. She wished to state that her Government could not commit itself to a scale 
which had not yet been determined. 

Views similar to those of the delegate of Paraguay and several earlier speakers were expressed 
by Mr PENROD (Costa Rica), Dr SEVER (Israel) and Mr CHAKALISA (Botswana). 

Mr AL-FAKHRI (Saudi Arabia) said that the way in which the budget was apportioned among 
Member States had to be approved by the Health Assembly. It should not be determined without 
knowing the United Nations scale; that would set an undesirable precedent and could be controversial. 

Mr SOUTHWICK (United States of America) called for a vote on the draft resolution. 

Mr BARCIA (Portugal) said that it had been the understanding of member countries of the 
European Union that the matter would be discussed the following day. He therefore requested that the 
vote be deferred until then, a postponement supported by Dr VIVAS (Uruguay) in view of the fact that 
several delegations were not present. 

Mr WARRINGTON (United Kingdom of Great Britain and Northern Ireland) expressed the 
hope that the matter could be decided in the traditional way, by consensus. If a vote was to be held, he 
would appreciate advice from the Legal Counsel as to what exactly was to be voted upon. 

Mr TOPPING (Legal Counsel) explained that the vote would be on the proposal by the United 
States of America that the draft resolution contained in document A53/21, as corrected by the 
Secretariat, be adopted. He was unsure as to whether or not there was consensus on when the vote 
should be held. The proposal to postpone the vote to the following day amounted in effect to a 
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proposal to adjourn the debate, so that, if there was no consensus, a vote should be taken on that 
proposal. 

Mr SOUTHWICK (United States of America) endorsed the request by Portugal that the vote be 
postponed until the following day. 

Mr MOSTEPHA (Algeria) pointed out that the fundamental issue was not whether the vote 
should be taken that day or the following day, but rather what position the Committee should adopt in 
regard to a draft resolution that had not even been considered by the Executive Board. He suggested 
that a new draft resolution should be put forward, with a view to reaching a compromise solution. 

Dr SOMBIE (Burkina Faso) remarked that normally, when a resolution was not being proposed 
by the Executive Board, the names of the countries sponsoring it were clearly indicated. The 
resolution under discussion formed part of a WHO document, but seemed not to be a WHO proposal. 
He asked for clarification. 

Mrs RODRiGUEZ CAMEJO (Cuba) regretted that the discussion should have reached 
stalemate on an issue that was so sensitive and had such far-reaching financial and economic 
implications for all Member States. She further regretted that a vote should have been called for, since 
the resolution on the scale of assessments was customarily adopted by consensus. The debate had 
shown that the majority was opposed to adoption of the resolution, and she urged that every effort be 
made to reach a consensus. If it was decided to proceed to a vote, she would propose that no action be 
taken on the matter. 

Mr KENGOUYA (Congo) said it was important that established procedures should be followed 
in respect of the submission of draft resolutions. If there was urgent need to consider the matter of 
scale of assessments, the necessary action should have been taken by the Administration, Budget and 
Finance Committee at an earlier stage. 

Mr TOPPING (Legal Counsel) explained that the matter had been brought before the Health 
Assembly without having first been considered by the Executive Board because the United States 
delegation had requested the Executive Board at the time it was considering the provisional agenda of 
the Health Assembly to include the item on the Health Assembly's agenda. Thus, the Secretariat, in 
accordance with the usual practice, had prepared a report in which the Health Assembly was offered 
two options, either to adopt the resolution or to take no action. A vote on the draft resolution had been 
requested, and it had then been proposed that the vote should be deferred. 

The CHAIRMAN noted that it was the wish of the Committee that consideration of the item be 
deferred until the following day. 

The meeting rose at 17:30. 



SECOND MEETING 

Thursday, 18 May 2000, at 9:00 

Chairman: Dr K. KARAM (Lebanon) 

MANAGEMENT AND FINANCIAL MATTERS: Item 14 ofthe Agenda (continued) 

Financial matters: Item 14.1 of the Agenda (continued) 

• Scale of assessments (Document A53/21) (continued) 

Mr COMENDEIRO HERNANDEZ (Cuba) said he wished to raise a point of order. Rule 98 of 
the Rules of Procedure of the Health Assembly stated that no proposal for a review of the 
apportionment of the contributions among Members and Associate Members for the time being in 
force should be placed on the agenda unless it had been communicated to Members and Associate 
Members at least 90 days before the opening of the session, or unless the Board had recommended 
such review. 1 However, the draft resolution contained in document A53/21 did not fulfil either 
condition: it had been sent to Member States only on 18 April 2000, it was not based on a 
recommendation from the Executive Board, and it constituted a proposal to amend the scale of 
assessments adopted by the Fifty-second World Health Assembly more than a year before that scale 
was due to expire. Consequently, the draft resolution should not be considered since its submission 
infringed the provisions of Rule 98 of the Rules of Procedure. 

Mr SOUTHWICK (United States of America) said that he believed the draft resolution was in 
order since its submission to the Health Assembly had been discussed by the Executive Board at its 
1 05th session. 

Mr TOPPING (Legal Counsel) pointed out that in accordance with Rule 98 of the Rules of 
Procedure, a review of the apportionment of contributions had been recommended by the Executive 
Board at its 1 05th session. Hence, the requirements of Rule 98 had been met when the Board adopted 
the provisional agenda for communication to the Health Assembly. 

Mrs RODRiGUEZ CAMEJO (Cuba) asked the Secretariat to identify precisely the document 
that had been sent to Member States and which contained the draft resolution under discussion. 

Mr TOPPING (Legal Counsel) replied that, in accordance with the normal procedure, the 
Secretariat had prepared document A53/21 in response to the decision of the Executive Board to 
include an item concerning the scale of assessments on the agenda for the Health Assembly. That 
document contained two options, one of which had been framed as a draft resolution and appeared in 
paragraph 7. At the present stage in the debate, it would be appropriate to take a vote on the proposal 
of Cuba not to consider that draft resolution. 

1 The speaker quoted Rule 98 in Spanish, the text of which is as follows: 

Nose incluira en el orden del dia ninguna propuesta de revision de Ia escalade contribuciones en vigor que 
no haya sido comunicada a los Miembros y a los Miembros Asociadas cuando me nos noventa dias antes de Ia 
apertura de Ia reunion o que no haya sido previamente recomendada por el Consejo Ejecutivo. 
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Dr VIVAS (Uruguay) stressed that the point at issue was precisely when, and in what manner, 
the Member States had been informed of the draft resolution contained in document A53/21. 

Mr TOPPING (Legal Counsel) reiterated that the requirements of Rule 98 had been met because 
the action of the Executive Board in placing the scale of assessments on the provisional agenda of the 
l{ealth Assembly constituted a recommendation to review the scale of assessments. 

Mrs RODRiGUEZ CAMEJO (Cuba) pointed out that Rule 98 clearly stated that Member States 
had to be informed 90 days beforehand of any proposal for a review of the apportionment of 
contributions, unless the Executive Board had recommended such review. So far, the Secretariat had 
failed to show that any document had been distributed in compliance with the 90-day requirement. She 
would therefore appreciate a vote on the point of order raised by Cuba. Her delegation intended to 
withdraw the motion to take no action on the draft resolution. 

Mr TOPPING (Legal Counsel) pointed out that Rule 98 contained two options and that since 
one of them had been satisfied, in his opinion the requirements contained in Rule 98 had been met. 

The CHAIRMAN observed that, although the 90-day requirement had not been met, the 
Executive Board had placed the scale of assessments on the provisional agenda of the Health 
Assembly, thereby satisfying the requirements of Rule 98. 

Mrs RODRiGUEZ CAMEJO (Cuba) pointed out that, although the draft agenda proposed by 
the Executive Board included an item on scale of assessments, there was no mention of a resolution on 
changing the scale of assessments in force. She was still not satisfied that there had been no 
infringement of Rule 98 and requested that a decision be taken regarding the point of order raised by 
Cuba. 

Dr KARA MOSTEPHA (Algeria) said that the fact that paragraphs 7 and 8 of document A53/21 
offered two alternatives made it impossible to approve the draft resolution. He therefore proposed the 
setting up of a drafting group to produce a revised text, taking all the relevant issues into account, for 
consideration by the Committee. 

Dr SHANGULA (Namibia) expressed the view that Rule 98 had not been complied with. Apart 
from the fact that the 90-day requirement had clearly not been met, the records of the 1 05th session of 
the Executive Board contained no recommendation by the Board to the Health Assembly to consider a 
change in the scale of assessments. 

Dr SOMBIE (Burkina Faso) said that the draft resolution contained in document A53/21 needed 
to be redrafted, as it made no reference to resolution WHA52.17 adopted by the Fifty-second World 
Health Assembly. 

Mr AMIRKHIZI (Islamic Republic of Iran) said that document A53/21 did not refer to any 
discussion by the Executive Board and that there was no evidence that the Board had considered the 
review of the scale of assessments at its 1 05th session. It appeared that Rule 98 had not been complied 
with and he therefore supported the point of order raised by Cuba. 

Mr SOUTHWICK (United States of America) stated his view that the Executive Board's action 
had been clear and did constitute a recommendation for review, that Legal Counsel had ruled that the 
provisions of Rule 98 had been met, and that the Chairman had confirmed that view. 
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Mr TOPPING (Legal Counsel) affirmed that the Health Assembly had adopted the agenda 
including the item on scale of assessments. The Chairman had upheld his opinion and it was his 
understanding that there had been no appeal against that ruling. 

Mrs RODRiGUEZ CAMEJO (Cuba) said that in her view no ruling had been given on the point 
of order raised by Cuba, which had been endorsed by at least two other delegates. 

Professor GIRARD (representative of the Executive Board) affirmed that the item on scale of 
assessments had been considered by the Board at its 1 05th session and been placed on the provisional 
agenda of the Fifty-third World Health Assembly. The Board had made a recommendation to the 
Health Assembly for a review and that was why the item appeared on the agenda. 

Dr NT AHOBARI (Burundi) observed that a member from Burundi also served on the Executive 
Board, but although the item had been discussed by the Board there appeared to be no written 
reference to the draft resolution. 

Mr SABHARWAL (India) asked which specific document contained the decision by the 
Executive Board to include the item on scale of assessments in the provisional agenda of the Health 
Assembly? 

Mr SOUTHWICK (United States of America) asked the Chairman to make an immediate ruling 
under Rule 58 of the Rules of Procedure. 

The CHAIRMAN ruled, in the light of the Legal Counsel's opinion, that the provisions of 
Rule 98 ofthe Rules of Procedure had been complied with. 

Mr TOPPING (Legal Counsel) said he understood that the delegation of Cuba had withdrawn 
its motion not to consider the draft resolution contained in document A53/21, paragraph 7, the 
consideration of which had been supported by the United States delegation. 

Mrs RODRiGUEZ CAMEJO (Cuba) reiterated her request to the Chairman to give a ruling on 
the point of order raised by her delegation. 

The CHAIRMAN stated that he had already given his ruling. The terms of Rule 98 had been 
met. He invited the Committee to vote on the draft resolution. 

Mr SOUTHWICK (United States of America), in accordance with Rule 74 of the Rules of 
Procedure, requested that the vote be taken by roll-call. 

Mrs RODRiGUEZ CAMEJO (Cuba) also requested a roll-call. 

Mr TOPPING (Legal Counsel) explained the voting procedure under Rule 74. 

Mrs RODRiGUEZ CAMEJO (Cuba) reiterated that Rule 98 of the Rules of Procedure had quite 
clearly not been complied with. Her delegation regretted that the Chair's ruling had gone against its 
point of order and would vote against that ruling. 

Dr VIVAS (Uruguay) requested clarification from the Chair as to whether the vote to take place 
concerned the appeal by Cuba against the Chair's ruling. 
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Mrs RODRIGUEZ CAMEJO (Cuba) confirmed that her delegation was appealing against the 
ruling of the Chairman. In her understanding, the Committee was about to vote on the point of order 
raised by her delegation, not the draft resolution contained in document A53/21. 

Dr SUWIT WIBULPOLPRASERT (Thailand) requested clarification as to whether an agenda 
item already approved by the General Committee and by the Health Assembly in plenary session 
could be deleted by a main Committee. 

Mr TOPPING (Legal Counsel) reiterated his opinion that the item had been correctly included 
in the provisional agenda submitted to the Health Assembly for adoption. The Chairman had ruled 
accordingly. If the Committee overruled the Chairman, that would amount to a decision not to 
consider the agenda item because it had not been properly included in the provisional agenda. He 
explained that, in the vote about to take place, a "yes" vote would indicate the delegation's belief that 
Rule 98 had not been complied with, while a "no" vote would indicate the delegation's view that 
Rule 98 had been properly met. 

A vote was taken by roll-call, the names of the Member States being called in the French 
alphabetical order, starting with Denmark, the letter D having been determined by lot. 

The result of the vote was as follows: 

In favour: Algeria, Angola, Argentina, Benin, Botswana, Burkina Faso, Burundi, Cameroon, 
Cape Verde, China, Colombia, Costa Rica, Cuba, Democratic People's Republic of Korea, 
Ecuador, Egypt, El Salvador, Fiji, Guatemala, Haiti, Honduras, India, Indonesia, Islamic 
Republic of Iran, Jamaica, Japan, Jordan, Lesotho, Libyan Arab Jamahiriya, Madagascar, 
Malawi, Maldives, Mali, Mauritania, Mauritius, Mexico, Morocco, Myanmar, Namibia, 
Nicaragua, Pakistan, Paraguay, Peru, Russian Federation, Samoa, Saudi Arabia, Solomon 
Islands, South Africa, Swaziland, Syrian Arab Republic, Togo, Uruguay, Uzbekistan, 
Venezuela, Zambia, Zimbabwe. 

Against: Andorra, Austria, Belgium, Croatia, Cyprus, Czech Republic, Denmark, Estonia, 
Finland, France, Germany, Greece, Hungary, Ireland, Israel, Italy, Latvia, Lithuania, 
Luxembourg, Federated States of Micronesia, Netherlands, Norway, Palau, Poland, Portugal, 
Republic of Korea, Romania, Slovakia, Spain, Sweden, Switzerland, United Kingdom of Great 
Britain and Northern Ireland, United States of America, Vanuatu. 

Abstaining: Australia, Brazil, Brunei Darussalam, Canada, Chile, Congo, Cook Islands, Cote 
d'Ivoire, Gabon, Ghana, Guinea, Kenya, Lao People's Democratic Republic, Malaysia, 
New Zealand, Nigeria, Papua New Guinea, Philippines, Seychelles, Singapore, Thailand, 
Tonga, Tuvalu, United Republic ofTanzania. 

Absent: Albania, Bahamas, Bahrain, Bangladesh, Barbados, Belarus, Belize, Bhutan, Bolivia, 
Bulgaria, Cambodia, Democratic Republic ofthe Congo, Djibouti, Dominica, Eritrea, Ethiopia, 
Iceland, Kiribati, Kuwait, Lebanon, Malta, Monaco, Mongolia, Mozambique, Nauru, Nepal, 
Niue, Oma!l, Panama, Qatar, Rwanda, Saint Kitts and Nevis, Saint Vincent and the Grenadines, 
San Marino, Sao Tome and Principe, Senegal, Sierra Leone, Slovenia, Sri Lanka, Sudan, 
Suriname, The former Yugoslav Republic of Macedonia, Trinidad and Tobago, Tunisia, 
Turkey, Uganda, United Arab Emirates, VietNam, Yemen. 

The proposal was therefore approved by 56 votes to 34, with 24 abstentions. 
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Mr TOPPING (Legal Counsel) explained that, according to Rule 71 of the Rules of Procedure, 
Members considered to be present and voting were those casting a yes or no vote. There had been 
90 Members present and voting, therefore the simple majority was 46. Since there had been 56 votes 
in favour, the appeal against the ruling of the Chair was carried. The Committee therefore considered 
that the requirements of Rule 98 of the Rules of Procedure had not been satisfied. 

Several delegations took the floor to explain their votes, in accordance with Rule 77 of the 
Rules of Procedure. 

Dr VIVAS (Uruguay) stated that the vote was on a procedural matter without prejudice to the 
substance of item 14.1 of the agenda. The arguments submitted in evidence of a correct application of 
Rule 98 of the Rules of Procedure were unsatisfactory. The only document containing a proposed 
review of the scale of contributions was document A53/21, dated 18 April 2000. Despite repeated 
requests from delegates, no documentation had been produced to show proper compliance with 
Rule 98. 

Mr ABIDIN (Malaysia) said that his delegation had abstained because insufficient evidence to 
allow a decision had been submitted to them. If the draft resolution contained in document A53/21 had 
been put to the vote, the delegation of Malaysia would have voted against it. 

Dr BOMBA-NKOLO (Cameroon) explained that her delegation had voted in favour of the 
proposal, since sufficient evidence in support of the contrary view had not been submitted. 
Cameroon's budget had already been voted. However, her delegation was prepared to discuss the 
substance of the draft resolution. 

Mr PENROD (Costa Rica) stated that the 90 days stipulated in Rule 98 provided time for 
distribution, transparency and discussion. The Executive Board had not discussed the item m 
substance. For that reason the delegation of Costa Rica had voted in favour of the point of order. 

Dr KENGOUYA (Congo) declared that his delegation had abstained from voting on the 
grounds that the document had been incorrectly submitted to the Health Assembly. 

Dr SHANGULA (Namibia) explained that his delegation had voted in favour of the point of 
order because it believed the requirements of Rule 98 had not been met. The ruling of the Chair 
established an unfortunate precedent whereby decisions of the Executive Board might be 
communicated to the Health Assembly orally, rather than in writing. 

Ms PERLIN (Canada) explained her delegation's abstention, and stated that it would also have 
abstained in a vote on the draft resolution. That a scale of assessments should be put to vote set an 
unfortunate precedent for future consideration of budgetary questions, either in a specialized agency or 
in the United Nations General Assembly. The consensus tradition should not have been so rapidly 
abandoned. 

Mr SOUTHWICK (United States of America) pointed out that the relevant discussion by the 
Executive Board at its 1 05th session was contained in the provisional summary record of the eighth 
meeting, document EB 1 05/SR/8. His delegation had found the explanations given by the Chair to be 
very clear. 
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• Amendments to the Financial Regulations (Documents A53/22, 1 A53/29 and 
A53/INF .DOC./1) 

Professor GIRARD (representative of the Executive Board) said that the Executive Board had 
considered the amendments to the Financial Regulations at its 1 05th session, and had taken note of the 
report of its Administration, Budget and Finance Committee. In view of the far-reaching implications 
of the issues concerned, the Committee had devoted much time to its consideration of documents 
EB105/25, EB105/25 Corr.l and EB105/25 Add.l, seeking consensus. The Committee had noted that 
WHO had examined all the questions it had been asked to review in resolution WHA52.20, namely 
casual income, the exchange rate facility, late payment of, or arrears in, Members' contributions, the 
financial incentive scheme, the Working Capital Fund including replenishment arrangements, internal 
borrowing and unliquidated obligations. WHO had also put forward proposals on carry forward, 
revolving funds, programme support costs and transfers of credits between appropriation sections. The 
proposed amendments were part of a wide-ranging package of financial reform, which would also 
encompass the modernization of systems, procedures and practices. The Committee had welcomed 
several proposed changes, especially the proposal to include miscellaneous income (formerly casual 
income) in the resources used to finance the regular budget, as part of an integrated budget. After 
extensive discussion, the Chairman of the Executive Board had proposed setting up an open-ended 
working group to pursue consideration of the proposed amendments to the Financial Regulations. It 
was to be open to any interested Member States and would be headed by the Chairman of the 
Administration, Budget and Finance Committee, who would report to the Fifty-third World Health 
Assembly on behalf of the Executive Board. 

Professor ZELTNER (Chairman, Administration, Budget and Finance Committee) explained 
that the working group had met in Geneva on 9 and 1 0 March 2000 under his chairmanship to consider 
the revised Financial Regulations prepared by the Secretariat on the basis of the Executive Board's 
discussions. The discussions of the working group were recorded in document EB/FinRegs/113. He set 
forth the main conclusions. The principle of carry forward should not be included in the package of 
measures to be proposed to the Health Assembly. Nevertheless, some Member States felt that it was a 
useful mechanism, and warranted further consideration in the context of the evolution of the budget 
process. Other mechanisms might be able to provide the necessary flexibility to deal with unforeseen 
circumstances, such as natural disasters - if necessary on a case-by-case basis. There was no clear 
evidence to support maintaining the existing financial incentive scheme, which was costly. The 
principles of the proposed new arrangement to provide for discount should be retained in the text, 
although the situation should be monitored and the Health Assembly should be asked to review the 
operation of the scheme at an appropriate time. There appeared to be no advantage in changing the 
present Regulations on transfers between appropriation sections, which provided the Director-General 
with sufficient flexibility to implement the regular budget, although the possibility of linking 
appropriations to outcomes deserved consideration. 

After extensive deliberations, consensus had been reached on all the other proposals, including 
acceptance of the principle of accepting payment of assessed contributions in local currencies, and the 
provisions relating to the Working Capital Fund, internal borrowing, revolving funds and programme 
support costs. It had also been agreed that the Financial Rules should include suitable guidelines and 
limits for the implementation of the Financial Regulations. The Director-General was responsible and 
accountable to the Health Assembly for the effective management of WHO finances in accordance 
with the Regulations, and the existing Regulation 15.2 was deemed preferable to the proposed 
revision. The Secretariat had been asked to prepare a revised draft of the proposed Financial 
Regulations to incorporate the conclusions of the working group. The conclusions reached on each 
issue were addressed in document A53/22, which had been considered by the Administration, Budget 

1 See document WHA53/2000/REC/l, Annex. 
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and Finance Committee on 12 May. The only additional issue was that, in order to support the 
Committee's mandate, it would be appropriate to incorporate a reference to its role in reviewing 
budget documentation in the Financial Rules. The Administration, Budget and Finance Committee 
recommended adoption of the revised Financial Regulations. 

Mr CHERNIKOV (Russian Federation), thanking WHO for the report and the open-ended 
working group for its expert contribution, said that his delegation had taken part in the working group 
and supported the proposed revised Financial Regulations contained in document A53/22. In the event 
of new amendments being introduced, his delegation reserved the right to introduce its own proposals, 
but it urged the Health Assembly to approve the Secretariat's report in its entirety. Finally, he drew 
attention to errors in the Russian version of the new text, specifically regarding Regulations 1.2 and 
6.12. 

Mr VOIGTLANDER (Germany) congratulated Professor Zeltner and his working group on the 
results achieved. He drew attention to paragraph 8 in document A53/29. The Health Assembly and the 
Executive Board had repeatedly stated that they wanted a strong Administration, Budget and Finance 
Committee, and it would be appropriate to include a reference in the Financial Rules to the role of the 
Committee in reviewing the budget documentation. 

Mrs JENNY (Switzerland) expressed her delegation's support for the amended Regulations. 
They might well serve as a model for other organizations within the United Nations system, and were 
in tune with the reforms at WHO. They had been framed in a spirit of cooperation and her delegation 
was pleased to have played an active part. 

Dr SOMBIE (Burkina Faso) congratulated the working group and asked whether there was any 
difference between casual income and miscellaneous income. 

Ms PERLIN (Canada) thanked the Director-General and the Secretariat for their excellent 
response to resolution WHA52.20 and expressed appreciation of the consultations undertaken by the 
Secretariat and of the work of the open-ended working group. She agreed with the delegate of 
Switzerland that the proposals might serve as a model for other agencies within the United Nations 
system. She supported the amendments fully and hoped to see them adopted by consensus. 

Mrs KERN (Executive Director) thanked delegates for their comments. The question of the 
Russian translation would be looked into; there had been difficulties with some of the technical 
language and it was important to get that right. She agreed with the delegate of Germany that it would 
be appropriate to refer to the role of the Administration, Budget and Finance Committee in the 
Financial Rules. 

Ms WILD (Financial services) said that "miscellaneous income" had been felt to be a more 
appropriate term than "casual income" to describe income from a variety of different sources. The 
difference between the current arrangements for casual income and the proposed arrangements for 
miscellaneous income was that miscellaneous income would become part of the overall, integrated 
budgeting process. Decisions on how miscellaneous income was applied would be made by the Health 
Assembly. The sources of funds flowing into the miscellaneous income account would be largely the 
same as those currently flowing into the casual income account. 

Dr SUWIT WIBULPOLPRASERT (Thailand), Rapporteur, read out the following draft 
resolution: 
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The Fifty-third World Health Assembly, 
Having considered the report by the Secretariat, 1 

ADOPTS the proposed revised Financial Regulations to enter into force upon 
confirmation of new Financial Rules by the Executive Board. 

The CHAIRMAN invited the Committee to consider the draft resolution. 

The draft resolution was approved.2 

Staff development and support: Item 14.2 of the Agenda 

• Human resources: annual report (Documents A53/23 and A53/INF.DOC./3) 

Professor GIRARD (representative of the Executive Board) said that the Board, at its 1 OSth 
session, had welcomed the consolidated annual report on human resources, which for the first time 
provided a transparent and detailed overview of WHO staffing, and noted that it would serve as a basis 
for analysing trends and forecasting future requirements. The gender balance still left something to be 
desired, although progress had been made since the early 1990s and particularly in the past two years. 
Further efforts should be made to achieve the goal of gender parity. Geographical distribution was 
another source of concern. Excellence had to be the most important criterion, and priority should be 
given to recruiting staff from countries that were either unrepresented or under-represented, while 
maintaining appointment practices that were based on open, fair and transparent competition. WHO 
might set up a consultative mechanism with under-represented or unrepresented countries to explore 
ways of improving the situation. Finally, the Board had requested that future reports include more 
analytical information, comparing the number of staff recruited from outside the Organization with the 
number appointed as a result of internal promotion, as well as details concerning reform measures in 
the field of human resources. 

Mr CHERNIKOV (Russian Federation) confirmed his delegation's high regard for the work of 
the staff of the Organization and for their contribution to the practical implementation of the decisions 
of Member States. He welcomed the first summary report on human resources in WHO, and in 
particular its greater openness regarding personnel matters. In the year ahead, specific proposals for 
reforming the Organization's staffing policy were expected. His delegation believed that further steps 
should be taken to ensure the non-career nature of WHO service and to fill vacancies on the basis of 
fair competition and the practical qualities of candidates. He was confident that in drawing up its 
proposals WHO would take into account the observations made during the 1 OSth session of the 
Executive Board. 

Ms OLLILA (Finland), while welcoming the measures taken to increase transparency in the 
Organization's work, said that in view of the structural and other changes implemented in the past two 
years it was regrettable that the proportion of women among the professional staff had not increased 
by more than 1.7%, and was still below 30%. Finland proposed that the next annual report on WHO's 
human resources should include a breakdown of the professional staff of the Organization by 
professional group. 

Mr ZETTERBERG (Sweden) argued that the valuable statistics presented in document A53/23 
showed that WHO had made a determined effort to improve the gender balance in the professional 

1 Contained in document A53/22. 

2 Transmitted to the Health Assembly in the Committee's first report and adopted as resolution WHA53.6. 
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field: women currently accounted for some 30% of total professional staff and 50% of new 
appointments. It had also handled the necessary voluntary separations in an efficient manner. The 
Organization had embarked on a staff performance evaluation scheme, and it would be interesting to 
learn more about the criteria chosen and the early effects on staff morale. Noting that WHO stood to 
lose 20% of its professional staff in the next three years, he wondered what methods would be used to 
fill that gap and whether, for instance, under-represented Members would be given preferential 
treatment. 

Mr WARRINGTON (United Kingdom of Great Britain and Northern Ireland) said that the 
improvements in the gender balance were particularly welcome. His delegation looked forward to the 
full human resource strategy being presented. 

He drew the Committee's attention to a bulletin recently issued by the Secretary-General of the 
United Nations concerning the intention of the United Nations to make deductions from the salaries of 
staff who failed to meet their financial obligations to their children in compliance with court orders. 
His delegation regarded that as a good initiative and wished to know if WHO intended to take similar 
action. 

Mr LIU Peilong (China) said his delegation shared the concerns expressed by the representative 
of the Executive Board regarding the representation of women and geographical distribution. There 
were now 13 countries that were seriously under-represented in WHO and 43 that were unrepresented. 
The Organization needed to become more multicultural in order to fulfil its international mandate. 
Where candidates had the same qualifications, priority should be given to those from countries that 
were seriously under-represented or unrepresented. The Director-General might consider setting up a 
consultative mechanism with such countries to explore ways of improving the situation. 

Ms PERLIN (Canada) said that the documents under consideration formed an excellent basis for 
the analysis of the human resource strategy to be undertaken by the Executive Board. 

Dr KINGMA (International Council of Nurses), speaking at the invitation of the CHAIRMAN, 
noted that the first consolidated annual report on WHO's human resources contained no analysis of the 
professional qualifications of staff. Since the adoption in 1992 of resolution WHA45.5 on the 
strengthening of nursing and midwifery, the proportion of nurses among the professional staff of 
WHO had halved to 1.6% in 1996. She asked what measures were being taken to reverse the trend and 
to strengthen nursing representation within the permanent staff. She suggested that there might be a 
link between the lack of women among WHO professional staff, the decrease in nursing positions and 
the small number of nurses in generic management posts. Nursing was an essential service and should 
be included in policy-making throughout the structure of WHO. The continued low representation of 
the nursing profession within the staff would limit the integration of caring principles into the 
Organization's work. There was evidence that WHO nursing positions were being reduced or 
downgraded, and in view of the senior positions nurses held in national settings the number of nurses 
in permanent policy-making posititns within WHO was inadequate. She urged that recruitment 
policies and vacancy notices make c ear that nursing skills were recognized as desirable qualifications 
for health sector management and policy-making positions. In addition, nursing expertise should be 
represented in the composition of WHO technical advisory bodies and expert committees. 

Nurses had regrettably few opportunities to gain access to WHO fellowship programmes. Her 
organization requested that the development of nursing leadership and technical expertise be given 
special attention at national and international levels, and that statistics regarding the representation of 
nursing within WHO programmes and permanent staff be included in the progress report on 
strengthening nursing and midwifery to be submitted to the Fifty-fourth World Health Assembly. 

Mrs KERN (Executive Director), replying to points raised during the debate, assured the 
delegate of Sweden that the Director-General planned to report to the Executive Board at its 1 07th 
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session on proposals for human resources reform and future policy. The gender balance had improved, 
but must be improved further: a steering committee on the employment of women in WHO met on a 
regular basis, and members of delegations and of the Executive Board were welcome to join its 
discussions. 

The staff appraisal system was being addressed as part of the reform process and would be 
reported on in due course. 

The Organization did not at present collect data on the professional qualifications of staff in a 
form which could be reported; the information technology projects would eventually make such 
reporting possible, but not necessarily in time for the 1 07th session "of the Executive Board. 

She assured the representative of the International Council of Nurses that it would be possible to 
provide data on the number of nursing posts. However, there were qualified nurses in administrative 
and other more general positions, and nurses did not always have to occupy nursing positions. 

Turning to the point made by the delegate of the United Kingdom, she said that the Secretariat 
was working on ways of introducing measures to enable court orders to be enforced where necessary, 
but had not yet reached agreement on a precise mechanism. 

Finally, the question of under-representation was being addressed as part of the overall reform, 
and there would have to be consultation with those most directly involved as the policy developed. 

The Committee took note of the report by the Secretariat contained in documents A53/23 
and A53/INF.DOC./3. 

• Amendments to the Staff Regulations and Rules (Resolution EB105.R14; Document 
EB105/2000/REC/l, Annex 5) 

Professor GIRARD (representative of the Executive Board) said that the fifty-fourth session of 
the United Nations General Assembly had approved with effect from 1 March 2000 a revised base 
salary scale for professional and higher categories incorporating an increase of 3.42% at no cost to the 
Organization and with no gain to the staff member concerned. Pursuant to that General Assembly 
decision, the Director-General had proposed in accordance with Staff Regulation 3 .I that the 
Executive Board should recommend to the Fifty-third World Health Assembly modification of the 
salaries of staff in ungraded posts. Those modifications called for similar adjustments in the Director
General's salary. The Health Assembly was therefore invited to consider the draft resolution contained 
in resolution EB105.Rl4 adopted by the Executive Board at its 105th session. 

The draft resolution was approved.1 

• Appointment of representatives to the WHO Staff Pension Committee (Document 
A53/24) 

The CHAIRMAN invited the Committee to appoint one member and one alternate member of 
the WHO Staff Pension Committee in accordance with the rotational schedule explained in document 
A53/24. 

He said that, in the absence of objections, he would take it that the Committee wished to convey 
the following draft decision to the plenary: 

Decision: The Fifty-third World Health Assembly appointed Dr A.J.M. Sulaiman, delegate of 
Oman, as a member of the WHO Staff Pension Committee, and Dr E. Krag, delegate of 
Denmark, as alternate member of the Committee, the appointments being for a period of three 
years? 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as resolution WHA53.7. 

2 Transmitted to the Health Assembly in the Committee's first report and adopted as decision WHA53(9). 
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The Committee recorded its appreciation of the services of the outgoing member, 
Professor Leowski of Poland. 

Amendments to the Regulations for Expert Advisory Panels and Committees: Item 14.3 of the 
Agenda (Document EB105/2000/REC/1, Resolution EB105.R8 and Annex 3) 

Professor GIRARD (representative of the Executive Board) said that the Board had at its 1 05th 
session considered a progress report on research strategy and mechanisms for cooperation. It had 
adopted resolution EB 105 .R8, which recommended adoption by the Fifty-third World Health 
Assembly of a draft resolution approving amendments to two sections of the Regulations for Expert 
Advisory Panels and Committees pending completion of an in-depth analysis of the Regulations in 
their entirety. The first amendment concerned the desirability of achieving a gender balance in the 
selection of experts, while the second aimed to ensure the independence of the scientific advice given 
to the Organization by requiring experts to disclose circumstances that could give rise to potential 
conflicts of interests. Those amendments were contained in document EB105/2000/REC/1, Annex 3. 
As indicated in the draft resolution, the Board proposed that the adoption of the amendments by the 
Health Assembly be used as an opportunity to endorse the Board's action on a related matter dealing 
with certain amendments to the Regulations for Study and Scientific Groups, Collaborating 
Institutions and other Mechanisms of Collaboration (resolution EB105.R7). The criteriato be applied 
in the selection of institutions for designation as WHO collaborating centres had been ·made more 
rigorous and the management of collaboration with those centres had been entrusted to the programme 
officers initiating the designation process. 

The draft resolution was approved.1 

The meeting rose at 12:10. 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as resolution WHA53.8. 



THIRD MEETING 

Thursday, 18 May 2000, at 14:30 

Chairman: Miss F.-Z. CHAIEB (Algeria) 
later: Mr L. ROKOVADA (Fiji) 

1. FIRST REPORT OF COMMITTEE B (Document A53/36) 

Dr SUWIT WIBULPOLPRASERT (Thailand), Rapporteur, read out the draft first report of 
Committee B. 

The report was adopted.1 

2. LEGAL ISSUES: Item 15 ofthe Agenda 

• Participation of WHO in the 1986 Vienna Convention on the Law of Treaties between 
States and International Organizations or between International Organizations 
(Document EB105/2000/REC/1, Resolution EB105.R15 and Annex 6) 

Mr DE SILVA (representative of the Executive Board) introduced the report by the Secretariat 
to the Executive Board (document EB105/2000/REC/1, Annex 6), prepared in response to a request 
from the fifty-third session of the United Nations General Assembly that international organizations 
should consider becoming parties to the Convention. 

The 1986 Vienna Convention, to which both States and international organizations could 
become Parties, would only enter into force once it had been ratified by 35 States. At the time of the 
1 05th session of the Executive Board, there had been 27 Parties, of which 26 were States. The other 
Party was the United Nations. The 1986 Convention reiterated and complemented the provisions of 
the 1969 Vienna Convention on the Law of Treaties between States, both instruments generally 
reflecting customary international law, and was viewed as striking an acceptable balance between the 
interests of States and those of international organizations. Its entry into force would ensure greater 
predictability and stability in legal relations, and its placing of international organizations on a par 
with States for treaty purposes would promote uniformity of legal treatment of any international 
agreement. There had been unanimous support within the Board for the Director-General's proposal 
that WHO should become a Party to the Convention. The Board had agreed by consensus to 
recommend the draft resolution contained in resolution EB105.Rl5 for adoption by the Health 
Assembly. 

Mr BURCI (Office of the Legal Counsel) pointed out that since the 105th session of the 
Executive Board. the International Maritime Organization had become a Party to the Convention, 
bringing the number of Parties to the Convention to 28. At its forthcoming conference in June, the 
International Labour Organization would also consider becoming a Party to the Vienna Convention. 

1 See page 239. 
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The CHAIRMAN invited the Committee to consider the draft resolution contained in resolution 
EB105.R15. 

The draft resolution was approved.1 

Mr Rokovada took the Chair. 

3. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM AND WITH OTHER 
INTERGOVERNMENTAL ORGANIZATIONS: Item 17 of the Agenda (Documents 
A53/26 and A53/26 Add.1) 

Mr DE SILVA (representative of the Executive Board) said that in its discussion on interagency 
cooperation at its 1 05th session the Executive Board had covered topics including a new and more 
comprehensive framework for collaboration between WHO and the International Federation of Red 
Cross and Red Crescent Societies, the United Nations Development Group and United Nations 
Development Assistance Framework and WHO's role in the follow-up of international conferences, 
such as the Fourth World Conference on Women and the World Summit for Social Development. 

The Rapporteur of the WHOIUNICEFIUNFPA Coordinating Committee on Health had 
presented to the Board highlights of the report of the second session of that Committee which included 
follow-up to the International Conference on Population and Development, specifically with regard to 
reduction of maternal mortality and morbidity, adolescent health and development, HIV/AIDS - in 
particular mother-to-child transmission of HIV, and immunization. Other subjects covered in that 
report were the development of benchmark indicators on reproductive health and a common set of 
gender and health indicators for monitoring progress on gender equality. The next session of the 
Committee, scheduled for 2001, would focus on sector-wide approaches to issues of common concern, 
with guest speakers from developing countries being invited to make presentations on cooperation in 
the field between the three organizations. 

The Board had expressed appreciation of the fact that WHO had been the first United Nations 
specialized agency to join the United Nations Development Group. Further details on the positive 
implications of WHO's membership were outlined in the report to the Health Assembly (document 
A53/26). The Board had also noted with interest that WHO had taken significant steps to develop 
closer links with organizations such as the World Bank, IMF, WTO and OECD. It had endorsed the 
idea of WHO preparing a detailed agenda and timetable for its plan of action on the health of 
indigenous people, to be based on the International Consultation on the Health of Indigenous Peoples 
organized by WHO in November 1999. 

The CHAIRMAN drew attention to the following draft resolution proposed by the delegations 
of Australia, Bolivia, Canada, Chile, Denmark, Ecuador, Netherlands, New Zealand, Norway, Peru 
and Russian Federation: 

The Fifty-third World Health Assembly, 
Recalling resolutions WHA47.27, WHA48.24, WHA49.26, WHA50.31 and WHA51.24 

on WHO's contribution to achievement of the objectives of the International Decade of the 
World's Indigenous People (1994-2003); 

Further recalling United Nations General Assembly resolution 501157, which adopted the 
programme of activities for the International Decade, in which it is recommended that 
"specialized agencies of the United Nations system and other international and national 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as resolution WHA53.9. 
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agencies, as well as communities and private enterprises, should devote special attention to 
development activities of benefit to indigenous communities"; that focal points for matters 
concerning indigenous people should be established in all appropriate organizations of the 
United Nations system; and that the governing bodies of the specialized agencies of the United 
Nations system should adopt programmes of action for the Decade in their own field of 
competence, "in close cooperation with indigenous people"; 

Commending the progress made in the Region of the Americas on the Initiative on the 
Health of Indigenous People of the Americas; 

Taking note of the conclusions and recommendations of the International Consultation on 
the Health oflndigenous Peoples (Geneva, 23 to 26 November 1999), 

1. URGES Member States: 
( 1) to make adequate provisions for indigenous health needs in their national health 
systems; 
(2) to recognize and protect the right of indigenous people to enjoyment of the highest 
attainable standard of health within overall national development policies; 
(3) to respect, preserve and maintain traditional healing practices and remedies, and to 
seek to ensure that indigenous people retain ownership of this traditional knowledge and 
related benefits; 

2. REQUESTS WHO's regional committees to consider the adoption of regional action 
plans on indigenous health that take into account the conclusions and recommendations of the 
International Consultation on the Health of Indigenous People; 

3. REQUESTS the Director-General: 
(1) to ensure that all WHO activities relevant to indigenous people are undertaken in 
close partnership with them; 
(2) to collaborate with partners in health and development for the protection and 
promotion of the right of the world's indigenous people to the enjoyment of the highest 
attainable standard of health; 
(3) to complete, in close consultation with national governments and organizations of 
indigenous people, development of a global plan of action to improve the health of 
indigenous people, with particular emphasis on the needs of those in developing 
countries, as WHO's contribution to the Decade and beyond. 

Dr LARIVIERE (Canada), introducing the draft resolution on behalf of its sponsors, said that 
Canada believed firmly in the need for individual and collective action by Member States to improve 
the health of indigenous people worldwide. The intent of the draft resolution was to call attention to 
the report of WHO's International Consultation on the Health of Indigenous Peoples. One of the 
report's recommendations was for the organization of a further consultation in the year 2001. 
Although no provision for such an event had been made in the budget for 2000-2001, WHO might 
consider the possibility of organizing a meeting in parallel with the fourth "Healing Our Spirit" 
worldwide conference to be held in Phoenix, Arizona, in 200 1. That would serve to attract greater 
publicity and more participants to both meetings. 

Mr PENA · GHISLENI (Brazil) requested clarification on the exact title of the International 
Consultation. The fourth preambular paragraph of the English text referred to "International 
Consultation on the Health of Indigenous Peoples" in the plural, whereas operative paragraph 2 
referred to " ... Indigenous People" in the singular. The distinction between the words "people" and 
"peoples" had been discussed at length elsewhere, and he expressed his dissatisfaction with the plural 
form. If the Secretariat confirmed that the exact title read "Peoples", he would wish to make an 
amendment and have the title placed between inverted commas. 
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Mrs BU FIGUEROA (Honduras) noted that document A53/26 Add.l contained a section 
entitled "Follow-up to resolution WHA52.12" on support to Central American countries affected by 
Hurricane Mitch. Since her delegation had only just received the document, she requested 
postponement of the discussion until the following day. She also asked WHO to provide a fuller 
account of its implementation of the resolution. 

Miss SANCHEZ REYES (Nicaragua) recalled that resolution WHA52.12 had requested the 
Director-General not only to intensify support for health programmes but also to report to the Fifty
third World Health Assembly. She regretted that document A53/26 Add.l, which had just been 
distributed, contained only two paragraphs on follow-up to resolution WHA52.12. She supported the 
request of the delegation of Honduras to postpone discussion of the matter until the following day. 

Ms EARP (New Zealand) expressed her delegation's full support for the draft resolution on the 
International Decade of the World's Indigenous People. She congratulated WHO on convening the 
International Consultation on the Health of Indigenous Peoples in November 1999. New Zealand had 
provided substantial funding for that meeting and had seconded a Maori staff member from one of the 
four New Zealand health research units for the occasion. She urged Member States to consider the 
recommendations contained in the report of the Consultation and expressed the hope that the WHO 
regional offices would play a more active role in promoting the development of health strategies that 
involved and focused on indigenous people. 

Ms BENNETT (Australia) said her delegation welcomed the opportunity to cosponsor the draft 
resolution on the world's indigenous people. Her country supported the development of regional 
action plans on indigenous health as an appropriate mechanism for addressing the different cultures, 
contexts and conditions of indigenous people. She laid particular emphasis on paragraph 3(1) of the 
draft resolution requesting the Director-General to ensure that all WHO activities relevant to 
indigenous people were undertaken in close partnership with them. 

Mr CHELIA (Argentina) expressed full support for the draft resolution. He endorsed the 
comments made by the delegate of Brazil and requested clarification on the exact title of the 
Consultation held in Geneva in November 1999. He drew attention to some errors and inconsistencies 
in the Spanish text of the draft resolution and urged WHO to use the term "indigenous people", in the 
singular form, in its English documentation, in accordance with standard international practice. 

Ms KOPPERS (Netherlands), referring to the United Nations reform process, said that the 
Netherlands attached great importance to the United Nations Development Assistance Framework 
(UNDAF), which constituted the internal business plan of the United Nations. The United Nations 
should speak with one voice within UNDAF at the country level, and she was glad to learn that WHO 
had participated in UNDAF and in the common country assessment process. She welcomed the 
information that WHO had joined the United Nations Development Group, and was apparently taking 
an active part in its work. She hoped that WHO's participation would benefit the other specialized 
agencies of the United Nations system. 

Miss SOLIS CASTANEDA (Guatemala) expressed her delegation's wish to cosponsor the draft 
resolution on the International Decade ofthe World's Indigenous People. 

Mr CASTRO GRANDE (El Salvador) endorsed the comments made by the delegates of 
Honduras and Nicaragua. His delegation had expected a detailed and substantive report on assistance 
to the Central American countries affected by Hurricane Mitch. The single paragraph on the response 
contained in document A53/26 Add.1 was inadequate and showed a lack of seriousness, solidarity and 
sensitivity. 
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Mr CHAKALISA (Botswana), referring to operative paragraph 1(1) of the draft resolution, 
pointed out that it was not usual to have different health systems for indigenous people and others. All 
citizens of Botswana received the same treatment, whether indigenous people or not. 

Dr PAVLOV (Russian Federation) queried whether the Committee was considering document 
A53/26 as a whole, or only the draft resolution on the health of indigenous people. He was particularly 
concerned with the question of collaboration in health emergencies within the United Nations system 
and with other intergovernmental organizations, which was covered in document A53/26 Add.1. There 
was a growing need for such collaboration in view of the increasing number of emergencies around 
the world caused by both natural and man-made disasters. The social sector, and especially the health 
services, were first in line in such emergencies. WHO was the natural leader for supplying expertise, 
knowledge and experience in health protection and the saving of lives, and for coordinating the efforts 
of international organizations to tackle the health consequences of emergency situations. The efforts of 
WHO, its Member States and the international organizations should focus on increasing the 
preparedness of countries to cope with emergencies, coordinating humanitarian assistance in 
emergencies and providing coordinated assistance to countries in the rehabilitation, reconstruction and 
long-term development of the health sector. A key element of those efforts must be to improve 
preparedness on the ground, since an adequate response to emergencies could only be given by 
countries that were prepared. In addition to the task of coordination with other international 
organizations, the work of WHO in emergencies and humanitarian assistance called for coordination 
within the Organization itself and for mobilization of the potential of its various programmes at both 
the global and regional levels. Such interdisciplinary and interregional activity required the right kind 
of political, strategic, budgetary and administrative decisions on the part of the Organization. WHO 
could only be expected to conduct substantive activities of that kind if it was allocated sufficient funds 
for the purpose from the regular budget. 

Document A53/26 also referred to preparations within WHO for the follow-up meetings on the 
World Summit for Social Development (Copenhagen +5) and the World Conference on Women 
(Beijing +5). What contribution was the Organization planning to make to the Millennium Summit 
and Millennium Assembly ofthe United Nations to be held in the autumn of 2000? 

Mr CHELIA (Argentina) endorsed the comments made by the delegations of El Salvador, 
Honduras and Nicaragua on compliance with resolution WHA52.12. 

The CHAIRMAN proposed that, as requested by several delegations, the discussion on 
document A53/26 Add.1 should be postponed until the following day. The Committee would confine 
itself, at the present meeting, to document A53/26 and the draft resolution. 

It was so decided. 

Dr KEAN (External cooperation and partnerships), responding to the comments made on 
document A53/26, thanked the delegate of the Netherlands for her encouraging comments on the joint 
work of WHO with other United Nations agencies within the United Nations Development Assistance 
Framework. The situation was now much more positive than at the time of the Fifty-second World 
Health Assembly, and WHO intended to continue playing a part in developing the Framework. In 
reply to the delegate of the Russian Federation, he said that the Director-General and a sizeable 
delegation from WHO would be attending the United Nations General Assembly special session on 
Beijing +5 in New York in June 2000. WHO was currently considering its participation in the 
Millennium Summit, a two- or three-day meeting to be held as part of the Millennium Assembly later 
in the year. Since the January 2000 session of the Executive Board, WHO had participated in the two 
final preparatory conferences for the Beijing +5 and Copenhagen +5 meetings. 

The delegate of Brazil had been correct in pointing out that the United Nations used the term 
"indigenous people", in the singular, whereas the International Consultation held in Geneva in 
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November 1999 had referred to "indigenous peoples" in the plural. Dr Kean agreed that, in the draft 
resolution, the title of the Consultation should appear only inside quotation marks. In future WHO 
would follow United Nations usage. He assured the delegate of Argentina that the Secretariat would 
review the versions of the draft resolution in all the official languages to ensure the use of consistent 
terminology. 

He thanked the governments of New Zealand and the Netherlands for their financial support to 
the International Consultation. There was no budgetary allocation for the consultation proposed for 
2001, but WHO would consider the suggestion of the delegate of Canada that the consultation might 
be held in parallel with the "Healing Our Spirit" meeting scheduled for 2001 in Phoenix, Arizona. 

In reply to the remark by the delegate of Botswana, he explained that the intention of the draft 
resolution on the International Decade of the World's Indigenous People was to urge Member States 
to ensure that their national health systems made adequate provision for the needs of indigenous 
people. 

The CHAIRMAN invited the Committee to note the report contained in document A53/26 on 
collaboration within the United Nations system and with other intergovernmental organizations. 

It was so agreed. 

The CHAIRMAN invited the Committee to consider the draft resolution on the International 
Decade of the World's Indigenous People, noting that Guatemala had asked to be added to the list of 
cosponsors. 

Mr TALLARD-FLEURY (France) proposed that, in paragraph 1(3), the words "retain 
ownership of this traditional knowledge and related benefits" be replaced by "retain this traditional 
knowledge and its benefits". 

Dr LARIVIERE (Canada), commenting on the amendment proposed by the delegate of France, 
said that the intention of the drafters in referring to "ownership of this traditional knowledge" had been 
to protect the economic interests of indigenous people. Traditional knowledge of substances such as 
quinine and curare had been put to use worldwide and had served humanity well, but without any 
financial benefit to the indigenous people who had provided that knowledge. However, he was 
prepared to accept the proposed amendment. 

The draft resolution, as amended, was approved.1 

(For continuation, see summary record of the fourth meeting, section 3, page 163.) 

The meeting rose at 16:45. 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as resolution WHA53.10. 



FOURTH MEETING 

Friday, 19 May 2000, at 10:30 

Chairman: Dr K. KARAM (Lebanon) 

1. SECOND REPORT OF COMMITTEE B (Document A53/37) 

Dr SUWIT WIBULPOLPRASERT (Thailand), Rapporteur, read out the draft second report of 
Committee B. 

Mr PENA GlllSLENI (Brazil) asked whether the Committee was now considering the two draft 
resolutions set out in the report. 

Mr TOPPING (Legal Counsel) explained that the substance of the resolutions was not under 
consideration. The Committee was considering the report only in order to verifY that the resolutions 
included in it were indeed the resolutions that it had decided to recommend to the Health Assembly for 
adoption. 

Ms EARP (New Zealand), referring to the resolution on the International Decade of the World's 
Indigenous People, said that she supported the proposal made the previous day that in the fourth 
preambular paragraph quotation marks should be inserted before and after the words International 
Consultation on the Health oflndigenous Peoples. To maintain consistency, the same amendment should 
be made in paragraph 2. 

Mr OY ARCE (Chile) stated that said he would like to take the opportunity to comment on the 
resolution, of which his country was cosponsor. The international system was increasingly tending to 
adopt an integrated approach that focused on people: thus, the Director-General's millennium report 
identified health as a key element in social development. The integrated approach had been incorporated 
in numerous political declarations and plans of action of successive international conferences which had 
given legal recognition to the human rights of indigenous peoples. A social study in Chile had shown that 
the indigenous communities were vulnerable, and that policies were needed that took account of their 
cultural specificity and of the contribution they could make to a multiethnic society. His Government was 
exercising a form of positive discrimination in order to promote equality of development, equal access to 
health and coexistence on the basis of equal social and cultural status. Epidemiological studies had shown 
moreover that areas where indigenous peoples were concentrated had had lower health indicators than the 
rest of the population. He appreciated WHO's interest in the subject, and would encourage Chile's 
Department of Health and Sustainable Development to continue focusing on the health of indigenous 
peoples. 

He had noted the recommendations contained in the report of the "International Consultation on the 
Health of Indigenous Peoples", in particular regarding the recognition of, and support for, systems of 
traditional medicine. WHO should seek to promote equitable health policies for indigenous peoples that 
took account of regional and local differences, and partnership mechanisms should be based on equality, 
trust and mutual respect. The consultations could constitute a useful model for devising specific health 
programmes and projects for indigenous peoples, and WHO and P AHO could help by focusing on 
cooperation mechanisms based on cultural and scientific interaction. 

He urged that the Consultation initiated in November 1999 to draw up a global plan of action for 
improving the health of indigenous peoples should be continued; that methods for community 
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participation should be developed to enable governments and WHO to agree specific programmes for 
such peoples; and that WHO should assist governments to collect and analyse health statistics in a way 
that took account of ethnic differences and facilitated the detection of health inequalities between 
indigenous peoples and other sectors of society. At global level, WHO should increase its presence in 
bodies such as the permanent forum on indigenous issues to be set up within the United Nations system, 
to ensure that health indicators, as well as other indicators, were taken into account. 

The report, as corrected, was adopted.1 

2. HEALTH CONDITIONS OF, AND ASSISTANCE TO, THE ARAB POPULATION 
IN THE OCCUPIED ARAB TERRITORIES, INCLUDING PALESTINE: Item 16 of the 
Agenda (Documents A53/25, A53/INF.DOC./4, A53/INF.DOC./5 and A53/INF.DOC.6) 

The CHAIRMAN invited the Committee to consider a draft resolution proposed by the delegations 
of Austria, Bahrain, Belgium, Denmark, Egypt, Finland, France, Germany, Greece, Ireland, Italy, Jordan, 
Libyan Arab Jamahiriya, Luxembourg, Malaysia, Mauritania, Morocco, Netherlands, Portugal, Spain, 
Sweden, Tunisia, United Kingdom of Great Britain and Northern Ireland and Yemen, which read as 
follows: 

The Fifty-third World Health Assembly, 
Mindful of the basic principle established in the WHO Constitution, which affirms that 

the health of all peoples is fundamental to the attainment of peace and security; 
Recalling the convening of the International Peace Conference on the Middle East 

(Madrid, 30 October 1991), on the basis ofthe United Nations Security Council resolutions 242 
(1967), 338 (1973) and 425 (1978), as well as on the basis ofthe principle of"land for peace", 
and the subsequent agreements between the Palestinian and Israeli sides, the latest of which is 
the Sharm-EI Sheikh agreement; 

Expressing the hope that the peace talks between the parties concerned in the Middle East 
will lead to a just and comprehensive peace in the area, securing, in particular, the Palestinian 
right to self-determination including the option of a State; 

Noting the signing in Washington, DC on 13 September 1993 of the Declaration of 
Principles on Interim Self-Government Arrangements between the Government of Israel and the 
Palestine Liberation Organization (PLO), the commencement of the implementation of the 
Declaration of Principles following the signing of the Cairo Accord on 4 May 1994, the interim 
agreement signed in Washington, DC on 28 September 1995, the transfer of health services to 
the Palestinian Authority, and the launching of the final stage of negotiations between Israel and 
the PLO on 5 May 1996; 

Emphasizing the urgent need to implement the Declaration of Principles and the 
subsequent Accords; 

Expressing grave concern about the Israeli settlement policies in the Palestinian occupied 
territory, including occupied East Jerusalem, in violation of international law, the Fourth 
Geneva Convention and of relevant United Nations resolutions; 

Stressing the need to preserve the territorial integrity of all the occupied Palestinian 
territory and to guarantee the freedom of movement of persons and goods within the Palestinian 
territory, including the removal of restrictions of movement into and from East Jerusalem, and 
the freedom of movement to and from the outside world having in mind the adverse 

1 See page 240. 



160 FIFTY-THIRD WORLD HEALTH ASSEMBLY 

consequences of the recurrent closure of the Palestinian territory on its socioeconomic 
development, including the health sector; 

Recognizing the need for increased support and health assistance to the Palestinian 
population in the areas under the responsibility of the Palestinian Authority and to the Arab 
populations in the occupied Arab territories, including the Palestinians as well as the Syrian 
Arab population; 

Recognizing that the Palestinian people will have to make strenuous efforts to improve 
their health infrastructure, and taking note of the initiation of cooperation between the Israeli 
Ministry of Health and the Palestinian Ministry of Health which emphasizes that health 
development is best enhanced under conditions of peace and stability; 

Reaffirming the right of the Palestinian patients and the medical staff to be able to benefit 
from the health facilities available in the Palestinian health institutions in occupied East 
Jerusalem; 

Recognizing the need for support and health assistance to the Arab populations in the 
areas under the responsibility of the Palestinian Authority and in the occupied territories, 
including the occupied Syrian Golan; 

Having considered the report of the Director-General, 

1. EXPRESSES the hope that the peace talks will lead to the establishment of a just, lasting 
and comprehensive peace in the Middle East; 

2. CALLS UPON Israel not to hamper the Palestinian Ministry of Health in carrying out its 
full responsibility for the Palestinian people, including in occupied East Jerusalem, and to lift 
the partial and complete closures imposed on the Palestinian territory; 

3. AFFIRMS the need to support the efforts of the Palestinian Authority in the field of 
health in order to enable it to develop its own health system so as to meet the needs of the 
Palestinian people in administering their own affairs and supervising their own health services; 

4. URGES Member States, intergovernmental organizations, nongovernmental 
organizations and regional organizations to provide speedy and generous assistance in the 
achievement of health development for the Palestinian people; 

5. THANKS the Director-General for her report and efforts, and requests her: 
(a) to take urgent steps in cooperation with Member States to support the Palestinian 
Ministry of Health in its efforts to overcome the current difficulties, and in particular so 
as to guarantee free circulation of those responsible for health, of patients, of health 
workers and of emergency services, and the normal provision of medical goods to the 
Palestinian medical premises, including those in Jerusalem; 
(b) to continue to provide the necessary technical assistance to support health 
programmes and projects for the Palestinian people; 
(c) to take the necessary steps and make the contacts needed to obtain funding from 
various sources including extrabudgetary sources, to meet the urgent health needs of the 
Palestinian people; 
(d) to continue her efforts to implement the special health assistance programme and 
adapt it to the health needs of the Palestinian people, taking into account the health plan 
of the Palestinian people; 
(e) to report on implementation of this resolution to the Fifty-fourth World Health 
Assembly; 
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6. EXPRESSES gratitude to all Member States, intergovernmental organizations and 
nongovernmental organizations and calls upon them to provide the assistance needed to meet 
the health needs of the Palestinian people. 

Mrs SIDHOM (Egypt), introducing the draft resolution, drew attention to the report contained in 
document A53/INF.DOC./4. That report confirmed the ongoing deterioration in the health conditions 
of the Arab population in the occupied Arab territories caused by Israel's continuing policy of closing 
off and blockading Palestinian areas, thus depriving Palestinians of access to health services. The 
Israeli authorities continued to delay Palestinian ambulance vehicles transporting patients wounded as 
a result of the repressive activities of the forces of occupation. The health conditions of the Palestinian 
people would only improve when the Israeli occupation had come to an end, when the Palestinian 
National Authority had been guaranteed the right to administer the affairs of its own citizens, and 
when the Palestinian Ministry of Health was able fully to discharge its responsibilities. 

The draft resolution, which was similar in content to previous Health Assembly resolutions on 
the subject, expressed the hope that the peace talks between the parties concerned would lead to a just, 
lasting and comprehensive peace in the area. It urged that assistance should be provided in the 
achievement of health development for the Palestinian people, and requested support from WHO, 
notably for efforts to obtain funding from extrabudgetary sources. 

Mr BARCIA (Portugal), speaking on behalf of the European Union, said his delegation was 
cosponsoring the draft resolution for two reasons: because it was in keeping with the analysis of the 
situation made in the Director-General's report (document A53/25), and because WHO had an 
important role to play in setting up an effective and sustainable health system for the Palestinian 
people. Furthermore, the resolution was a constructive one, which would contribute to the current 
Middle East peace process. 

Mr KHAN (Pakistan), Mr COMENDEIRO HERNANDEZ (Cuba), Dr SHANGULA (Namibia), 
Mr HENDRASMORO (Indonesia), Dr SHEIKH (Syrian Arab Republic), Mr BENFREHA (Algeria), 
Mrs JENNY (Switzerland) and Mr DAMA YE (Chad) said they wished the names of their delegations 
to be added to the list of sponsors of the draft resolution. 

Mrs BLACKWOOD (United States of America) said that the United States believed that the 
health of the Palestinian people should be the sole concern of the draft resolution. The resolution 
introduced political considerations into the debate and did not serve the interests of peace, and her 
delegation was therefore opposed to it. The United States had already provided more than 
US$ 60 million, including US$ 11 million during the current year, in assistance to the Palestinian 
people for child survival and maternal health activities, and would continue to provide such assistance 
in the future, but it believed that the Health Assembly was not an appropriate forum for the discussion 
of political matters. 

Dr SEVER (Israel) said that the year 2000 was a year of continued progress in the Middle East 
peace process and of intensified negotiations between Israel and the Palestinian Authority. Logically, 
therefore, there was no justification for a politicized draft resolution on the Palestinian issue, and Israel 
accordingly rejected it and urged other Member States to vote against it. 

As Member States were well aware, there had been cooperation between Israel and the 
Palestinian Authority in the field of health for many years: for instance, an Israeli expert in oncology 
had recently been presented with the Sasakawa Health Prize for his contribution to the development of 
the Palestinian oncological services between 1978 and 1994. There was a continuous and fruitful 
dialogue in many public health areas, including epidemiology, environmental health, food safety and 
medical care provided to Palestinians in Israeli hospitals. 

Israel supported assistance programmes for Palestinians and willingly cooperated with 
organizations and countries to that end. He was convinced that the efforts of both peoples to achieve 
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peace would succeed, and that better health and living conditions for all would follow. In the 
meantime, he urged Member States to put an end to the politicization of WHO. 

Dr AL-ZAANOUN (Palestine) expressed regret that, five years after the signing of the Oslo 
Accord providing for an Israeli withdrawal from Palestinian territory occupied in 1967, Israel had 
failed to withdraw from 60% of that territory. The fragmentation of an area inhabited by three million 
Palestinians had created numerous health problems, the most important of which was the lack of 
freedom of movement between the Gaza Strip, the West Bank and East Jerusalem. The sick were 
unable to gain access to medical equipment, pharmaceuticals and vaccines because of the many 
obstacles to the importing of such supplies from neighbouring States and from Europe. Palestinians 
received less than one-tenth of the amount of water supplied to Israeli citizens, and the illegal Israeli 
settlements disposed of sewage and solid waste materials in the vicinity of Palestinian communities, 
creating a series of environmental and health problems. Furthermore, some 1650 prisoners and 
detainees continued to languish in Israeli prisons: they included women, minors, and some 
430 persons suffering long-term illnesses who had been in prison for over 15 years. Palestinian 
refugees continued to live in camps in the Gaza Strip and the West Bank, and there were others living 
in similar camps in Jordan, Syrian Arab Republic and Lebanon. He expressed his gratitude to the 
United Nations Relief and Works Agency for Palestine Refugees in the Near East for its steadfast 
commitment to providing services to those refugees, who lived in very crowded and difficult 
conditions. 

Emergency situations continued to arise: for instance, only a few days previously 
450 Palestinians had been injured in peaceful demonstrations calling for Israel to abide by its 
commitments under the Oslo Accord. The Israeli army had opened fire on the demonstrators, killing 
five people, including two children. 

He thanked Member States for their support for the resolution adopted on the subject at the 
Fifty-second World Health Assembly (resolution WHA52.5). He hoped that by the time of the Fifty
fourth World Health Assembly the Oslo Accord would have been implemented and peace would have 
been achieved, thus making further resolutions unnecessary. 

Mr AL-F AKHRI (Saudi Arabia) expressed support for the draft resolution. 

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

The draft resolution was approved by 83 votes to 2, with 12 abstentions.1 

Mr AMIRKHIZI (Islamic Republic of Iran) said that, although his delegation had voted in 
favour of the resolution, that should in no way be construed as recognition oflsrael by his country. 

Mrs GERVAIS-VIDRICAIRE (Canada) said that her delegation supported the basic goal of the 
resolution, but had abstained from the vote because of the political elements contained in the third 
preambular paragraph. While Canada recognized the right of the Palestinian people to self
determination and did not rule out the possibility of the creation of a Palestinian State, it believed that 
that should remain a matter for negotiation between the parties concerned in the Middle East peace 
process. 

Ms LIANG (Singapore), in explanation of vote, said that her delegation too had abstained on the 
grounds that the Health Assembly, being a technical forum, was not the right place to deal with issues 
such as those contained in the draft resolution. Those issues should more properly be discussed in the 
United Nations General Assembly. 

1 Transmitted to the Health Assembly in the Committee's third report and adopted as resolution WHA53.11. 
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3. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM AND WITH OTHER 
INTERGOVERNMENTAL ORGANIZATIONS: Item 17 of the Agenda (Documents 
A53/26 and A53/26 Add.1) (continued from third meeting, section 3) 

• Support to Central American countries affected by Hurricane Mitch 
• Health emergencies 

Mrs BU FIGUEROA (Honduras) expressed her deep regret that implementation of resolution 
WHA52.12 had in no way matched Honduras's expectations. Honduras, the hardest hit country in the 
region, was still awaiting a detailed report on the mobilization of WHO technical and financial 
resources in the field as part of a programme of rehabilitation and reconstruction of the health sector in 
the country, including an evaluation on the results of the programme. She would have liked more 
detail to have been given in the report on how the resolution was being implemented. 

Mrs SANCHEZ REYES (Nicaragua) acknowledged the valuable work carried out by the 
Regional Office in countries affected by the catastrophe at the time when it was most needed. 
However, given that WHO was an intergovernmental organization that had to act in accordance with 
the decisions of its Member States, the one-and-a-half paragraphs of the report on its activities 
regarding the catastrophe in Central America were insufficient. She had welcomed the report by 
PAHO, which contained much of the information that should have figured in the WHO document, 
notably in regard to the follow-up to resolution WHA52.12. She was concerned at the way a resolution 
fully supported by Members the previous year had been dealt with, and requested that in future the 
Organization should show more awareness in regard to mandates given it by the Health Assembly. 

Mr COMENDEIRO HERNANDEZ (Cuba) endorsed the comments made by Honduras and 
Nicaragua. The report submitted by PAHO had contained far fuller detail than the report submitted to 
the Health Assembly. Cuba was supplying medical assistance to the countries hit by Hurricane Mitch, 
namely Belize, Guatemala, Haiti, Honduras and Nicaragua, and would continue to do so for as long as 
was necessary. 

Dr BELLO DE KEMPER (Dominican Republic) said that her delegation shared the concerns 
expressed by earlier speakers. Resolution WHA52.12, as well as the time devoted to the disasters of 
1998 in the Caribbean and Central America at the Geneva session of the Economic and Social Council 
of the United Nations, reflected the concern of the international community, which therefore had an 
interest in knowing what activities had been carried out by WHO in the countries affected. She would 
have preferred a more detailed as well as a more timely report. 

Dr VIVAS (Uruguay) said that, while she was grateful for the activities of WHO and PAHO 
following the Hurricane Mitch disaster, she too deeply regretted that no description of those activities 
was given in the report. She would be interested to see the report by P AHO that had been referred to. 

Mr CASTRO GRANDE (El Salvador) expressed his thanks to Dr Alleyne for the report he had 
given earlier to a few delegations on the support given by WHO and P AHO to the reconstruction 
process in Central America following Hurricane Mitch. His Government was grateful to them and to 
the international donor community for their solidarity and cooperation in efforts to improve the 
situation in the health sector by setting up preventive mechanisms. Years would be required to repair 
the devastation caused, and it was hoped that the appeal launched by the countries affected would not 
be forgotten. While he did not doubt the seriousness of WHO's and PAHO's commitment, the account 
given in the WHO report was inadequate for a subject of such importance. 

Miss SOLIS CASTANEDA (Guatemala) and Mr SALAS (Venezuela) shared that view. 
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Mr MARTINEZ AGUILAR (Mexico) said that in view of the tremendous tragedy suffered by 
the countries of Central America they were justified in requesting a fuller discussion on WHO's 
efforts in the region. He asked for the report given by Dr Alleyne to be distributed as an official Health 
Assembly document. 

Mr KUTCH (Australia) stated that Australia noted with appreciation the considerable efforts 
made by WHO to strengthen collaboration with other United Nations agencies in emergency 
situations, in particular with the United Nations Office for Coordination of Humanitarian Affairs. It 
recognized the important role played by WHO as a focal point for health matters in emergencies, 
especially in the areas of surveillance, standard-setting and overall assessment and coordination of 
health sector interventions. WHO should continue to strengthen its leadership in the health sector by 
defining more clearly its lead role in that field. Australia also appreciated the progress made recently 
by WHO in developing its capacity to respond to health emergencies. The Organization should take 
note of the lessons learned through operational experience, and persevere in improving its emergency 
health sector interventions by continuing to develop building its technical and administrative capacity 
to respond quickly and effectively to health emergencies. 

Mr LLANSO (WMO) recalled resolution WHA51.29 endorsing WHO's participation in the 
"climate agenda" and calling for closer collaboration of WHO with WMO and other institutions in the 
development of climate applications for the benefit of public health. That collaboration was being 
effected through the Inter-Agency Committee on the Climate Agenda, which aimed to translate 
climate knowledge into mitigatory actions. In 1999, WHO had collaborated with WMO and UNEP on 
a showcase project on climate and health which had initiated heat-warning systems in Rome and 
Shanghai to reduce the health impacts of dangerous heatwaves. The project was to be the subject of a 
scientific lecture to be given the following week at the Executive Board. WHO had also cosponsored 
with WMO and UNEP the International Congress of Biometeoro1ogy, which had been held jointly 
with the International Conference of Urban Climatology in Sydney. A workshop on climate and health 
for small island States would be held in Fiji in July. WMO and WHO were also in the preliminary 
stages of drafting a plan for climate and health, and he recommended that the text of that plan be 
reflected in the documentation. 

Dr ALLEYNE (Regional Director for the Americas) apologized for not having prepared a 
written report. It was estimated that Hurricane Mitch had left around 20 000 dead or disappeared and a 
greater number wounded and traumatized, and that 30% of health services had been destroyed. P AHO 
had sent immediate aid to the worst affected countries, Honduras and Nicaragua, as well as to the two 
less affected countries, El Salvador and Guatemala, in the form of some 60 additional professional 
staff and US$ 300 000 from the Regional Director's Development Programme. After the Declaration 
of Ministers of Health at the meeting held in El Salvador in December 1998, a further US$ 1.5 million 
had been pledged for cholera control activities. Cuba, Mexico and other Latin American countries had 
responded to the emergency by providing human and financial resources on a massive scale. 

Appeals to the international community had generated a further US$ 4.3 million in humanitarian 
aid, which had been channelled via PAHO. That aid had been used for providing safe water, 
re-establishing basic services, providing temporary shelter, mental health work, setting up a system for 
epidemiological monitoring, controlling outbreaks of disease, distributing food, essential drugs and 
vaccines and restoring communications. The funds donated had been managed by the SUMA system 
(Medical Supply Management in the Aftermath of Disasters in Latin America and the Caribbean) with 
the help of some 100 national and international volunteers, thus guaranteeing that they were utilized 
efficiently and transparently and were properly distributed. Local communities had been mobilized, 
and technical support given by nongovernmental organizations present in the area. P AHO had kept the 
international community and the mass media informed of the situation and of its needs via its web 
pages. 



COMMITTEE B: FOURTH MEETING 165 

Early in 1999 the countries affected had begun the task of reconstruction and transformation, 
recognizing that without massive investment in health the negative impact of Hurricane Mitch on the 
health sector would affect social stability and economic recovery. PAHO had mobilized 
US$ 10 million donated by the international community, notably by USAID, Sweden and the United 
Kingdom of Great Britain and Northern Ireland. In addition, UNICEF had donated US$ 1 million, and 
the United States Congress had allocated US$ 15 million to the Centers for Disease Control and 
Prevention for interventions in Central America. 

An advisory group for the transformation and reconstruction of Central America known as the 
Stockholm Group, comprising Canada, Germany, Spain and the United States, had set up a mechanism 
to monitor reconstruction projects in the four countries affected. National consultative groups had been 
established in Honduras and Nicaragua, and consultations were to be held in Madrid in February 2001 
at which regional projects developed by the Central American Integration System (SICA) would be 
discussed. 

PAHO was continuing to provide technical support through the office of its representative in 
El Salvador. It was currently concluding work on a macroproject that included strengthening of health 
services, a regional network of laboratories, epidemiological surveillance, disease control, 
improvement of environmental health and reduction of health risks. He hoped that the international 
community would continue to provide support to meet those pressing needs. 

Mr PALSTRA (UNFPA) expressed strong support for interagency cooperation and partnership 
as ways to deal with major population and health issues. The world's population had doubled since 
1960 and, in absolute numbers, more people were living in poverty than 40 years previously. The 
work of WHO was thus very important, and he hoped that progress would be carefully monitored to 
ensure that basic health needs, notably in the area of reproductive health, were met. He hoped that 
such programmes as UNAIDS and WHO's Safe Motherhood Initiative and Reproductive Health 
Training and Research Programme would ultimately result in safer pregnancies, reduced infant 
mortality rates, fewer unwanted pregnancies and abortions, and fewer sexually transmitted infections. 
UNFPA focused especially on young people. There were now over 2000 million teenagers in the 
world, and their future needed to be safeguarded. 

Mrs SANCHEZ REYES (Nicaragua) thanked Dr Alleyne for his statement and supported 
Mexico's request. 

The CHAIRMAN said he took it that the Committee wished to take note of the report contained 
in document A53/26 Add. I. 

It was so decided. 

The CHAIRMAN drew attention to a draft resolution proposed by the delegations of Bahrain, 
Egypt, Jordan, Morocco, Oman, Pakistan and Qatar, which read as follows: 

The Fifty-third World Health Assembly, 
Bearing in mind United Nations General Assembly resolution 52/250 adopted on 7 July 

1998 and entitled "Participation of Palestine in the work of the United Nations", 

DECIDES to confer upon Palestine in the World Health Assembly and other meetings of 
the World Health Organization, in its capacity as an observer, the rights and privileges described 
in the Annex to the aforementioned resolution ofthe United Nations General Assembly. 1 

1 See resolution 52/250 and Annex, below. 
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RESOLUTION ADOPTED BY THE GENERAL ASSEMBLY 

52/250. Participation of Palestine in the work of the United Nations 

The General Assembly, 

Recalling its resolution 181 (II) of 29 November 194 7, in which, inter alia, it recommended 
the partition of Palestine into a Jewish State and an Arab State, with Jerusalem as a corpus 
separatum, 

Recalling also its resolution 3237 (XXIX) of22 November 1974, by which it granted observer 
status to the Palestine Liberation Organization, 

Recallingfurther its resolution 43/160 A of9 December 1988, adopted under the item entitled 
"Observer status of national liberation movements recognized by the Organization of African Unity 
and/or by the League of Arab States", in which it decided that the Palestine Liberation Organization 
was entitled to have its communications issued and circulated as official documents of the United 
Nations, 

Recalling its resolution 431177 of 15 December 1988, in which it acknowledged the 
proclamation of the State of Palestine by the Palestine National Council on 15 November 1988 and 
decided that the designation "Palestine" should be used in place of the designation "Palestine 
Liberation Organization" in the United Nations system, 

Recalling also its resolutions 49112 A of 9 November 1994 and 49112 B of 24 May 1995, 
through which, inter alia, arrangements for the special commemorative meeting of the General 
Assembly on the occasion of the fiftieth anniversary of the United Nations, in addition to applying 
to all Member and observer States, were also applied to Palestine, in its capacity as observer, 
including in the organizing process of the list of speakers for the commemorative meeting, 

Recalling further that Palestine enjoys full membership in the Group of Asian States and the 
Economic and Social Commission for Western Asia, 

Aware that Palestine is a full member of the League of Arab States, the Movement of Non
Aligned Countries, the Organization of the Islamic Conference, and the Group of 77 and China, 

Aware also that general democratic Palestinian elections were held on 20 January 1996 and 
that the Palestinian Authority was established on part of the occupied Palestinian territory, 

Desirous of contributing to the achievement of the inalienable rights of the Palestinian people, 
thus attaining a just and comprehensive peace in the Middle East, 

1. Decides to confer upon Palestine, in its capacity as observer, and as contained in the 
annex to the present resolution, additional rights and privileges of participation in the sessions and 
work of the General Assembly and the international conferences convened under the auspices of the 
Assembly or other organs of the United Nations, as well as in United Nations conferences; 

2. Requests the Secretary-General to inform the General Assembly, within the current 
session, about the implementation of the modalities annexed to the present resolution. 

ANNEX 

89th plenary meeting 
7 July 1998 

The additional rights and privileges of participation of Palestine shall be effected through the 
following modalities, without prejudice to the existing rights and privileges: 
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1. The right to participate in the general debate ofthe General Assembly. 

2. Without prejudice to the priority of Member States, Palestine shall have the right of 
inscription on the list of speakers under agenda items other than Palestinian and Middle East issues 
at any plenary meeting of the General Assembly, after the last Member State inscribed on the list of 
that meeting. 

3. The right of reply. 

4. The right to raise points of order related to the proceedings on Palestinian and Middle 
East issues, provided that the right to raise such a point of order shall not include the right to 
challenge the decision of the presiding officer. 

5. The right to co-sponsor draft resolutions and decisions on Palestinian and Middle East 
issues. Such draft resolutions and decisions shall be put to a vote only upon request from a Member 
State. 

6. The right to make interventions, with a precursory explanation or the recall of relevant 
General Assembly resolutions being made only once by the President of the General Assembly at 
the start of each session ofthe Assembly. 

7. Seating for Palestine shall be arranged immediately after non-member States and before 
the other observers; and with the allocation of six seats in the General Assembly Hall. 

8. Palestine shall not have the right to vote or to put forward candidates. 

Dr TARA WNEH (Jordan), introducing the draft resolution, said that Bangladesh had asked to 
be added to the list of cosponsors. The resolution sought to confer on Palestine, in its capacity as an 
observer, the same rights and privileges as had been accorded to it under United Nations General 
Assembly resolution 52/250. It contained nothing of a contentious nature and he therefore hoped it 
would be adopted by consensus. 

Mr PELEG (Israel) noted that the draft resolution was directly connected with the negotiations 
currently taking place between Israel and the Palestinians, the results of which would affect the status 
of Palestinians in all organizations of the United Nations system. The resolution sought to prejudge the 
results of those negotiations. It should be emphasized that General Assembly resolution 52/250 had no 
bearing on the work of WHO, but merely granted the Palestinians specific rights within a limited 
context. Those rights applied only to international conferences convened under the auspices of the 
General Assembly or other organs of the United Nations and to United Nations conferences. He 
requested clarification from the Legal Counsel. 

Mrs BLACKWOOD (United States of America) suggested that consideration of the draft 
resolution be deferred. 

Mr TOPPING (Legal Counsel) confirmed that General Assembly resolution 52/250 did not 
apply to WHO, which was a separate entity. A separate resolution would have to be adopted by the 
Health Assembly if the rights and privileges defined in the resolution were to be made applicable to 
WHO. 

The CHAIRMAN took it that further consideration of the matter could be deferred until a 
subsequent meeting. 

It was so agreed. 

(For continuation, see summary record of the fifth meeting, section 3, page 179.) 
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4. TECHNICAL AND HEALTH MATTERS: Item 12 of the Agenda (continued from the 
eighth meeting of Committee A) 

• Technical cooperation among developing countries: Item 12.5 of the Agenda (Document 
AS3/8) 

Dr SULAIMAN (representative of the Executive Board) said that the Board, when it had 
considered the report at its 1 OSth session, had noted that the concept and practice of technical 
cooperation among developing countries were being reviewed in the context of rapid global changes, 
and that WHO was working to define a more strategic approach to that cooperation in areas such as 
poverty alleviation and health sector reform. The role of nongovernmental organizations, civil society 
and the private sector had been recognized as vital to such technical cooperation in the light of 
globalization. The Board had noted that the Southern American continent had made considerable 
advances in that regard with only modest resources, and it had been suggested that the benefits of 
those advances could be shared with African countries. There had been appeals for more South-South 
cooperation: in Africa, technical cooperation was urgently needed in areas such as training, research 
and pharmaceuticals. 

Dr EL-SHAFEI (Egypt) commended WHO and the Director-General for drawing attention to an 
important subject and for opening the way to cooperation between developing countries in not only 
health but also other fields. Egypt had itself greatly benefited from cooperation with other African 
countries, participation in South-South initiatives, and ongoing collaboration with other Arab States. 

Cooperation between developing countries was indispensable if such countries were to gain 
access to the high technology and expertise which would enable them effectively to cope with the 
health problems which they shared. Exchange of experience with regard to the successful solution of 
those problems could be of great practical value. Cooperation could improve standards in the areas of 
strategic planning, human resource development, and training, while exchange of information 
regarding pharmaceuticals and regarding decisions taken at the global level concerning health and 
health services was vital. Since the problems, as well as the organizational structures, of developing 
countries tended to be extremely similar, such shared information was often more valuable in practical 
terms than assistance from developed countries. 

Ms VALDEZ (United States of America) said that WHO's proposal to define new criteria and a 
more strategic approach to technical cooperation among developing countries was sound, especially in 
terms of using such cooperation to position health at the core of the development and political 
agendas. Over time the impact of such an approach could be substantial. The proposed focus on health 
services, disease control and the challenges of globalization, which included such objectives as 
strengthening the self-reliance of developing countries, increasing the quantity and quality of 
cooperation through pooling capacities and resources, and transferring appropriate technology and 
skills so as to strengthen countries' individual and collective self-reliance, required considerable time 
as well as human and financial resources. WHO's regional expertise and leadership would help to 
achieve maximum impact. The Organization might wish to consider the concept promoted by the 
Regional Office for the Americas of technical cooperation among countries, with no distinction 
between developed and developing countries; it had resulted in strong solidarity owing to a mutually 
shared public he~lth perspective rather than a donor assistance view. 

Mr LIU Peilong (China) fully supported the Organization in its efforts to define new criteria and 
to work with countries to define a more strategic approach to technical cooperation among developing 
countries in crucial areas such as poverty alleviation and public sector reform. China, as a developing 
country, was exploring the development of such cooperation, and would be holding a China-Africa 
forum in Beijing later in the year in which health sector cooperation would be an element. China's 
Ministry of Health expected to explore opportunities for technical cooperation with African countries. 
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He hoped that in promoting the concept, WHO would provide support in how to position health at the 
core of the development and political agendas and how to ensure the implementation of health 
planning in poverty alleviation. 

Mrs SIRINAD TIANTONG (Thailand) said that the report did not adequately reflect reality. 
There were difficulties in implementing the technical cooperation across different regions. Her 
delegation considered that the current WHO regional structure was now out of date and had become a 
barrier to rather than a facilitator of effective technical cooperation. Either WHO's regional structure 
had to be reformed or a new mechanism to facilitate such cooperation needed to be created. Thailand 
requested the Director-General to carry out an extensive external review to evaluate the successes and 
failures, as well as the strengths and weaknesses, of such technical cooperation in health development 
in the era of globalization and trade liberalization, and to report the result of the review to the Board at 
its 1 09th session and to the Fifty-fifth World Health Assembly in 2002. 

Dr MOGUILEVSKY (Argentina) remarked on the increasing participation in recent decades of 
international financial organizations in the design and financing of health programmes. The result had 
been that policies were not always implemented in accordance with WHO guidelines. That created a 
new international scenario. Argentina had taken the initiative of including PAHO in the design of 
externally financed programmes and their follow-up. It was thus glad that WHO was urging Member 
States to involve regional offices in the design and implementation of programmes with external 
financing to ensure that they were consistent with the policies of the Organization. His country would 
like to see that element taken into account in all WHO technical cooperation programmes. 

Dr GONZALEZ FERNANDEZ (Cuba) said that trade liberalization and globalization had 
increased the importance of cooperation between developing countries. At the South Summit of the 
Group of 77, held in Havana, Cuba, in April 2000, the developing countries had reaffirmed the need 
for cooperation among themselves in a uni-polar world which oppressed and exploited them. More 
than 2100 Cuban health workers were currently serving in 14 countries of the world, Cuba had also 
established a Latin American School of Medicine in which 3300 doctors and students from 
20 countries were receiving training free of charge. 

Dr LABISSIERE (Haiti), welcoming the inclusion of the topic on the agenda, said that for more 
than a year there had been cooperation between his country and Cuba, which by providing Haiti with 
medical, nursing and paramedical personnel was helping to improve health cover throughout the 
country. Several young Haitians were studying medicine in Cuba. It was a good example of 
cooperation between two countries in the American hemisphere which faced relatively serious 
economic problems and had pooled their resources to achieve a number of different objectives. 

Mrs MAKW AKW A (South Africa) welcomed the report, commended WHO for its work, and 
looked forward to continued participation in the evolving policy debate. 

Mr KENGOUYA (Congo), expressing support for the views of previous speakers, especially 
the delegate of Thailand, stressed two aspects that had to be taken into account with regard to African 
countries. The first was that most were emerging from conflicts and therefore needed to be treated as 
special cases. The second was the fact that almost all African countries had difficulties in the training 
of specialists, and it was necessary to look into the possibility of developing interregional schools of 
medicine so that the efforts of individual countries complemented one another and thereby produced 
specialists in all the disciplines needed in the subregion. 

Ms ALI (Pakistan) indicated that certain steps needed to be taken to make technical cooperation 
among developing countries more meaningful. WHO could play a central role by facilitating the 
cooperative efforts of neighbouring developing countries in producing and distributing a range of 
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vaccines, thereby helping to solve the problems of supply and demand. Secondly, a great deal of 
money could be saved if drugs were purchased between developing countries; when they were 
purchased from the developed countries they represented a burden for the economies of countries with 
limited resources. WHO could also facilitate the training of doctors, nurses and paramedical personnel 
by the developing countries themselves, because that could be done at a fraction of the cost of having 
them trained in the developed countries. Finally, in order to make The world health reports more 
meaningful, it was necessary to develop comparable health indicators among countries at comparable 
levels, so that the reports could give a more accurate reflection of the situation in the developing 
countries. 

(For continuation, see summary record of the fifth meeting, section 2.) 

The meeting rose at 12:40. 



FIFTH MEETING 

Friday, 19 May 2000, at 14:30 

Chairman: Dr K. KARAM (Lebanon) 

1. THIRD REPORT OF COMMITTEE B (Document A53/39) 

Dr SUWIT WIBULPOLPRASERT (Thailand), Rapporteur, read out the draft third report of 
Committee B. 

The report was adopted. 1 

2. TECHNICAL AND HEALTH MATTERS: Item 12 ofthe Agenda (continued) 

Technical cooperation among developing countries: Item 12.5 of the Agenda (Document A53/8) 
(continued from the fourth meeting, section 4) 

Mrs BU FIGUEROA (Honduras) expressed appreciation for WHO's efforts to alleviate poverty 
and reform the public sector. Honduras was receiving substantial technical and financial support from 
the European Union, the Nordic countries, the United States of America and financial institutions. She 
urged WHO to intensify its programmes to reduce poverty in her country and strengthen its presence 
in the field. WHO could also assist debt-ridden countries to ease the burden and achieve much-desired 
sustainable development. 

Mr HENDRASMORO (Indonesia) said that his delegation believed that WHO should help 
identify areas for technical cooperation among developing countries in the context of a rapidly 
changing global economy. Indonesia considered that the promotion of such cooperation would greatly 
contribute to putting health matters on the global agenda for development. The alleviation of poverty 
was the key to improving health status in many developing countries. 

Ms SUJATA RAO (India) welcomed WHO's more strategic approach to technical cooperation 
among developing countries in recognition that the social sector was integral to the process of 
development. India was involved in three major programmes promoting such technical cooperation, 
namely the International Technical and Economic Cooperation Programme, the Colombo Plan and the 
special Commonwealth plan for assistance to Africa. There were also some bilateral cooperation 
programmes with other developing countries and the Council for Scientific and Industrial Research 
acted as the national focal point for such activities, with active support from the Confederation of 
Indian Industry, the Federation of Indian Chambers of Commerce and Industry and nongovernmental 
organizations. In addition, some technical cooperation activities were carried out within the framework 
of international development agencies, such as the United Nations and the Commonwealth Fund for 
Technical Cooperation. 

India had recently surveyed in detail the training capabilities of the WHO collaborating centres 
and other centres of excellence located in the country. Several training courses in various disciplines 

1 See page 240. 
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had been identified that might interest trainers in the South-East Asia Region and elsewhere. India was 
prepared to send trainers to centres of excellence in the Region. 

Dr CHILD (Chile) said that, over the past decade, Chile had developed and implemented a 
programme aimed at sharing its scientific, technical and cultural experience with all Latin American 
countries. In the face of globalization and its effects on human health and the environment, it had 
become necessary to revitalize technical cooperation among developing countries in the areas of 
international relations and public health. Chile had concluded several bilateral and multilateral 
agreements and treaties on technical cooperation in Latin America and the Caribbean. Through cost
sharing and exchange of experience, substantial progress had been made with health sector reforms 
and the control of HIV/AIDS. The Horizontal Technical Cooperation Group had been established by 
national AIDS programmes to provide a permanent forum for exchange of experience and had 
developed a database on the costs of antiretroviral agents. An electronic communication network on 
HIV I AIDS had been set up by the countries of the Region. WHO and PAHO had a crucial role to play 
in health system reforms and the development of cooperation initiatives and served as an important 
forum for health in keeping with the tradition of pan-American cooperation. There was a need for 
greater interagency collaboration within a holistic approach to health which was fundamental to 
development. Her Government hoped that the important subject of cooperation among developing 
countries would continue to receive serious consideration by future Health Assemblies. 

Dr DIAKITE (Guinea) stated his conviction that South-South technical cooperation could help 
to improve the health of people in developing countries, in view of the similarity of their problems. He 
urged the Health Assembly to endorse the areas of joint activity outlined by the twenty-third meeting 
of the Ministers of Health of the Non-Aligned Movement held in June 1998 and the summit of Heads 
of State or Government of the Non-Aligned Countries in September 1998. 

Dr FRENK (Executive Director) thanked delegations for their positive comments on the report 
and for sharing the experience of their own countries. He was interested in the proposal to extend the 
concept of technical cooperation to include all countries, and welcomed the recognition by delegations 
of the need to explore the implications of globalization for technical cooperation. The Organization 
was already working along those lines. He also agreed that it was important to intensify cooperation in 
reforming health systems, an area of work to which WHO attached great importance. 

The Committee noted the report. 

Global Alliance for Vaccines and Immunization: Item 12.7 of the Agenda (Document 
EBlOS/2000/REC/1, Resolution EB105.R4, and Annex 1) 

Dr SULAIMAN (representative of the Executive Board), introducing the draft resolution 
contained in resolution EB105.R4, said that the Executive Board had commended the report by the 
Director-General on the establishment of the Global Alliance for Vaccines and Immunization and had 
welcomed the new initiative as a necessary step for building on the progress already achieved. The 
Board had enthusiastically endorsed the principle of an alliance, in which all partners contributed to 
shared objectives and which broadened the global partnership for vaccines and immunization. It had 
expressed satisfaction with the establishment of the Global Fund for Children's Vaccines and had been 
informed that some governments intended to contribute to the objectives of the Alliance either through 
bilateral or multilateral financing or through the Global Fund. However, some members had expressed 
concern that the criteria used to establish the eligibility of States for support from the Fund appeared to 
exclude some countries. Reassurance had been provided that no country would be excluded from the 
Alliance and that the burden of disease would indeed constitute a criterion for the allocation of funds 
for the introduction of new vaccines. Ways in which more countries could benefit from the Global 
Alliance were being explored in collaboration with the countries themselves. Finally, the Board had 
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stressed that support for the objectives of the Global Alliance could be channelled through WHO and 
did not need to go through the Global Fund. 

Dr CHA TREE CHAROENSIRI (Thailand) said his delegation warmly welcomed the initiative 
of the Director-General in promoting the Alliance, which constituted a tangible and constructive 
public/private partnership aimed at accelerating the achievement of universal vaccine coverage for 
children. The introduction of new vaccines should be guided by reliable epidemiological profiles and 
by disease burden in specific country settings. He urged that dengue haemorrhagic fever should be 
included in the priority list. 

The long-term goal should be the sustainability of vaccine delivery. In order to strengthen 
vaccine production in small pharmaceutical companies located in developing countries, he urged the 
Global Alliance to purchase basic vaccines from companies that held certificates of good 
manufacturing practice. He stressed the importance of ensuring that new vaccines were affordable by 
poor people in developing countries. New vaccines originating from research and development funded 
by the Global Alliance ought to be labelled "WHO vaccine" and made available for all children in the 
world at a very reasonable price. 

He asked for information on the order of priority for the three main activities of the Global 
Alliance and the proportion of funds allocated to each of them. He sought clarification on the 
objectives of the Alliance, as referred to in paragraph 2(5) of the draft resolution. His delegation 
wished the Director-General to report on the progress and activities of the Alliance to the Executive 
Board at its 109th session in January 2002 and to the Fifty-fifth World Health Assembly in May 2002. 

Dr DLAMINI (Swaziland) drew attention to the success of her country's expanded programme 
on immunization, which had achieved immunization rates of well over 90% for all vaccine
preventable diseases. In the past two to three years, however, those immunization coverage rates had 
stagnated and in some cases declined. There was a danger that immunization coverage would decline 
as a result ofthe HIV/AIDS and tuberculosis epidemics, not just in her country. Her delegation was 
concerned at the eligibility criteria for funding from the Alliance, specifically as regards gross national 
product and immunization coverage rate. It appeared that Swaziland's success in achieving high 
immunization coverage would disqualify it from funding, whereas it was still facing major challenges, 
including the destruction of infrastructure by floods, the difficulty of sustaining the motivation of 
mothers to bring their children for vaccination, and the cost of immunization to Swaziland's severely 
constrained health budget. She therefore urged reconsideration of the criteria for funding by the 
Alliance. 

Ms SUJATA RAO (India) said that the immunization programme in her country had achieved a 
very high coverage rate by 1990, which had been sustained over the years. However, it was faced with 
the gigantic task of vaccinating 25 million infants and 27 million pregnant women to prevent neonatal 
tetanus, and a coverage evaluation survey of immunization programmes had shown wide variations in 
performance between states. Hence, India deserved special attention in regard to the strengthening of 
routine immunization programmes and replacement of ageing cold-chain equipment. Cost had been a 
deterrent to the introduction of new vaccines. Her country was self-sufficient in manufacturing all 
vaccines in current use, except for oral poliomyelitis vaccines, which were being imported in bulk for 
blending and bottling in India. Headway had been made in developing the latest technologies for 
genetically engineered vaccines against hepatitis B. The manufacturing capacity within the country 
was more than sufficient for India's requirements and permitted some exports. 

Her Government deeply appreciated the understanding by the Governing Board of the Global 
Alliance of the need to include India in the support programme and looked forward to the visit of the 
delegation to finalize the proposals for support. She awaited a final decision by the Governing Board 
on making India eligible for funding for the purchase of vaccines under the poliomyelitis 
immunization programme. 
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Mrs MABUZANE (Zimbabwe) welcomed the introduction of the Global Alliance for Vaccines 
and Immunization, which appeared to have great potential for improving immunization programmes. 
Zimbabwe's expanded programme on immunization had considerably improved, but some 
shortcomings remained. Since 1996 the Government had been meeting in full the cost of all vaccines, 
including that against hepatitis B. It had notified the Governing Board of the Alliance of its intent to 
submit a proposal, initially for support in strengthening the cold chain and in procuring auto-disable 
syringes. Zimbabwe was anxious to uphold the principle that health interventions should be 
sustainable, and therefore needed to know the expected life span of the Alliance. She also proposed 
that Rotary International, which was committed to the eradication of poliomyelitis and elimination of 
measles, should be invited to collaborate in the Global Alliance. 

Mrs PHUMAPHI (Botswana), expressing her country's support for the Global Alliance 
initiative, said that Botswana had a well-developed immunization programme. She supported the call 
by the delegate of Swaziland for revision of the eligibility criteria for support, so that internal 
resources thus released could be used to combat epidemics such as HIV I AIDS and malaria. Botswana 
found it difficult to afford drugs, for instance not only for antiretroviral therapy but also for 
prophylaxis and the treatment of opportunistic infections. 

Dr CONNOLLY (Ireland) expressed her country's support for the aims of the Global Alliance 
and for the draft resolution contained in resolution EB105.R4. Developed countries had witnessed the 
benefits of sustained child immunization campaigns, and plans to extend immunization in the 
developing world should therefore be welcomed. On the question of declining immunization rates, she 
pointed out that because the incidence of vaccine-preventable diseases had fallen, the seriousness of 
those diseases was sometimes underestimated. Together with public concern about the safety of some 
vaccines, that factor had adversely affected the uptake of immunization in Ireland. To maintain levels 
of immunization, it might be appropriate to consider providing ongoing education and information 
about the risks of vaccines and vaccine-preventable diseases for parents, health professionals and the 
general public. 

Dr CHRISTIANSEN (Norway) recalled that his Government had long supported international 
efforts to combat infectious diseases, for example through the expanded programme on immunization. 
Immunization services were highly cost-effective and could contribute to reducing poverty. Millions 
of deaths could be prevented by improving access to immunization, expanding the use of safe vaccines 
and speeding up the development and introduction of new vaccines. To ensure that a high level of 
immunization coverage was sustained, health infrastructure and systems must be developed. 
Immunization coverage should be a centrepiece of international development efforts. His Government 
fully endorsed the objectives of the Global Alliance and supported the draft resolution contained in 
resolution EB105.R4. He was confident that WHO would continue to play a leading role in the Global 
Alliance, thereby supporting capacity-building in partner countries. 

Dr MBAIONG (Chad) congratulated the Director-General on her support for the initiative to 
establish the Global Alliance. Immunization coverage was low in Chad and child mortality high, 
owing to the prevalence of communicable and infectious diseases (for example, HIV/AIDS and 
tuberculosis) and the frequence of epidemics such as meningitis and measles. Because of limited 
financial resources, access to vaccines was problematic, and his Government saw the Global Alliance 
initiative as a valuable contribution to the fight against poverty. 

Mr EHMER (United States of America) welcomed the introduction of the Global Alliance, 
which had immense potential for improving national immunization programmes and promoting the 
introduction of newer vaccines in developing countries. The strategic objectives of the Alliance 
promised substantial gains in extending immunization coverage worldwide. The United States was 
playing a significant role in the financing and advocacy aspects of the Alliance. It was providing 



COMMITTEE B: FIFTH MEETING 175 

support for the eradication of poliomyelitis and had launched a new programme to boost immunization 
programmes in about 15 countries where vaccine coverage rates were poor. His delegation encouraged 
other Member States to contribute to the Alliance. It supported the draft resolution, which reflected the 
endeavour to make immunization coverage a focal point for action in the design and assessment of 
international development efforts. 

Dr FURGAL (Russian Federation) expressed support for the comprehensive Global Alliance 
initiative, which formulated goals and mechanisms for the most effective use of existing infrastructure 
and vaccines and for accelerating the development of new vaccines. Two years previously, the Russian 
Federation had adopted a federal law on immunization, establishing a legal framework for government 
policy in that area. There was a special federal programme for immunization, which, in addition to 
maximizing the use of resources to increase coverage, focused on supporting applied research in 
immunology and immunization, producing vaccines to comply with international standards, and 
improving epidemiological monitoring and public information. 

His delegation attached great importance to the leading role of WHO in ·immunization 
programmes, and supported the draft resolution on the Global Alliance. The Russian Government was 
prepared to make Russian-made vaccines against tuberculosis, measles and a range of other infectious 
diseases available to the Global Alliance. 

Dr TSHERING (Bhutan) welcomed the launch of the Global Alliance, ·.which made 
immunization the centrepiece of health systems. He was confident that the Alliance would play a 
major role in ridding the world of many vaccine-preventable diseases. Much had already been 
achieved in immunization through the work of WHO, UNICEF and other partners .. The Alliance 
should therefore work to reinforce and complement existing programmes and initiatives. Bhutan had 
tackled the problem of sustaining coverage by setting up a health trust fund; the Alliance should 
support innovative methods of that kind. His delegation supported the draft resolution. 

Dr RODRIGUEZ ALVAREZ (Spain) stressed that child immunization programmes were 
among the most cost-effective means of improving public health. However, the shortcomings of public 
health care or the lack of funds for health programmes led to wide disparities between immunization 
coverage levels in developing and industrialized countries. The Global Alliance should facilitate 
access to sustainable immunization services in countries which lacked them, and encourage research 
on new vaccines against the diseases most prevalent in the developing countries. An advantage of the 
Alliance was that it included organizations such as the World Bank, whose own cooperation projects 
sometimes included wide-ranging immunization programmes in the context of sustained economic 
development. The Alliance could also provide impetus for the activities of WHO's Vaccines and 
biologicals programme. Such interaction would help to bring forward the eradication of poliomyelitis, 
or to promote research into vaccines against AIDS or malaria. His delegation therefore supported the 
draft resolution, which would improve the prospects of obtaining funds for nationwide immunization 
campaigns where the health authorities lacked the necessary resources or for research into new 
vaccmes. 

Dr VIOLAKI-PARASKEVA (Greece) commended the role played by WHO in establishing the 
Global Alliance. She stressed the need to improve access to sustainable immunization services. 
Unfortunately there was evidence that in some countries immunization coverage rates were stagnating 
and even declining. Greece therefore supported the strategy and mechanisms of the Global Alliance. 
She also called for more international research on vaccine quality. 

Mr ZEPEDA BERMUDEZ (Brazil) observed that the Global Alliance initiative would 
accelerate research and development work on vaccines specifically related to the needs of developing 
countries, especially those against AIDS, malaria and tuberculosis. He supported the draft resolution, 
noting the contribution of vaccine-preventable diseases to child morbidity and mortality, especially in 
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the poorer countries. Brazil had achieved posttive results in controlling or eradicating vaccine
preventable diseases. The Ministry of Health had expanded the national immunization programme, 
introducing new vaccines such as those against hepatitis B and influenza. Over the past year, 
immunization coverage had improved, especially for the four basic vaccines in use in Brazil: DPT, 
measles, poliomyelitis and BCG. 

Dr WANG Zhao (China) applauded the establishment of the Global Alliance, which would 
benefit children in developing countries. Over the past years, the Chinese Government had given 
priority to the expanded programme on immunization, and the overall coverage rate for vaccines such 
as BCG and those against poliomyelitis, DPT and measles was high, although the rate in rural areas 
was lower than the national level. New vaccines, such as that against hepatitis B, were still unavailable 
because of their high cost. Vaccination was sometimes ineffective, particularly in rural areas where 
facilities and equipment were poorly maintained. China was in the process of formulating policies and 
strategies to overcome such problems. She noted that, although the Alliance could not bridge the gap 
between rich and poor, it would offer increased access to immunization services for children in 
impoverished areas. She suggested formulating strategies for strengthening the use of vaccines and 
giving priority in vaccine development to the needs of developing countries. China was the most 
populous country in the world and the immunization status of Chinese children therefore directly 
influenced global coverage rates. Her Government was willing to collaborate with the Alliance in 
promoting and improving the health of the world's children. 

Dr TEMU (Papua New Guinea) commended the establishment of the Global Alliance and 
expressed full support for the draft resolution. His country had made childhood vaccination a top 
priority in order to improve routine immunization programmes and the immunization rate, which was 
currently below 50%. He thanked the governments of Australia and Japan, WHO and UNICEF for 
their support. His country had made some progress in local vaccine development but funding 
constraints had hampered its efforts. The technical requirements for introducing the influenza vaccine 
were being finalized. 

Mr PARK (Republic of Korea) said that he shared WHO's concern that two million children 
were dying each year from vaccine-preventable diseases; several million lives could be saved if there 
were effective vaccines against AIDS, tuberculosis and malaria. He too commended the establishment 
of the Global Alliance and supported the draft resolution. His delegation endorsed the Alliance's goals 
of expanding safe and cost-effective vaccines and accelerating the development and application of new 
vaccines. In 1996, an international vaccine institute had been established in his country to support the 
Children's Vaccine Initiative. He hoped for close collaboration with the Alliance. 

Dr MEAN Chhi Vun (Cambodia) also supported the draft resolution on the Global Alliance 
initiative. His Government recognized the importance of immunization in reducing child morbidity 
and mortality. He thanked WHO, UNICEF and other international organizations for supporting 
Cambodia's immunization programme. He hoped that the Governing Board of the Global Alliance 
would respond favourably to his Government's request for funding to introduce hepatitis B vaccine. 

Mr KUTCH (Australia) indicated that his delegation considered the Global Alliance to be a 
public/private partnership deserving the full support of WHO and all Member States. The right of 
every child to be protected from vaccine-preventable diseases was a fundamental principle of public 
health. The Alliance provided strong impetus for governments to renew their commitment to 
expanding immunization coverage. Priority should be given to developing countries with insufficient 
resources for ensuring adequate coverage, but it should not be forgotten that immunization rates were 
less than adequate even in some developed countries, where the main obstacle was the low political 
priority given to immunization. The Global Alliance initiative provided moral inspiration and a 
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practical mechanism for ensuring the protection of all children from vaccine-preventable diseases. His 
delegation fully supported the draft resolution recommended by the Executive Board. 

Dr BUSTAMANTE GARCiA (Colombia) expressed his delegation's support for the Global 
Alliance and his country's commitment to strengthening and developing the Alliance at the national 
level. He pointed out that, in the Region of the Americas, some of the health system reforms had 
introduced an insurance system based on a regulated market. However, in Colombia, the change from 
a national health system to a new social security system had seriously affected some public health 
goals, in particular immunization. As a result his Government had been forced to take corrective 
measures, and he cautioned other countries not to make the same mistake. He informed the Committee 
that his Government had allocated large sums to research on a malaria vaccine. The research team led 
by Dr Patarroyo had made significant progress, and he urged WHO to support that important initiative. 

Dr MANGUELE (Mozambique) indicated that his country's efforts to increase immunization 
coverage had substantially reduced the incidence of poliomyelitis and neonatal tetanus. Over the past 
three years, national immunization days had been conducted successfully. He requested technical 
support from WHO for improving national surveillance and the treatment of acute flaccid paralysis. 
Recent flooding had devastated the country, destroying health facilities and severely affecting the cold 
chain. He urged WHO to provide support for renewing the cold chain and replacing destroyed 
vaccines. His country wished to introduce the hepatitis B vaccine and hoped for financial and technical 
support from the Global Alliance. His delegation supported the draft resolution. 

Dr SULAIMAN (representative of the Executive Board), speaking in his capacity as delegate of 
Oman, affirmed his delegation's support for the Global Alliance. He believed that the Alliance could 
rid the world of several children's diseases, including poliomyelitis. It had a major role to play in 
supporting vaccination programmes and raising immunization coverage. 

Mrs BU FIGUEROA (Honduras) expressed her gratitude to the Global Alliance for supporting 
countries in the area of vaccination. Although Honduras faced many challenges associated with 
poverty and external debt, it had achieved 95% immunization coverage among children. Furthermore, 
an intensive vaccination campaign was currently under way. Her delegation fully supported the 
objectives of the Global Alliance and the draft resolution. 

Dr ABU-RUMMAN (Jordan) said that his Government followed WHO recommendations 
concerning the reduction and eradication of diseases through immunization programmes and had made 
great progress in that regard, establishing regional and international partnerships for the eradication of 
several children's diseases, particularly poliomyelitis. 

The draft resolution was welcomed by his delegation. However, he wished to propose an 
additional subparagraph 2(7) urging Member States "to increase the quality of vaccines and to monitor 
the quality strictly". That was a matter of concern to Jordan and several other States in the Eastern 
Mediterranean Region which had experienced problems with vaccine quality. 

Dr JA' AFARI (Saudi Arabia) designated the Global Alliance initiative a noble cause that would 
ensure the ongoing success of other programmes. It merited unqualified support. His delegation 
expressed its gratitude to the Director-General and all partners for the establishment of the Alliance. 

Dr LEPANI (Fiji) said his delegation endorsed the objectives of the Global Alliance and the 
principle of partnership that had led to its establishment. He expressed appreciation of the assistance 
provided by Japan, which had helped his country to achieve high immunization coverage for all 
vaccines used in Fiji. He drew attention to the importance of the safe disposal of syringes, needles and 
empty vaccine vials. There was a need to develop and utilize cheap and effective incinerators. 
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Mrs LE THI THU HA (Viet Nam) infonned the Committee that over the past five years 
VietNam had achieved immunization coverage rates of over 90%. Her delegation supported the draft 
resolution. She requested support for the introduction of hepatitis B vaccine into the routine 
vaccination programme and urged the Global Alliance to consider assisting developing countries in 
the local production of such vaccines as those against measles and hepatitis B. 

Mr KENGOUY A (Congo) said that his country had successfully conducted an extensive 
vaccination campaign, despite the difficulties created by the recent war in the Congo. He thanked the 
partners who had made the campaign possible. 

He stressed that immunization was a fundamental right of children. It was important to ensure 
that the quality of vaccines was closely controlled. In many countries, there were logistical problems 
in reaching remote areas, and a greater effort should be made to ensure that all children, in both rural 
and urban areas, were vaccinated. 

Dr SUZUKI (Executive Director) thanked the delegates for the support they had expressed for 
the work of WHO and for the Global Alliance. 

Several delegations, including Swaziland, had raised the issue of eligibility criteria. A 
distinction was necessary between eligibility criteria for the Global Fund for Children's Vaccines and 
those for the Global Alliance. Under the provisions of subparagraph 2(5) of the draft resolution 
recommended by the Executive Board, money provided through the Global Fund and from existing 
mechanisms, such as assistance from the World Bank and bilateral partners, could be considered as the 
contribution of the Alliance if the funding contributed to achieving the objectives of the Alliance. 

The only eligibility criterion for the Global Fund was a per capita GNP of less than US$ 1000 
per year. The purpose of that criterion was to give priority to the world's poorest countries. In 
addition, for the Fund's sub-accounts different criteria applied; for the immunization services sub
account, the criterion was DPT coverage of less than 80%, while for the sub-account for the 
introduction of new or underutilized vaccines, it was DPT coverage of more than 50%. 

A second issue raised concerned the sustainability of the Global Alliance beyond five years. A 
major concern of the partners in the Alliance was to ensure that improved immunization perfonnance 
was sustained. The low-income countries would require continued external support for their 
immunization programmes, but support from the Global Fund would not continue indefinitely. The 
purpose of the Alliance was to provide a foundation for governments to expand support from other 
sources and to build self-sufficiency. It would work with the countries concerned in seeking additional 
resources to improve immunization programmes. The partners were also taking steps to expand Global 
Fund support beyond five years. 

The third issue was the relationship between poliomyelitis eradication and the Global Alliance. 
The two had much in common, since strengthening poliomyelitis eradication programmes involved the 
strengthening of routine immunization systems. The Alliance covered a wide range of issues to 
improve routine vaccine delivery, including oral poliomyelitis vaccine. There was close collaboration 
between the Alliance and poliomyelitis eradication campaigns. Moreover, some national immunization 
plans submitted to the Global Fund for support included poliomyelitis eradication as part of the 
multinational plan. The two programmes were mutually enforcing and supportive. 

The delegate of Thailand had asked for infonnation on the order of priority for allocation of 
funds. The proportion of money to be put into each sub-account had yet to be decided. Of the three 
sub-accounts - immunization services, new or underutilized vaccines, and research and development -
the first two were already open. The research and development sub-account was to be discussed at the 
meeting of the Governing Board of the Alliance in June 2000. Emphasis would be placed on 
technology transfer, in order to encourage local production of vaccines, and on stimulating investment 
in research on vaccines against neglected diseases and major diseases such as HIV/AIDS, tuberculosis 
and malaria. 

Several delegations had raised the question of affordability. He agreed that it was essential to 
ensure access to immunization, which was the core of public health services. The buying power 
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provided by the Alliance would enable countries to purchase vaccines at favourable rates and would 
also increase accessibility. 

The final issue raised concerned the safety of vaccine services. Safety was included in the 
assessment criteria both for the immunization services sub-account and for the introduction of the new 
or underutilized vaccines sub-account. In response to the concern voiced by the delegate of Jordan 
regarding the quality of vaccines, Dr Suzuki outlined WHO's efforts in that area, which included the 
establishment of the Safe Injection Global Network (SIGN). It was expected that the Global Alliance 
would become an integral component of health system reform. 

The CHAIRMAN invited the Committee to consider the draft resolution contained in resolution 
EB105.R4. 

Dr TEMU (Papua New Guinea), referring to the proposal by the delegate of Jordan to insert a 
new subparagraph urging Member States to increase the quality of vaccines and to monitor the quality 
strictly, suggested that the new subparagraph be included in paragraph 3, since the matter fell within 
the competence of WHO rather than Member States. 

Dr SUZUKI (Executive Director) pointed out that it would be difficult for the Director-General 
to increase the quality of vaccines. He proposed the addition of a new subparagraph 3(3), "to promote 
and to monitor strictly the quality assurance of vaccines". 

The amendment was adopted. 

Dr CHA TREE CHAROENSIRI (Thailand) proposed the addition of a new subparagraph 3( 4 ): 
"to report on progress and activities of the Alliance to the Executive Board at its 1 09th session in 
January 2002 and to the Fifty-fifth World Health Assembly in May 2002". 

The amendment was adopted. 

The draft resolution, as amended, was approved! 

(For resumption, see page 180.) 

3. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM AND WITH OTHER 
INTERGOVERNMENTAL ORGANIZATIONS: Item 17 of the Agenda (Document 
A53/B/Conf.Paper No.2) (continued from the fourth meeting, section 3, page 163.) 

Ms BLACKWOOD (United States of America) expressed her delegation's view that adoption 
of the draft resolution would complicate efforts to foster peace in the region. 

In the absence of further comments the CHAIRMAN invited the Committee to consider the 
draft resolution. 

The draft resolution was approved.2 

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as resolution WHA53.12. 

2 Transmitted to the Health Assembly in the Committee's fourth report and adopted as resolution WHA53.13. 
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Mr PELEG (Israel) reiterated his delegation's concern that the adoption of the resolution might 
prejudge the outcome of his country's current negotiations with the Palestinians. 

4. TECHNICAL AND HEALTH MATTERS: Item 12 of the Agenda (resumed) 

Revised drug strategy: Item 12.8 ofthe Agenda (Resolution WHA52.19; Document A53/10) 

Dr SULAIMAN (representative of the Executive Board), introducing the item, said that the 
Executive Board had expressed its satisfaction with the progress achieved in the implementation of the 
revised drug strategy. The Board viewed the development and monitoring of national drug policies as 
an important element of the strategy, since such policies brought together all concerned parties in one 
common action. About 100 countries had already framed national drug policies. The Board had been 
informed that WHO would shortly issue a revised version of the Guidelines for developing national 
drug policies. 

Members of the Board had expressed considerable concern at the uncontrolled sale of drugs, 
especially prescription-only products, over the Internet. They had urged WHO to promote cooperation 
between international agencies and professional and industrial associations to tackle the problem. 
They had noted the production by WHO of a model guide which Member States could adopt or adapt 
in order to advise Internet users. The guide had been created in consultation with pharmaceuticals 
experts and consumer organizations and industry. 

The Board had also learned that a Pharmaceuticals and Trade Contact Group had been set up in 
May 1999, involving WHO, WIPO, UNCTAD, UNAIDS and WTO. The group met regularly to 
review important documents on trade and pharmaceuticals, and was currently discussing issues 
including clarification of certain provisions of international trade agreements, ways of reducing or 
eliminating tariffs on pharmaceuticals, the use of trade agreements in the fight against counterfeit 
drugs and the inclusion of incentives for drug development in trade agreements. WHO had recognized 
the existence of continuing problems with drug quality, safety and efficacy and had set up a working 
group comprising members from 10 developing and developed countries to examine practical ways of 
strengthening drug regulation. 

Mr VOIGTLANDER (Germany) agreed with the emphasis placed in the report on focusing on 
facilitating access to good-quality drugs for all Member States. He stressed the importance of WHO's 
work on standardization and good manufacturing practice and hoped that the new initiatives would not 
conflict with the Organization's ongoing work. 

Dr ANTEZANA ARANIBAR (Bolivia) said that he agreed with the delegate of Germany that the 
Organization's normative functions were vital in ensuring the quality, safety and appropriate use of drugs, 
provided, of course, that the drugs were available in the first place. The report also referred to increased 
access to drugs for treating priority health problems such as AIDS, and to revised guidelines for drug 
donations aimed at promoting good donation practices. However, the most important aspect of the report 
was the Organization's work in connection with WTO instruments and the international trade in drugs, 
including the Agreement on Trade-Related Aspects of Intellectual Property Rights (TRIPS agreement). 
As the Director-General had stated, WHO was committed to preventing economic interests interfering 
with the goal of health for all. The declaration to that effect in Committee A by the representative of WTO 
had been reassuring. He thanked the Organization for its efforts to foster cooperation with countries, 
particularly the least developed countries, to increase access to drugs, an initiative which the Member 
States concerned were carefully monitoring. 

Mr ZEPEDA BERMUDEZ (Brazil) said that practically all the pnonty areas identified in 
document A53/1 0 were being addressed in Brazil through specific sectoral actions such as the formulation 



COMMITTEE B: FIFTH MEETING 181 

of a national drug policy, revision ofthe national essential drugs list, the creation of a national agency for 
health surveillance and the introduction of legislation regulating generic drugs on the Brazilian market. 
Brazil's policy on generic drugs had been supported by the Director-General when she visited the 
Brazilian Parliament in April 2000. His Government had initiated a study of the TRIPS agreement, in 
particular its implications concerning patents, which would also take into account the practices of other 
countries within the Region of the Americas. The adoption of resolution WHA52.19 by the Fifty-second 
World Health Assembly had been the culmination of a long process, and that process would continue in 
the future so as to ensure the implementation of national drug policies guaranteeing access to essential 
drugs. He stressed the importance of introducing a system for monitoring drug prices. 

The delegation of Brazil had originally intended to propose a draft resolution on the revised drug 
strategy. However, that would no longer be necessary as Brazil's concerns were addressed in the 
resolution on HIV I AIDS already approved in Committee A. 

Ms DJONEV A (Bulgaria) said that the most important issues were the accessibility of essential 
drugs, drug quality and the rational use of drugs. WHO had supported Bulgaria in the development of 
indicators for monitoring its national drug policy in order to ensure market availability, accessibility and 
rational drug use. Inadequate drug donations continued to present a problem for many countries, including 
Bulgaria, as did the imbalance between commercial drug information and independent evidence. Those 
problems highlighted the need to introduce ethical criteria into drug promotion. Her country's drug 
advertising regulations were based on WHO's Ethical criteria for medicinal drug promotion and also 
incorporated the European Union directive on advertising. She stressed the importance of collaboration 
with the international organizations, particularly with a view to Bulgaria's accession to the European 
Union. 

Dr SHANGULA (Namibia) expressed satisfaction with WHO's implementation of resolution 
WHA52.19 and the revised drug strategy. He stressed that the issue of drugs was central to the functions 
of health ministries and of WHO and must remain so. Any new initiatives should not deprive WHO of 
one of its major functions. With regard to the sustainability of drug supplies, other options such as 
compulsory licensing and parallel importing should be considered. He urged WHO, in preparing its 
strategic plan for essential drugs and medicines policy for 2000-2003, to involve the intended 
beneficiaries in that process. 

Dr SIRIWAN PITAYARANGSARIT (Thailand), welcoming the report, urged WHO to work in 
close collaboration with WTO, but placing health before trade interests, to accelerate the development of 
methods for monitoring the pharmaceutical and public health implications of trade agreements. The high 
prices of antiretroviral and other AIDS-related drugs led to the deaths of millions of AIDS patients each 
year because they could not afford treatment. She called for action to counteract unethical drug promotion, 
which often included the payment of commission and the sponsoring of medical conferences with paid 
international travel. Such promotion led to the unnecessary and irrational use of drugs and placed an 
unfair financial burden on patients. She urged WHO to study closely the relationship between payment 
mechanisms and prescribing behaviour. Third-party prepayment schemes encouraged the use of 
expensive branded drugs, whereas social insurance schemes promoted the prescribing of much cheaper 
generic products. A comprehensive health sector reform should cover the financing of drugs. It should 
separate the functions of prescribing and dispensing, making the latter the responsibility of community 
pharmacists. 

Since drug consumption in hospitals represented a major share of total drug consumption, WHO 
was urged to support Member countries in improving drug selection by hospitals on the basis of reliable 
information on cost effectiveness. 

Dr RODRIGUEZ ALVAREZ (Spain) noted that since the concept of essential drugs had been 
developed it had become the cornerstone of pharmaceutical policy planning in many countries. In the 
past 20 years the strategy had seen an increase in the number of people with regular access to essential 
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drugs rise from 2100 million to 4000 million. That success justified the support of Member States for 
WHO's essential drug strategy. Nevertheless, one-third of the world's population still did not have 
regular access to the most basic drugs, and regional and local development programmes should focus 
on policies that guaranteed access to safe, effective and high-quality drugs. Questions arose as to the 
possible implications of globalization for access to drugs, in particular in emerging economies. WHO 
had a crucial role to play in advising Member States on the opportunities for public health protection 
afforded by new trade agreements. WHO's contacts with the international bodies regulating 
international trade were of great interest in relation to incorporating health-related elements in trade 
negotiations. 

Dr NIGHTINGALE (United States of America) requested more detail on WHO's activities to 
implement resolution WHA52.19 since the 1 OSth session of the Executive Board, especially 
concerning guidance for countries on the revised drug strategy, and on the status of WHO's 
collaboration with WTO and WIPO. How was WHO working with these and other international 
organizations on those issues? Were the WHO collaborating centres in Brazil, Thailand and the United 
Kingdom of Great Britain and Northern Ireland working with the relevant international organizations? 
What was the nature of the contact group that had been established and what issues did it take up? 
Who chaired it, and did it deal with all the issues raised in the third paragraph of document A53/l 0? 

Issues of drug quality, information and promotion were important; how was WHO working to 
strengthen drug regulatory agencies through its normative programme and other activities? With 
regard to drug promotion, sale, quality and the issue of counterfeit drugs, the sharp increase in drugs 
sales on the Internet had created a major problem worldwide. The Internet was closely linked to many 
revised drug strategy activities, and he requested information on the implementation of resolution 
WHA51.9 on the promotion and sale of medical products using the Internet, especially since the 1 OSth 
session of the Executive Board. He also urged other Member States to cooperate in that area, as the 
problem had grown considerably since the adoption of the resolution in 1998. Some "offshore" 
pharmacy sites were advertising prescription drugs to consumers in the United States, as well as 
medications that were currently not approved for sale in his country. The United States Customs 
Service had been requested to detain drug products for inspection by the Food and Drug 
Administration. Additional international cooperation to deter illegal shipments of prescription drugs 
would be helpful, as would the active involvement of other international organizations such as 
Interpol. His delegation encouraged WHO to act as a catalyst in fostering collaboration among 
international organizations and in facilitating enforcement cooperation between governments. 

Mrs SIBIY A (Swaziland) thanked WHO for the support given to her country in strengthening 
its essential drugs programme. However, Swaziland lacked skilled manpower and was still having to 
deal with the demanding task of ensuring drug quality and safety at the same time as a constant and 
accessible supply of drugs. Legislation was currently being drafted to provide a legal framework for a 
national drug policy and to assist in regulating medicines. Swaziland needed to bring its quality
control laboratory up to an acceptable standard. In order to respond to the requirements of the TRIPS 
agreement, it requested assistance in capacity-building so as to ensure that the implementation of that 
agreement did not dilute the programmes established with the help of WHO. Swaziland shared the 
views expressed by other countries in southern Africa regarding parallel importing of drugs, 
technology transfer and local manufacturing. She expressed appreciation to the delegations that had 
assisted in enhancing the resolution on HIV/AIDS in order to increase access and improve the 
affordability of drugs in developing countries. Her delegation considered that there was no further 
need to formalize the existing arrangement between WHO, WTO and WIPO lest programme 
implementation were impeded. 

Dr CARLSSON (Sweden) commented that WHO had developed a good framework for 
collective action to improve access to drugs. However, because of cost many people still did not have 
access to essential drugs, and countries needed national drug policies supported by regulatory control 
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instruments. Sweden therefore looked forward to the new WHO Guidelines for developing national 
drug policies, and considered that support for their implementation should be given priority. She 
stressed the importance of the efforts of WHO to promote basic and clinical research on better and 
affordable drugs and vaccines for tropical diseases. The success of the WHO drug strategy depended 
closely on the existence of sustainable health systems and would lead to improved health outcomes. 

Dr GALON (Philippines) mentioned that hers was one of the countries with poor accessibility 
to drugs because of high prices. Continuous efforts had been made to secure lower prices, especially 
for essential drugs. The Philippines welcomed the new guidelines being prepared by WHO on the 
liberalization of the pharmaceutical trade. The national drug programme had been responsible for 
many initiatives, and her country requested WHO to provide training and technical support for its 
efforts to provide safe, efficacious and high-quality medicines to all its people at an affordable cost. 

Dr FURGAL (Russian Federation) also welcomed the preparation of new guidelines. The 
Russian Federation supported the revised drug strategy, and applauded WHO's active participation in 
efforts to provide drugs free of charge. It also supported the WHO Certification Scheme on the Quality 
of Pharmaceutical Products Moving in International Commerce, but considered it necessary to 
establish compulsory certification of drugs on its own territory in accordance with national and federal 
legislation. The Russian Federation was bringing its normative and legal requirements gradually into 
line with WHO standards. One of WHO's main tasks was to draw up standards on drug quality and 
help countries to implement them, and he would welcome the Organizations's views on the possibility 
of further development in that direction. His delegation recommended that WHO enhance the support 
given to States in developing national drug policies, adopting legislative measures and providing 
cheaper and more accessible drugs. 

In recent years hundreds of thousands of people had died and millions had suffered 
complications as a result of the use of drugs. WHO should devote more attention to studying and 
monitoring drug safety, including mistakes in the use of drugs, and draw up effective measures to 
reduce the harmful effects of drugs. 

Mrs MAKW AKWA (South Africa) expressed concern that insufficient resources were devoted 
to appraising the impact of global trade agreements on access to drugs and medical technology. She 
therefore urged WHO to commit substantial resources to providing Member States, especially 
developing countries, with technical support to analyse and comprehend the complex relationship 
between such agreements and their impact on health systems, and on the objective of providing 
universal access to drugs at affordable prices. South Africa did not support a formal alliance between 
WHO, WTO and WIPO, believing current arrangements to be adequate. As each organization had its 
own mandate, the Director-General should not be obliged to seek clearance or approval from the other 
two agencies on decisions taken by WHO. Internal discourse within WHO should not be impeded or 
indeed influenced by external agencies. 

Ms DJAMALUDIN (Indonesia), welcoming the progress made with regard to the revised drug 
strategy, said that Indonesia's experience had shown that implementation of the concepts of essential 
drugs and generic drugs had been indispensable in maintaining public health services for the poor 
during the country's economic crisis. Indonesia therefore urged WHO to continue with its support for 
developing national drug policies, which could be continuously improved in the light of progress in 
technology, global trade and the dynamics of demand. Her delegation was alarmed at the use of 
substandard, unsafe and ineffective drugs and therefore requested WHO to take more concrete action 
to control drug promotion, particularly on the Internet. Indonesia had organized an ASEAN workshop 
on the TRIPS agreement and its impact on the pharmaceutical trade; further work needed to be done 
and an ASEAN expert meeting on the subject would be held '>Oon The workshop had r~cognized that 
the TRIPS agreement did not include specific provisions covering the protection of traditional or 
herbal medicines or indigenous knowledge, and, in view of the importance of herbal medicine for 
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many ASEAN countries, Indonesia would welcome consideration of the matter at a forthcoming 
session of the Executive Board. 

Dr STAMPS (Zimbabwe) remarked that his country had introduced a national drug policy in 
1996 and was about to publish the fourth edition of its list of essential drugs, in which the number of 
drugs had been refined to 200. He explained the operation of Zimbabwe's Medicines Control 
Authority. Thanks to support from WHO Zimbabwe had a regional drug-control laboratory whose 
services were available to neighbouring States. His delegation was concerned at the way in which the 
Internet was used by unscrupulous people to promote counterfeit, useless and even dangerous 
compounds. WHO had a leadership role in combating such activities in a determined and forceful 
manner and past Health Assembly resolutions gave it the necessary mandate to do so. Zimbabwe also 
suspected that the importing of counterfeit chloroquine into some countries was part of a strategy to 
promote the treatment of malaria with more expensive patent medicines. Zimbabwe also questioned 
the wisdom of allowing the pharmaceutical industry to determine which types of drugs should be 
researched and developed. WHO should have the authority to indicate the areas in which new drugs 
should be developed. The leadership of WHO in drugs strategy had to be reasserted. 

Dr LABISSIERE (Haiti) said that his country was committed to facilitating access to drugs by 
the sick and by health facilities. Haiti's essential drugs policy was an important element of its national 
health policy. High-quality drugs were available at affordable prices through a decentralized 
distribution network coordinated with the help of the local office of WHO. Rigorous implementation 
of the essential drugs policy was hampered by frequent fluctuations in prices and breakdowns in 
supply. 

Professor CANBOLAT (Turkey), providing details of his country's national drug policy and 
essential drugs list, said that Turkey was observing the WHO Certification Scheme. Legislation was 
being introduced on drug pricing, and a decree on patent protection had entered into force in 1999. 
Preparation of a new pharmacopoeia was in its final stages. Turkey's pharmaceutical policies 
complied with WHO recommendations. Turkey believed that WHO should continue to play a central 
role in dealing with questions of patent protection, the availability of essential drugs, the monitoring of 
drug quality and the prevention of inappropriate drug promotion. 

Dr MIAKA MIA BILENGE (Democratic Republic of the Congo) expressed appreciation of the 
report. The revised drug strategy was essential in the fight against disease. He urged WHO to provide 
support for the local manufacture of drugs based on medicinal plants that had already proved their 
worth. 

Dr SOMBIE (Burkina Faso) congratulated WHO on its endeavours to make essential drugs 
available to the poorest people. Because of the epidemiological transition in the developing countries, 
however, there was a growing need to ensure the availability of drugs to treat conditions such as high 
blood pressure, diabetes and glaucoma. He noted that the report made no mention of traditional 
remedies and urged WHO to place more emphasis on the usefulness of traditional pharmacopoeias. 

Dr BALE (International Federation of Pharmaceutical Manufacturers Associations), speaking at 
the invitation of the CHAIRMAN, expressed appreciation of the technical briefing held during the 
Health Assembly on the problem of counterfeit drugs. Trading in such drugs had become a serious 
problem, and was thought to represent 3% to 5% of the global pharmaceutical trade. Developing 
countries and essential drugs were most at risk. He hoped that WHO and WTO would jointly consider 
how to implement the TRIPS agreement, particularly its strong provisions against counterfeiting. 

The Federation considered the section on drug donations in the report somewhat negative. The 
report announced WHO's intention to publicize infringements of good donation practices, but there 
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was no mention of praising good donation activities. Good donations, for treating such diseases as 
onchocerciasis, poliomyelitis, leprosy and lymphatic filariasis, far outnumbered bad ones. 

He believed that the scope of the work outlined in paragraph 9, on "Looking to the future", 
could be broadened. The international range of companies doing biomedical research was growing, 
and companies based in some developing countries were taking out patents on new drugs in the 
developed countries, thus increasing choice and competition. WHO might consider urging developing 
countries that had good biomedical research facilities and capabilities to provide incentives for 
research by speeding up intellectual property protection under existing international agreements. 
Global health would benefit if scientists in developing countries did not have to leave their own 
countries and go to Europe and the United States in order to have their ideas protected. 

Dr SUZUKI (Executive Director), responding to comments made by delegates on drug quality 
and safety, said that in addition to its core function of setting norms and standards, WHO was 
providing country support, mainly for strengthening the domestic regulatory network and promoting 
good manufacturing practice. It was involved in campaigns against counterfeit drugs. Turning to the 
subject of the TRIPS agreement, he said the Organization was cooperating with Member States and 
with international organizations in analysing and monitoring the pharmaceutical and public health 
implications of the agreement. Through its collaborating centres, it was exploring how patent law 
could incorporate public health concerns and how pharmaceutical regulations and legislation could 
incorporate patent protection. 

In reply to a question raised by the delegate of the United States of America, he said the 
informal contact group with WIPO, WTO, UNCTAD and UNAIDS was currently tackling two areas 
of common concern, fair pricing and the reduction of tariffs and taxes. As consultations had revealed 
that WHO's Ethical criteria for medicinal drug promotion had had only a limited impact on actual 
conduct, WHO and other interested parties were developing an action plan to ensure application of the 
criteria. The round-table process with nongovernmental organizations and industry was helpful in 
achieving that aim. 

WHO shared the concern of the United States that the uncontrolled sales of pharmaceuticals via 
the Internet could endanger the health of consumers. As part of its follow-up to resolution WHA52.19, 
WHO had published a brochure on the subject1 to serve as a model for Member States that wished to 
advise Internet users. A questionnaire had been sent to national health authorities about the updating of 
their regulations with regard to the Internet and sales. 

The CHAIRMAN took it that, in the absence of further comments, the Committee wished to 
take note of the report on the revised drug strategy contained in document A53/10. 

It was so decided. 

1 Medical products and the Internet -a guide to finding reliable information. WHO, Geneva, 1999 (Regulatory 
Support Series No. 8). 
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5. MANAGEMENT AND FINANCIAL MATTERS: Item 14 of the Agenda (continued) 

Financial matters: Item 14.1 of the Agenda (continued) 

• Status of collection of assessed contributions, including Members in arrears in the 
payment of their contributions to an extent that would justify invoking Article 7 of the 
Constitution (Document A53/28) (continued from the first meeting, section 3, page 129) 

The CHAIRMAN recalled that the Administration, Budget and Finance Committee of the 
Executive Board had examined the request from Equatorial Guinea that its voting privileges be 
restored. It had recommended that, if the amount of US$ 151 254 due to be paid by 12 May 2000 had 
been received by the time the agenda item was dealt with, the request could be considered by the 
Health Assembly. However, he had been informed that the payment had not yet been received. 
Consequently, he suggested that the request should not be considered. 

It was so decided. 

The CHAIRMAN, pointing out that the item had been left open for some days, suggested that 
the Executive Board be asked to look at the submission of requests for special arrangements for the 
settlement of arrears, and to propose for consideration by the Health Assembly a standard procedure 
for handling such requests. 

6. TECHNICAL AND HEALTH MATTERS: Item 12 of the Agenda (resumed) 

Eradication of poliomyelitis: Item 12.9 of the Agenda (Documents A53/11 and A53111 Corr.1) 

Dr SULAIMAN (representative of the Executive Board) reported that the Board had 
commended the progress made since the adoption of resolution WHA52.22 calling for acceleration of 
the poliomyelitis eradication initiative. By January 2000, indigenous poliovirus transmission had been 
interrupted in the regions of the Americas, Europe and Western Pacific, and a total of only 30 
countries remained endemic worldwide. Most Member States in South Asia and sub-Saharan Africa 
that remained endemic had markedly accelerated eradication activities or had committed themselves to 
doing so. In 1999, the first national immunization days had been conducted in the Congo and Sierra 
Leone, the last two countries in the world to introduce such days. 

Acceleration had been greatly facilitated by support from many sources, such as Canada, 
Germany, Italy, Japan, the United Kingdom of Great Britain and Northern Ireland, Rotary 
International and the United States Centers for Disease Control and Prevention, together with new 
partners in poliomyelitis eradication including Portugal, the United Nations Foundation, the Bill and 
Melinda Gates Foundation, Institut Pasteur, the European Union and the World Bank. Acceleration 
had been compromised by the failure to reach all children during national immunization days, 
inadequate surveillance and unexpected vaccine order cancellations by manufacturers. Some African 
countries had already stopped national immunization days against poliomyelitis, despite lacking high
quality surveillance that would demonstrate whether such action was safe. The Executive Board had 
reviewed a case In China in 1999 that had resulted from the spread of an imported, wild poliovirus, 
demonstrating the risk that endemic countries still posed to those that had halted transmission. 
Members had called for enhanced international efforts to ensure the success of the poliomyelitis 
initiative, and had asked the Director-General to mobilize additional funds. The Board had noted that 
conflict in equatorial Africa continued to require innovative approaches for the initiative. WHO had 
confirmed that the feasibility of eradication remained unquestioned, but that improved quality of 
national immunization days, mopping-up and surveillance was essential in the remaining 30 endemic 
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countries, as well as in recently endemic countries that had not yet been certified as free from 
poliomyelitis. WHO had concurred that the importation of wild poliovirus into China demonstrated the 
importance of establishing and maintain certification-standard surveillance worldwide. 

Ms KOPPERS (Netherlands) noted from the documents that, although considerable progress 
had been achieved, many challenges remained. Reducing prevalence from over 300 000 cases in 1998 
to less than 7000 cases in 1999 had been relatively easy, compared to the difficult task of reducing the 
figure to zero cases reported worldwide before 2005. It appeared that surveillance activities in some 
countries were suboptimal or were even decreasing, posing a serious threat to the success of 
eradication efforts. Without proper surveillance it would be impossible to be sure that transmission 
had been halted. The Director-General had warned that unless people were prepared to pursue their 
efforts until the task was completed, success might still prove elusive. The Minister for Development 
and Cooperation of the Netherlands had just announced a considerable contribution to the 
poliomyelitis eradication initiative. She suggested that the contribution be used predominantly for 
strengthening surveillance activities. 

Mr ISO BE (Japan) said that the world was on the brink of seeing whether the global initiative to 
eradicate poliomyelitis would succeed as the smallpox initiative had succeeded. Great strides had been 
made in the previous decade. Yet initiatives in the 30 remaining endemic Member States lagged 
behind target, and the quality of activity in the 10 priority countries could be improved. The problem 
was neither nationally nor regionally restricted, but represented the most serious challenge to WHO 
itself and all Member States. In order to boost the quality of activities in the endemic countries, his 
delegation proposed that experts from the regions where eradication had been achieved be assigned to 
work in the priority regions. Japan was ready to make a stronger commitment to completing the global 
initiative by mobilizing its own field experts for the eradication of poliomyelitis in South-East Asia. 

Dr STAMPS (Zimbabwe) expressed appreciation to Rotary International and the Government of 
the United Kingdom for their support for Zimbabwe's national immunization days, carried out 
successfully in 1997 and 1999. Unfortunately, the damage caused by cyclone Eline in February 2000 
had set back the date for the current year. Nevertheless, Zimbabwe had maintained levels of 
immunization coverage of above 75% for all the vaccine-preventable diseases. Surveillance was 
essential in order to prevent reintroduction of poliovirus, particularly as poliomyelitis was still 
endemic in some neighbouring countries. Zimbabwe received no donor funds for surveillance 
programmes, but accepted that the needs of its neighbours were greater. He expressed concern at the 
low levels of immunization against poliomyelitis and other diseases in some developed countries, 
since there was a fear that epidemics might start there and prevent complete eradication by the year 
2005. He appealed to all countries to maintain sustainable, vigilant immunization programmes for 
children. 

Mrs PHUMAPHI (Botswana) noted that her country was on .the verge of eradicating 
poliomyelitis following an effective 25-year immunization programme, guided by WHO. However, 
major outbreaks in southern Africa had brought the risk of reinfection, particularly through the 
movement of refugees. She joined other delegates in calling for greater vigilance, particularly in view 
of the shortages in supplies of the poliomyelitis vaccine from some manufacturers. Her delegation 
called for the reinforcement of assistance by WHO and other partners and fer renewed commitment to 
poliomyelitis eradication by the year 2005. 

Ms ALI (Pakistan) acknowledged the support of WHO, Member States and partner institutions 
for the efforts to eradicate poliomyelitis from Pakistan. Some 10% to 20% of all poliomyelitis cases in 
the world and 60% to 80% of those in the Indian subcontinent were reported from Pakistan. The 
difficulties faced by Pakistan in the drive for poliomyelitis eradication included breaks in the cold 
chain, cross-border transmission, the lack of an effective surveillance system, the inaccessibility of 
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some areas, cultural barriers such as the reluctance to allow male vaccinators to have access to 
households where females were present, the low coverage of routine immunization, and shortages in 
the supply of poliomyelitis vaccine. 

Nevertheless a political commitment to eradicate poliomyelitis by the end of 2000 had been 
made at the highest level. To achieve that, Pakistan was focusing on improving routine immunization, 
conducting more effective national immunization days and carrying out additional vaccination 
campaigns in areas with high poliomyelitis circulation. Subnational immunization days, with door-to
door immunization programmes, had been launched. Pakistan was also ensuring a steady supply of 
vaccine and syringes and preparing provincial plans to improve routine immunization coverage and to 
expand delivery of vaccines to all primary health care centres. With the support of donor agencies, it 
was working to restore and renovate the cold chain. Mobile units were being used to reach the less 
accessible areas of the country. The health care system was being reformed to allow multipurpose 
health workers in all parts of the system to participate in the poliomyelitis eradication programme. 
Lastly, in one measure to deal with cross-border transmission Pakistan was providing technical 
assistance to the Iranian authorities for their national immunization programme. Her delegation would 
welcome continued and consistent support from WHO and the international community. 

Mr EHMER (United States of America), noting the impressive progress in eradicating 
poliomyelitis, said that WHO should be commended on its efforts to mobilize resources, ensure 
international standard surveillance and promote quality and sustainable immunization strategies. 
However, at the outset of the final stages of the eradication campaign there was no place for 
complacency and the Organization should not underestimate the difficult tasks that lay ahead, in 
particular ensuring adequate supplies of vaccine and devising better outreach strategies, especially for 
populations that were hard to reach. He urged donor nations to give priority to reducing the estimated 
shortfall of US$ 300 million. Eradication would result in an estimated annual global saving of 
US$ 1500 million in the costs of vaccine and care of patients. Thus Member States would save money 
that could then be allocated to other priority health needs, including maintaining the public health 
infrastructure required to prevent the re-emergence of diseases such as poliomyelitis. 

Dr RODRiGUEZ ALVAREZ (Spain) drew attention to the danger of poliomyelitis re-emerging 
in countries from which it had been eliminated. Financial support and vaccination programmes would 
need to continue until there were no more cases of poliomyelitis anywhere in the world. His delegation 
supported all the current initiatives aimed at the eradication of poliomyelitis. 

Dr WANG Zhao (China) observed that there had been no new case of indigenous poliomyelitis 
in China since October 1994. However, the longer intense poliovirus transmission continued in some 
countries, the greater the risk of re-emergence of the disease in others. That danger had been illustrated 
by the transmission of imported wild poliovirus in China: four cases in 1995 and 1996 and a further 
case in 1999. To prevent the spread of the virus, since December 1999 the Ministry of Health had 
carried out four campaigns to eradicate the disease through immunization and conducted house-to
house examinations for acute flaccid paralysis. Her Government was grateful to the organizations and 
donor countries whose assistance had enabled China to implement effective measures to halt the 
spread of the imported wild poliovirus. To prevent future importations, immunization programmes 
would be intensified in border areas particularly at risk. Even when China had been declared 
poliomyelitis-free, measures would continue in order to maintain that state. Her delegation welcomed 
WHO's recognition of the need to develop a strategy to break the final chains of transmission, and 
China wished to contribute to that effort. It was important that, even when a country reported no case 
of poliomyelitis, WHO should ensure that high levels of immunization and surveillance continued. 

Dr MBAIONG (Chad) recalled that Chad was one of the 30 remaining endemic countries. Wild 
poliovirus types 1 and 3 were still present there. The Government had therefore developed strategies 
for social mobilization including national immunization days accompanied by the provision of 
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vitamin A supplements and house-to-house vaccinations. However, it was often difficult to keep up 
the momentum because of a lack of vaccination personnel, weaknesses in the cold chain and logistical 
shortcomings. Chad was grateful to Rotary International, WHO, UNICEF and other partners that had 
provided assistance in organizing the national immunization days and he urged them to redouble their 
efforts so that further high-quality rounds of such days could be conducted. The eradication of 
poliomyelitis in Chad was in the best interests of the global population. 

Dr W ANCHAI SATTA Y A WUTHIPONG (Thailand) stressed the global effort needed to 
eradicate poliomyelitis. Successful eradication reflected the effectiveness of national health systems. 
Thailand had been committed to poliomyelitis eradication since 1990 and had organized national 
immunization days in 1998, 1999 and 2000. Its strategies also included surveillance for acute flaccid 
paralysis, immunization in response to outbreaks, and routine immunization. No case of the disease 
had been reported since 1997, but surveillance had not been relaxed. In order to prevent imported 
cases, WHO support was needed for acute flaccid paralysis surveillance and for improved sharing of 
surveillance information. He hoped that WHO, UNICEF and donor agencies could reduce the shortfall 
of US$ 300 million mentioned in paragraph 6 in order to accelerate the achievement of poliomyelitis 
eradication. He was particularly concerned at the interruption of immunization by political and armed 
conflict in some countries, and urged the Director-General to send a message to the Secretary-General 
of the United Nations urging him to foster the declaration of "days of tranquillity" in areas of armed 
conflict. 

Dr ISSAKA-TINORGAH (Ghana) thanked WHO and other partners for their valuable support 
for the campaign to eradicate poliomyelitis in Ghana. Confirming that the final stage of the fight 
against poliomyelitis would require substantial resources and measures, he noted that in Ghana the 
areas where coverage was low could only be reached by boat; that component of the programme alone 
was costly and needed new working methods. He therefore urged WHO to strengthen its role both as a 
fund-raiser and coordinator of technical and financial resources for the benefit of endemic countries. 

Dr VIOLAKI-PARASKEVA (Greece) stressed surveillance as a crucial part of any 
poliomyelitis programme. Greece attached much importance to acute flaccid paralysis monitoring; it 
also had an extensive poliomyelitis immunization programme and 90% of all children had been 
immunized. 

(For continuation, see summary record of the sixth meeting, section 2.) 

The meeting rose at 18:30. 



SIXTH MEETING 

Saturday, 20 May 2000, at 9:00 

Chairman: Dr K. Karam (Lebanon) 

1. FOURTH REPORT OF COMMITTEE B (Document A53/40) 

Dr SUWIT WIBULPOLPRASERT (Thailand), Rapporteur, read out the draft fourth report of 
Committee B. 

The report was adopted.1 

2. TECHNICAL AND HEALTH MATTERS: Item 12 of the Agenda (continued) 

Eradication of poliomyelitis: Item 12.9 of the Agenda (Documents A53/11 and A53/11 Corr.l) 
(continued from the fifth meeting, section 6, page 186.) 

Dr FURGAL (Russian Federation) noted that, despite the success in eradicating poliomyelitis in 
three of the six WHO regions, the situation in some countries was not satisfactory. In the Russian 
Federation, immunization was continuing, accompanied by epidemiological surveillance for cases of 
severe flaccid paralysis. For the past three years, no case had been recorded of poliomyelitis caused by 
wild virus. Together with WHO, the Russian Federation was continuing with the certification of areas 
free of poliomyelitis, and was grateful for the support of WHO in equipping its diagnostic laboratories 
and training specialists. He shared the concern expressed in the report that delays in immunization in 
some countries could jeopardize the entire initiative, as evidenced by the recurrence of cases of 
poliomyelitis in certain countries. Experience in his country indicated that the disease could recur 
when there were even minor departures from established practice, when immunization coverage was 
insufficient, or when epidemiological surveillance or the quality of the vaccine was inadequate. It then 
seemed necessary to extend the target date for eradicating poliomyelitis worldwide, and to invest 
substantial funds for the purpose. WHO should concentrate on creating reliable systems of 
immunization and surveillance in Member States, and mobilizing the additional funds needed for 
achieving eradication. 

The report contained information about neither the setting-up of monitoring mechanisms to 
ensure the safe storage of wild polio virus in laboratories nor the formulation of a strategy for ceasing 
immunization against poliomyelitis. Before immunization came to an end, there must be reliable 
evidence that the virus was no longer in circulation. 

Mr MAJORI (Italy) welcomed the report. Activities must be stepped up in order to meet the 
target date for eradication. His Government was committed to supporting the programme and its 
financial aspects, including its operation in India, and intended to consolidate the technical activities of 
the WHO collaborating centre in Rome. He encouraged WHO to strive to adhere to the timetable for 
completing the initiative, in spite of the current difficulties. 

1 See page 241. 
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Professor MAMPUNZA (Democratic Republic of the Congo) regretted that poliomyelitis 
continued to be endemic in his country. His Government was firmly committed to the goal of 
eradication, but had experienced setbacks because of hostilities. During the national immunization 
days in 1999, vaccine stocks had been destroyed by foreign armies. He was grateful for the support of 
WHO and other United Nations organizations, as well as several governmental and nongovernmental 
organizations, such as the Centers for Disease Control and Prevention in the United States and Rotary 
International in Belgium, for their assistance in tackling poliomyelitis during "days of tranquillity". 
His country knew that it could count on the support of the international community for the 
forthcoming national immunization days. Routine vaccinations were being stepped up, and 
surveillance of cases of flaccid paralysis was in progress. Although the budget for the national 
immunization days in the year 2000 had not yet been finalized, he was confident that the programme 
would be completed. Since the Democratic Republic of the Congo bordered on nine countries, its 
conquest of poliomyelitis was a key to the success of international efforts to conquer the disease. 

Dr SUZUKI (Executive Director) said that the strategy for poliomyelitis eradication was 
succeeding, but its implementation needed to be accelerated. Since, by the end of 2000, 190 countries 
would be free of poliomyelitis, there was no need to alter the final certification target, even though as 
many as 20 countries would be at risk of transmission of wild poliovirus. 

With regard to national immunization days, wider coverage was still needed in spite of house
to-house immunization. Efficiency could be increased by synchronizing the dates in neighbouring 
countries. With regard to surveillance for cases of acute flaccid paralysis, the Chinese example of an 
imported case pointed to the value of having an accurate and powerful system of surveillance, and he 
appreciated the offer of the Netherlands to donate additional funds to strengthen the system. 
Procurement should be streamlined through elimination of administrative bottlenecks. "Days of 
tranquillity" were clearly vital in areas affected by conflict, but partners must ask themselves whether 
they were sufficiently vocal in pressing for them. 

Research was in progress on the containment of laboratory stocks and the prevention of 
transmission. The supply of vaccines should not be a problem in the future. In the recent past, demand 
had exceeded supply because eradication activities had been intensified, and immunization plans had 
had to be adjusted accordingly. However, communication with manufacturers was improving, as were 
the forecasting and planning of demand for vaccines. In the current year, there would be more vaccine 
available than ever before: the total amount procured had risen from 660 million doses in 1998 and 
850 million in 1999; the figure for 2000 was expected to be 1275 million doses. Sufficient vaccine was 
available for all activities currently planned for the remainder of 2000. 

He noted that partnership for poliomyelitis eradication was rapidly expanding. Support was now 
forthcoming from the Bill and Melinda Gates and the Turner Foundations, from industry and from 
bilateral sources such as the Netherlands and Japan. He hoped that the additional support would 
suffice to meet the funding shortfall of US$ 300 million over the five-year period. 

Mr HERSH (Observer, International Federation of Red Cross and Red Crescent Societies) said 
that the 30 countries where poliomyelitis was still endemic were poor and beset by armed conflict, 
political strife and economic sanctions. Eradication needed creative approaches, in addition to 
effective national immunization days. To scale up its efforts for global eradication, his Federation, 
working through its 176 national societies, offered to collaborate more closely with WHO, UNICEF, 
Rotary International, the Centers for Disease Control and Prevention and other partners. The national 
societies and their volunteers were active in all the countries where poliomyelitis was endemic, and 
could help to promote the vaccination of children living in areas to which the United Nations, or even 
national governments, had limited access. The Federation could also help to organize "days of 
tranquillity" in war-affected countries, in order to ensure the immunization of all children against 
poliomyelitis and other vaccine-preventable diseases. 

The Committee noted the report. 
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Smallpox eradication: temporary retention of variola virus stocks: Item 12.14 of the Agenda 
(Document A53/27) 

Mrs PHUMAPHI (Botswana) welcomed the progress made in implementing resolution 
WHA52.10. Drawing attention to paragraph 4(1) and 4(2) of that resolution, she requested information 
on the progress made in developing a mechanism for the reporting of research results, in devising a 
schedule of inspections to ensure the continued security of the variola virus stocks, and the full 
participation of scientists and public health experts from Member States of each of the WHO regions 
in order to protect against possible accidents, while protecting the interests of research. 

Dr HEYMANN (Executive Director) said that the report on the inspection visits made to the 
laboratories had shown that the conditions in WHO collaborating centres were both physically and 
biologically safe for storing the virus. As for research needs and progress, all WHO regions were 
represented on the committee set up to review research. A subcommittee to review research proposals 
had been created, and had already approved three proposals from one country and was reviewing 
proposals from another. 

The Committee noted the report. 

3. CLOSURE 

After the customary exchange of courtesies, the CHAIRMAN declared the work of the 
Committee completed. 

The meeting rose at 9:50. 



PART II 

SUMMARY RECORDS OF 
THE MINISTERIAL ROUND TABLES 





ROUND TABLES: ADDRESSING THE MAJOR HEALTH SYSTEM CHALLENGES: Item I 0 
of the Agenda (Document A53/DIV/5) 

Salle VII, Tuesday, 16 May 2000, at 10:00 

Chairman: Mrs A. FISCHER (Germany) 

Mr ADAMS (Evidence and information for policy) introduced the round table by outlining the 
new framework for analysing and understanding national health systems, as set out in document 
A53/DIV/5, with its points for discussion. 

Professor SALLAM (Egypt) noted that national health programmes tended to concentrate on 
specific health areas, whereas the main objective for health ministers should be the establishment of a 
health system based on a countrywide primary health care network. Developing countries needed to 
redress disparities arising from gender, income and place of residence, focusing on vulnerable groups. 
Having a fully integrated system enabled countries to make more effective use of international aid. 

With subsistence being the main priority of many people in developing countries, health 
insurance could only be a reality if the wealthier groups subsidized the health contributions of the 
poor. He had put the principle that health overcame poverty at the core of his Government's health 
policy. Finally, he noted that monitoring and follow-up were indispensable in developing countries. 

Mr DE SILVA (Sri Lanka) observed that health systems did not exist in isolation; they needed 
support from other areas, such as effective health education and primary health care systems, together 
with a healthy environment (new industries in developing countries had led to serious environmental 
health problems) and access to clean water. Each situation had to be assessed separately in order to 
allocate limited resources rationally. In many developing countries people retained the idea that they 
were entitled to free health care provision. Cost-effectiveness and user charges had to be viewed in 
relation to the democratic and social values obtaining in different countries. Ministers of health thus 
faced numerous challenges in trying to change their health systems. 

Mr JUNOR (Jamaica) underlined the need to identify common basic components in different 
types of health system. The process of health system development engaged other ministries and 
agencies with links to health besides ministries of health. Increasingly trade issues were affecting 
health systems; for example, Jamaica was currently experiencing nutrition-related problems arising 
from media promotion of fast food. The role of ministries of health was to analyse and prioritize their 
own countries' health challenges based on the evidence, build a consensus on the priorities identified 
and thereafter mobilize people and resources for responses. The performance of health systems had to 
be evaluated in terms of physical and financial access, removal of disparities in health, assurance of 
quality and efficiency, financial sustainability, and training and retraining of health professionals. 

Dr ZHANG Wekang (China), referring to different levels of attainment in countries with similar 
levels of resources, noted that economic development, scientific progress, cultural integration and 
political change were increasingly impinging on health systems and people's health. Studies on health 
systems needed to take account of social and economic change, otherwise health would improve only 
slowly. China supported the three key goals for health systems proposed by WHO. They would lead to 
a better understanding of national health systems and were also in line with those of his own 
Government, which believed that safeguarding the population's health also served to promote social 
and economic development. Health insurance, however, had to be based on a country's level of 
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economic development and China was still a developing country. Nevertheless, every effort was being 
made to improve social security provision. 

Regarding the four main functions of health systems that influenced performance, China was 
moving from a planned economy to a socialist market economy, a transition that was relevant to 
stewardship. The health administration was changing its role from running medical institutions and 
providing health care to being a regulatory body. A group of ministries had recently issued a document 
on health system reform that defined the responsibilities of the different ministries linked to health and 
which was intended to foster the overall development of the health system. However, first, the 
traditional concept of a health system had to change, and the quality of the administrators needed to 
improve, since they formulated and implemented health policies. As regards financing, China was 
developing an insurance scheme encompassing pensions, unemployment benefit and health. The result 
should be greater equity in health services. The Chinese Government would continue to provide 
medical services, but there would also be complementary private services. It was important that social 
considerations should continue to take precedence over economic ones. China had recently introduced 
some pilot schemes that promoted competition among hospitals, doctors and pharmacists, in order to 
improve quality and lower prices. However, regulation by the health administration would be 
strengthened and guidance provided to ensure that competition remained healthy. 

Professor FISER (Czech Republic) indicated that his country's health care system had radically 
changed since the end of communist rule. The Czech Republic experienced health problems common 
to western European countries, such as cardiovascular diseases, cancer and road traffic accidents. 
There had been improvements in health, for example, the infant mortality rate had dropped to 4.6 per 
1000 live births in 1999. It had sufficient numbers of physicians, nurses and hospital beds, but the 
health care system was ineffective owing to lack of funds and the fact that too many decisions had 
been based on politics rather than evaluated information. Market-oriented competition was not 
considered to be the appropriate solution. 

Dr BUSTAMANTE GARCiA (Colombia) pointed out that the range of key functions of public 
health in his region, broader than the four in document A53/DIV/5, allowed for a more comprehensive 
evaluation. Stewardship should be both a regulatory and supervisory action. The PAHO regional 
office in Washington had recently proposed a tool for measuring those key functions. There were also 
political and technical barriers to overcome and the balance between decentralization and 
centralization should be carefully weighed. He referred to the results of a Massachusetts Institute of 
Technology study on the future of health care, whose main points included: (1) forward-looking 
decisions on the quality of health care and management should be based on scientific evidence; (2) 
physicians and other health care providers should be more attentive to their patients and (3) there 
should be greater equity. Was it appropriate and profitable to promote competition among health care 
providers? In 1993, a reform law had been passed to establish a universal insurance system in his 
country. Since then, corrective measures had been taken to widen that reform framework in order to 
achieve greater equity. 

Mr MPAMBA (Zambia) suggested that the use of the word "measures" was misleading since a 
minor problem in a developed country might be considered as a major problem in a developing one. In 
the area of health care, implementation of information management systems and data collection were 
serious problems in Zambia owing to high costs and inaccessibility. Other constraints included lack of 
evaluation and monitoring systems, funding and resource mobilization. Donor assistance was vital but 
he advocated debt relief so that developing countries could allocate more money to health care 
development. The lack of trained physicians in health centres, health posts and remote areas translated 
into a failure in delivery. The procurement of drugs posed problems since donors often attached 
conditions to their aid packages. Drugs arrived late and distribution was difficult owing to lack of 
transport and inaccessibility. A balance should be struck between continuity and change as one moved 
from the "invisibles" to the "visibles" in society; the safety net should be widened to include the 
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poorest. The burden of malaria, lllV I AIDS, tuberculosis, sexually transmitted infections and other 
diseases should be reduced to ensure a healthy workforce. 

Dr MATHEU (Honduras) highlighted some of the many strong points of his country's health 
care system, such as immunization coverage greater than 95%, despite its poverty level. Its external 
debt burden demanded creative strategies, especially as health promotion had been relegated to 
community leaders and the population believed that the State was solely responsible for health care 
provision. His Government was attempting to return this responsibility to civil society, thereby 
reducing costs. Like Zambia, his country faced an insufficiency of drugs, medicines and staff, among 
whom low salaries had led to a high turnover rate. Health personnel had to be properly paid and 
trained in finance, administration and policy formulation as well as in technical areas, the latter 
including human rights for dealing with, for example, HIV/AIDS. In 1999, legislation had been 
enacted to ensure provision of antiretroviral treatment to all AIDS patients, but that meant lower 
budget allocations to other areas of health care. Other strategies, such as joint purchasing, were being 
sought to cut costs. Regulated competition would also be introduced. 

Mr ZELENKEVICH (Belarus) confirmed the common need to improve health care. That was 
the responsibility of the government as a whole. The State's approach should be intersectoral, 
incorporating grass-roots programmes and cooperation with local authorities in order to improve 
health indicators. Financial structures would have to be changed in order to shift funds to primary 
health care, and adequate flows of funds would need better rationalization and use of scarce resources. 
Over the past 10 years, his country had cut the amount of funding for inpatient care by 13%. A 
training institute for general practitioners had been established with governmental assistance to satisfy 
the needs at local level, a step that mirrored the policies described by the ministers from China and 
Egypt. 

He commended the round tables and the work of the Health Assembly and recommended that 
WHO should convene a global conference on progress since the 1978 Declaration of Alma-Ata. 

Mr OSTOJIC (Croatia) indicated that the elections in his country in January 2000 heralded 
major political changes. Croatia's population of about five million was entering its third 
epidemiological transition, with an ageing population and high adult mortality rates dominated by 
lifestyle-related illnesses such as cardiovascular disease (52%), cancer and gastrointestinal diseases. 
The infant mortality rate was declining. Nevertheless, the gap between financial resources and the 
needs of health care providers had reached an alarming level. Needs had increased because of the 
recent war and the ensuing economic crisis. Priority setting was essential to assisting those most in 
need or where medical intervention could prevent further injury or save lives. Emergency services 
should be improved and programmes should concentrate on health promotion and prevention. 
Investment goals focused on the reconstruction of the health care facilities destroyed during the war 
and, in terms of human resources, the education of primary health care providers. 

Dr SADRIZADEH (Islamic Republic of Iran) pointed out that in many countries health systems 
were of poor quality and unable to meet customers' needs; they could be improved with high-level 
political commitment, increased awareness on the part of decision-makers, better management and 
partnership development. In order to meet the expectations of the public, health systems must be 
accessible, affordable and sustainable. Other challenges included how to make better use of human 
resources, to deal with a shortage of equipment and supplies, to improve information systems and to 
control the private sector. He welcomed the emphasis placed on strengthening health systems through 
recent initiatives such as Roll Back Malaria and suggested that a similar approach should be adopted 
in other programme areas. He encouraged WHO to launch a new initiative for a global movement to 
revitalize health systems. 

Providing information on primary health care in Iran, he observed that the long-established 
health system had had to be reviewed on account of epidemiological and demographic changes, such 
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as population growth in the 1980s and increasing urbanization, and the ensuing imbalance between the 
level of primary health care in the urban and rural areas. One noteworthy development had been the 
introduction of female volunteers to liaise between families and the health system - there were now 
around 40 000 such women. That innovation had helped to resolve the problem of the underuse of 
periurban health centres. In Iran coverage for primary health care was good, with 87% and almost 
100% access for rural and urban populations, respectively. An excellent health information system had 
also been established. All communicable disease control programmes had been successfully integrated 
into the primary health care system and recently steps had been taken similarly to integrate 
noncommunicable diseases, accidents and mental health. However, some areas, such as intersectoral 
collaboration, optimal community involvement and the referral system, still needed to be improved. 

Professor PHAM MANH HUNG (Viet Nam) welcomed the opportunity to exchange 
experiences on the major challenges to health systems. His country had reason to be proud of its health 
system on the basis of indicators including infant, child and maternal mortality rates, almost complete 
coverage for child immunizations, wider availability of essential drugs, the vast network of primary 
health care facilities, and a series of health programmes, focusing on priorities such as malaria and 
tuberculosis, which had significantly improved the health of the population. 

None the less, many problems remained, such as the increasing incidence of noncommunicable 
diseases coupled with a persistently high prevalence rate of infectious diseases. As life expectancy 
increased, a new concern was how to deal with morbidity and the quality of care. A further problem 
was equitable access to the health system for all and how to alleviate the burden of fees and insurance 
schemes on the poorer sectors of the population. 

In the past five years measures adopted to tackle such problems included greater public 
expenditure on preventive and primary health care and the use of loans from international financial 
bodies to implement disease control programmes, such as those for tuberculosis and malaria. 
Considerable efforts had also been made to revise existing health insurance schemes, for example 
through the amendment of relevant legislation in 1998, so as to allow exemption for or reduced 
contributions from the poorer and needy sectors of the population. To ensure a more equitable 
distribution of health care facilities the Government had launched an initiative to transfer temporarily 
doctors and medical specialists from central hospitals to outlying areas in an effort to strengthen local 
facilities and to train local staff. 

Dr RAFEEQ (Trinidad and Tobago) said that most health ministers had periodically to face the 
electorate, which meant that decisions regarding the health system must be politically as well as 
technically correct - not a simple task. The main thrust of the comprehensive health sector reform 
undertaken in his country was to focus on primary health care and health promotion, but it had been 
difficult to shift resources from the secondary and tertiary sectors to primary health care. It was very 
hard to refuse a patient urgent treatment such as dialysis or heart surgery on the grounds that the 
condition should have been dealt with earlier at the primary health care level, or else that the cost of 
the treatment would pay for the primary health care of some 50 people. The dilemma facing politicians 
was effectively that by telling patients they must die they would end their political careers. 

Dr RAHIL (Libyan Arab Jamahiriya) recalled that the objective of ministerial round tables was 
to examine the challenges facing health systems. Instead of providing details of the Libyan health 
system, he would focus his remarks on issues that were likely to be of interest to other developing 
countries too. The previous week a meeting for African countries had been held in Burkina Faso, at 
which emerging diseases and AIDS had been discussed. Health ministers, although invited, had been 
conspicuous by their absence. There seemed to be considerable indifference about such important 
matters. In recent years the incidence of HIV I AIDS had reached unprecedentedly high levels in Africa. 
Such problems warranted more serious consideration. Other factors contributing to the burden of 
disease that had so far not been mentioned were ignorance, indifference and poverty. To tackle such 
problems greater public awareness was required. At the Burkina Faso meeting, the question of 
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ignorance of the risk factors for HN infection had been discussed. If HIV I AIDS was tackled from the 
standpoint of sexual behaviour, there would be greater public awareness about those risks, but 
changing attitudes through education and information was not simple. Another obstacle facing health 
systems in African countries was the destruction wrought by the ongoing conflicts. 

Mr BENYOUNES (Algeria) identified one basic difficulty that warranted consideration, namely 
how to reconcile the role of the private sector with governmental responsibilities in public health. For 
it was not simply a matter of striking the right balance. Nor could it be assumed that competition 
would be fair and in the interests of the health of the general public. The problem affected several 
important areas such as the role of the private sector in drug production and how to regulate the market 
for medical equipment and pharmaceutical products. That was the real dilemma faced by decision
makers in formulating a health policy that would engage as many relevant actors as possible from 
public administration and health services alike. As a result of efforts made to establish a joint plan 
along those lines, it was felt in some quarters that the public sector was relinquishing its 
responsibilities, particularly with regard to administrative and regulatory matters. While the public 
sector might well negotiate and discuss its responsibilities, it should never delegate them to bodies 
other than public ones. He agreed with the minister from Honduras that health systems embraced basic 
rights that must be upheld, such as the right to life and the right to health. For there were whole sectors 
of the population worldwide that were paying the price of structural adjustment programmes, a price 
that was tantamount to genocide in some parts of the globe. Was the international community simply 
to abandon those who lived in exclusion or poverty? Algeria would be hosting an international 
conference on exclusion and poverty in September 2000. He hoped that the international community 
would fulfil its collective responsibility by participating in that conference. 

DrY ADA V (Nepal) endorsed the remarks by the Minister from Trinidad and Tobago about the 
difficulty of making health decisions that were technically as well as politically correct. Outlining the 
challenges facing the Nepalese health system, he explained that the mountainous terrain (covering 
about 70% ofthe country) hampered the adequate distribution of health care services. Despite progress 
towards eradication of poliomyelitis and control of leprosy and tuberculosis, other communicable 
diseases persisted, not to mention the growing problems due to noncommunicable diseases and AIDS. 

A good health system required a stable democracy, which Nepal had had for some 18 months. It 
also needed political cohesion among key ministries, strong political leadership, and the involvement 
of all relevant actors on the health scene. Intercountry and regional cO<~peration was important in 
combating diseases like AIDS, malaria and tuberculosis. WHO had a vital function in coordinating the 
efforts of health partners so as to satisfy the needs of developing countries, particularly with regard to 
the distribution of resources. 

As other health ministers from developing countries would testify, the health problems in urban 
and rural areas differed greatly. Financial, material and human resources had to be reconciled with the 
varied requirements. Given that 85% of the population of Nepal lived in rural areas, he advocated an 
approach that focused on needs from district level and beyond. A framework along those lines already 
existed and could be further developed with the relevant technical and other support, through regional 
cooperation and from partner agencies such as WHO. Although there should gradually be a shift 
towards a cost-recovery system for health care, the government's main responsibility lay in ensuring 
adequate primary health care services at district level. He had therefore decided to pool the resources 
of different medical establishments to serve two to three districts at a time, in order to optimize use of 
all available resources. 

Impoverished countries like Nepal were handicapped by the lengthy procedures for resource 
distribution from partners such as WHO and the World Bank. Donor agencies at international and 
recipient country levels should simplify such procedures. 

Dr AUMANU (Solomon Islands) confirmed that his Government was faced with many of the 
challenges described by previous ministers in maintaining primary health care services at the 
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community level, and in delivering services of the desired standard. The demand for health care in the 
Solomon Islands had been traditionally influenced by medical need, but using that as the sole basis for 
public policy, planning and resource allocation was likely to cause misallocation of resources. Because 
need was independent of price, it was essential to plan according to demand - at least, that would 
guard against the wastage of scarce resources. Comprehensive health information systems were vital 
for equitable distribution of health resources, but, as other speakers had pointed out, such systems 
were far less easy to operate in the developing countries. 

His country was engaged in a process of structural reform designed to reallocate part of the 
recurrent health budget to public health programmes for rural communities, provincial health services, 
environmental services, and health education and promotion. As part of that process, the Government 
was reviewing its organizational and staffing structure. He agreed on the need for health development 
plans, without which efforts would lack cohesion and might fail to achieve their objectives. The focus 
was on reviving the organizational structure and functions of the public health sector before improving 
policy development, management, supervision, planning, monitoring and evaluation. Vigorous efforts 
were required to achieve efficiency in major cost centres of public health. 

The reform of the health sector required the political commitment that drove economic reform. 
Commitment to reform existed at the management executive level, and that was slowly filtering down 
to the middle management level and, to a lesser extent, the operational level. The obvious challenge 
was to persuade most operational staff to accept change and not to feel threatened. One reason why 
managers accepted the changes lay in the prospect of improved management, planning, monitoring 
and evaluation of services. 

Problems and weaknesses remained, however, including the difficulty mentioned by Dr Rafeeq 
of redirecting resources to primary health care. At times, politically difficult decisions had to be taken. 
One weakness was the lack of coordination and linkages between reform in the health sector and other 
central agencies. Nevertheless, opportunities existed for effective restructuring of the health sector. 
First, the commitment of external development partners had fostered confidence in local counterpart 
offices, although donors, including WHO, needed to coordinate their activities. Secondly, an effective 
primary health care network was already in place. Thirdly, appropriate behavioural changes and 
healthy lifestyles were being promoted outside the health sector. The danger to the reform programme 
hitherto had been that central agencies, which held the power, including financial power, might 
wrongly have perceived the restructuring as a threat to themselves. It was essential that the health 
sector, having established an effective and efficient organizational structure and process, should have a 
significant degree of accountability and responsibility in such aspects as human resources management 
and development, financial management and budget resource allocation. 

Amid all the modern technology of the programme to restructure the health system two 
important fundamentals had to be kept in mind by all health planners, administrators and health 
workers: reform must be consistent with the local context and social values; and all strategies and 
programmes must retain a customer focus. Quality was best judged by the end-users and therefore 
people's problems should be investigated and understood at the community level. All stakeholders had 
to be involved. The process involved team work and breaking down internal and external barriers. 
Those basic fundamentals were often overlooked but, ultimately, what mattered was to deliver a high
quality service. 

Mrs MIKKELSEN (Denmark) commented that in general cooperation was more useful in 
health care systems than traditional market orientation, especially in light of the need for budgetary 
control. Denmark was experimenting with ways of improving performance through financial 
incentives, outcome-oriented contracts between management and department levels within individual 
hospitals, comparative analyses of providers and encouragement of best practices. Furthermore, 
performance indicators were being developed that were comparable between institutions and 
geographical areas and understandable to everyone, including patients. It was planned to introduce 
national surveys of patients' opinions later in the current year. Some of those activities might generate 
a kind of competition. The aim was to improve quality and cost efficiency while meeting patients' 
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demands and expectations. Once performance had been bettered in the health care system overall, the 
next step would be to improve performance in the primary sector. The family doctor system would be 
strengthened and more would be done towards changing people's lifestyles, especially among high
risk groups. About 90% of the population in Denmark was in contact with family doctors each year 
and it was planned to use that contact to prolong life and improve the quality of life. The initiatives 
would be locally based, with common goals at the national level. 

The foremost task of a minister of health was to set up a system designed to achieve greater 
health equality within a country's prevailing economic and social conditions. She was convinced that a 
well-functioning primary health care sector in contact with every individual was the key to improving 
equality in health, in developed and developing countries alike, and to dealing with epidemics and 
lifestyle problems. She expressed sympathy with the call made by several speakers from developing 
countries for greater integration of the programmes of international donor agencies operating in the 
health field. 

Mrs DREIFUSS (Switzerland) observed that the experience of Switzerland had shown that even 
the wealthier countries still faced problems, some the same as those in developing countries. She 
reported three examples that she hoped would be of common interest. 

With regard to the balance between personal and public health services, the high standards of 
health and life expectancy enjoyed by the population were attributable to multisectoral health policies, 
the development of public health services, improved water quality, better housing and vaccination 
programmes. Many communicable diseases had been brought under control although not all, as 
attested by the emergence of AIDS and the development of drug resistance, and not everywhere, as 
some sectors of the population were less easy to reach. 

On the strength of that success and in light of the new demand for personal care, 
disproportionate reductions had been made in public health services affecting, for example, health 
services in schools and public vaccination programmes. The reductions were particularly serious given 
the need to go on fighting communicable diseases, tackle the new diseases of civilization, combat 
addictions, improve nutrition and renew the vaccination offensive. The reduction in public health 
services went hand in hand with public funding difficulties and should be resisted. It was the task of 
ministers of health to ensure equal access to personal care in the face of the rising demand for 
expensive personal care services that many speakers had mentioned. 

As to the coexistence of public, private, planned and market-driven health systems, some 
elements of competition could perhaps improve quality and choice within a planned system of 
optimum service provision, but the market would never deliver optimum distribution and access for all 
the population of its own accord. The limitations of the market had to be managed through political 
choices. Switzerland was currently setting up a planned system for the hospital sector, in which 
competition was simply an instrument for allocating resources, within a fixed level of supply, allowing 
the best institutions to remain on the list of service providers. In the system of outpatient care, service 
providers had hitherto retained unlimited and uncontrolled access to funding through insurance which 
had led to rising levels of cost and provision. A major challenge was to find mechanisms for limiting 
overall supply levels while safeguarding patients' choice and the freedom of young people to choose 
health professions and practise them for the good of all. However, it was her finn conviction that no 
health system could operate with complete freedom based solely on market mechanisms. The 
challenge was to guarantee access to health care through a social system of funding, at the same time 
setting limits on supply with mechanisms that were as soft as possible but with the best possible 
supply, so that the whole system could be funded. 

Turning to the problem of obtaining reliable evidence-based information, she said that 
Switzerland was aiming to develop an evidence-based health policy and to set up a national health 
"observatory" to compile information on health which would be made available not only to the 
26 health systems within the federal country but to WHO and the wider international community. 
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The CHAIRMAN, summing up, noted the common commitment to health care. However, as the 
Minister of Health of Zambia had pointed out, from the perspective of the poorer countries, the 
developed countries appeared to be facing problems of luxury. The discussion had, therefore, rightly 
focused on the situation in countries facing more basic health care problems, even though to some 
extent developed and developing countries could learn from each other. 

Many contributors had agreed that the biggest task facing the poorer countries was to improve 
primary health care. Some problems were commonly encountered: obtaining the necessary funding, 
coordinating the activities of donors and persuading them to concentrate on primary care, and even 
establishing a national consensus on the need for primary care. Many contributors had emphasized the 
close link between combating poverty, improving education and applying information for behavioural 
changes, which were particularly important in the control of communicable diseases. That was clearly 
a task for developing countries themselves. Nevertheless help would be needed, as many speakers had 
pointed out, and there should be further discussion on how best to provide that help. 

Funding, although fundamental, was not everything. The experience of wealthier countries had 
shown that in certain circumstances money could actually increase the inequality of access to care. 
The Minister of Health of Belarus had made the important point that the money available for health 
care was never enough. Levels of health care depended not least on political decision-making 
processes and on people's values and priorities. The wealthier countries had shown that there were no 
limits to people's demands on health care systems and that even with primary health care systems in 
place demands continued to rise. The countries in transition had reported similar experiences. The 
need to strike a balance between limited resources and unlimited needs was clearly a common 
challenge. As the Minister of Health of Trinidad and Tobago had pointed out, technically correct and 
politically correct positions were not always compatible; politicians had to moderate the conflict 
between resources and possibilities- a difficult role. Priority setting would always involve conflict. 

The relative influence of ministers of health within governments, for example vis-a-vis ministers 
of finance, depended on the importance attached to health care systems. It was the difficult task of 
ministers of health to persuade others that better health and disease control required investment and 
the cooperation of those in charge of education and information policies. That was a subject for 
possible further discussion. 

She had listened with interest to the comments on how efficiency could be increased with 
limited resources and how far market tools could help. Health care did not lend itself readily to market 
solutions. The experience of the wealthier countries in that regard could be valuable to countries at a 
more basic stage of building health care systems. 

The Libyan delegate had referred to the burden of diseases in Africa. Together with Asia and 
Latin America, the three continents were facing more acute challenges than either North America or 
Europe, even if noncommunicable diseases were a major problem in the developed countries. It was 
fortunate that WHO existed to support the efforts to fight those major common diseases. 

In conclusion, she welcomed the round-table discussions as a successful innovation which she 
hoped would be continued. 

The round table rose at 12:50. 
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Salle XII, Tuesday, 16 May 2000, at 10:10 

Chairman: Dr Ponmek DALALOY (Lao People's Democratic Republic) 

The CHAIRMAN, opening the round table, introduced the subject for discussion. The objective 
was to identify the obstacles that prevented health systems from functioning properly and improving, 
and the task was to seek out approaches, strategies, methods, policies and measures to overcome those 
obstacles and make health systems more effective. 

Mrs KA W ABATA (Evidence and information for policy) said that there was reason to be proud 
of the impressive record of health systems over the past half century. Nevertheless, those systems 
faced enormous challenges: demographic and epidemiological changes; globalization; and increasing 
segments of populations being marginalized from the health system. That was why many governments 
were reforming their health systems. The round table was an opportunity for pivotal decision-makers 
on health to share their experiences. 

She referred to the points set out in document A53/DIV/5, in which WHO offered a definition 
of the boundaries of a health system and health actions. 

Ms KING (New Zealand) described the New Zealand experience of the desirability or 
feasibility of promoting competition among health providers. Noting that the main provider was the 
public health system, she said that 10 years of experimenting with competition had yielded poor 
results. In summary: it had led to fragmentation of services rather than a nationwide approach; to 
secrecy, because competing providers did not find it necessary or desirable to share information, and 
there was no incentive to cooperate; to duplication of services and wastage of resources, with public 
and private providers competing for the same scarce funds; and to short-term decision-making and 
lack of planning, since long-term funding could not be guaranteed. It had also resulted in some serious 
health workforce issues, because nobody had been responsible for resource planning, leading to 
shortages of nurses and specialists particularly in mental health provision. Another effect was 
inequality in access to services. For example, the North Island provided better treatment of heart 
disease, while the South Island was better for access to care of the elderly. 

The only positive outcome was that competition had mobilized the indigenous Maori people 
into taking responsibility for their own health care, leading to a growth in the number of Maori health 
service providers. 

She concluded that a health system should be built on cooperation and collaboration between 
the public health system, nongovernmental organizations and the private sector. She firmly believed 
that the health system should be public, but the private sector had an important place in a framework 
of cooperation. There had been a loss of focus on some important health goals. She urged ministers to 
think carefully whether competition would contribute to health provision because her experience was 
that it did not. 

Dr BORST-EILERS (Netherlands) said that her country had contemplated the idea of 
competition in a minimal way, for example, providing an incentive for hospitals that had performed 
better than others through a slightly increased budget the following year. However, in the light of New 
Zealand's experience, she would think twice before starting that on a large scale. 

One of the main challenges was to achieve fairness of financial contribution. That was best 
achieved by income-dependent premiums or taxation. Her country used the former, which allowed 
insurance coverage to be provided regardless of people's level of payment. Families with low 
incomes, or even no income, still had access to government health care provision. She was thus in 
favour of solidarity between rich and poor in financing health care. 
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One could also have, as was the case in her country, private insurance for those that could afford 
it, paying a premium that was not dependent on income but which might reflect health risk. 

Co-payment should be introduced only if the majority of people could afford out-of-pocket 
payments. In her country, there were two forms of co-payment: payment for cheap medication, and a 
contribution to home care dependent on income. She emphasized that to reduce the gap between rich 
and poor, contributions should depend on income, so that the poor only paid a small amount. 

Mrs GILLOT (France) shared the view that there should be a dual concern with improving the 
health of the population and reducing inequalities to give the same opportunities to the most deprived. 
That required above all a fair system of health system financing, taking into account the resources of 
each and mobilizing national solidarity. 

Equal access to health care was a matter of health ethics: respect for the dignity of the sick, 
confidentiality and autonomy. It was important not to lose sight of the need to support and encourage 
the sick to take responsibility for their own health, to decide on their own behaviour and on the choice 
of treatment offered them. 

In her country, the results in health, reflected, for example, in constantly improving statistics for 
infant mortality and life expectancy, were good. There were, however, some bad points, such as the 
marked regional variation in the overall progress. The cost of health care in her country was the 
highest in Europe at 9.5% of GDP, which reflected a high level of expenditure per person. The 
authorities had introduced various cost control measures, while continuing to seek a reduction in 
inequalities. 

The health administration in France allowed the coexistence of a private health sector, but the 
State remained the guarantor of health provision and public health, intervening directly or through 
decentralized agencies in health care provision. Through its national and regional health conferences, 
it analysed needs throughout the country and defined priorities for health policy. On the basis of the 
reports of the national conference, Parliament set the parameters of expenditure on national health 
insurance which shaped regional health budgets. The State had also created a series of bodies in areas 
such as evaluation of good practice, the assurance of safety and control of health products, and food 
safety. 

Compulsory health insurance under various schemes provided health care for all on an equal 
footing. Social security funded 75% of current health spending, the balance coming from mutual 
funds. However, the previous year, her country had introduced a universal sickness cover to relieve 
inequality of access by the most disadvantaged. A further complementary scheme for the deprived, 
largely financed by the State, was also planned. She hoped to report on the outcome of those measures 
at a future meeting. 

Another aspect of access for all to medicines concerned the HIV I AIDS epidemic which had 
such a dramatic effect on developing countries. Her country's initiative of the "Fonds de so/idarite 
therapeutique internationale" showed that it was possible to improve access to antiretroviral 
treatments for HIV -positive people in developing countries. Although welcoming the reduction in the 
price of drugs recently announced by major international firms, she regarded that as just a first step 
and suggested that the issue of access to drugs for developing countries should be addressed in its 
entirety. 

Combating poverty was the cornerstone of any health system. She commended the Director
General for her constant emphases on the link between poverty and poor health and the importance of 
sustainable development. Poor health was both a cause and a consequence of poverty, draining a 
family's savings and reducing productivity. At the same time, the poor were exposed to different risks 
and did not have access to health services and preventive measures. Debt relief for the poorest 
countries was crucial to help those countries to strengthen their health systems and to allow them to 
use the resources thus released to combat the diseases that ravaged those developing countries. 

Dr BURGOS CALDERON (Puerto Rico) said that, in 1993, it had been realized that the 
mortality rate in the public sector in Puerto Rico was double that in the private sector. That had Jed to 
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a questioning of the role of the State in ensuring health in contemporary society. The Government had 
concluded that it could not maintain and promote up-to-date public and private services, equipped with 
the latest technology. It had therefore decided to withdraw from direct provision of services and to 
form a partnership with the private sector. Importantly, a necessary precondition was the creation of a 
public corporation for the strict regulation and control of that sector. The health care model developed 
by the Government involved the purchase of services through private insurance. Its experience to date 
had shown some successes, with immunization coverage at 98%, a decline in infant mortality rate, and 
improved dental services. There had been some problems with the medical profession, which had not 
perhaps been ready to accept the challenge of the coordinated model. 

His country's model might not be suitable for every community; each country had to determine 
its own. The Government had mobilized all its resources to that end. Another aspect was the 
transformation of his department from service provider to promoter and regulator, with greater 
emphasis on the determining social factors in health and intersectoral partnerships. The crux of the 
matter was whether ministries had the economic resources to overcome inequity and inequalities. He 
believed not. It was necessary to invoke the ethical responsibility of the private sector and insurers to 
solve national health problems. 

Dr LOMBARDO (Argentina) remarked that the tremendous technological advances of the past 
decades had made it possible to extend health care to cover more diseases and conditions than ever. 
Advances were especially marked in three fields: space technology, information technology and 
knowledge of the human body. However, advanced technology was of no use if the advantages it 
brought could not be shared by all; scientific development must not be the privileged domain of the 
few. It was therefore essential to recall that health was not simply a condition of well-being, but an 
inalienable human right that should be enjoyed by all. Thus, the notion of solidarity should be included 
in the different countries' health programmes. Financing the use of such advanced technology through 
contributions paid from wages was problematic, since nowhere in the world had salaries increased to 
such an extent as to cover its costs. 

Adequate planning was a prerequisite. The responsibility of health administrators was to protect 
health and ensure that proper preventive measures against health risks were in operation. Prevention 
was of greater importance than the application of new technology. The year 2000 had arrived, and the 
WHO undertaking in Alma-Ata to achieve health for all by that date had not been attained. However, 
much progress could be achieved through preventive medicine, health education and by promoting a 
strategy to strengthen primary health care by training and preparing the necessary personnel. Eighty
five per cent of all health problems could be solved at the primary health care level. By concentrating 
too much on technology one could forget that humans were complex physical, social, spiritual and 
psychological beings; that required a return to the humanity of the patient/doctor relationship. Training 
should be adapted to that end, and, although health care was a vocation, carried out in a spirit of 
service, it should be sufficiently remunerated. There should exist a referral system to enable patients to 
pass beyond primary health care when necessary, and ultimately to have access to the new technology. 

Health problems could not be solved through the free market, since health was not a 
commodity. Health needed to be protected by a community and guaranteed by the State. Competition 
between public and private suppliers should cease and the State should be the protagonist in 
safeguarding health for all. 

Mr TOU (Burkina Faso) described the decentralized health care system in Burkina Faso, which 
was based at the district level and had a hospital system at its core. A national pharmaceutical policy 
promoted generic essential drugs. The country possessed two training establishments, one for doctors 
and one for nurses. 

While it was generally agreed that the State had to provide leadership in the health care system, 
in practice that view was often disputed. A general distrust of Government was at the basis of such 
questioning, and there was a tendency to turn to nongovernmental organizations in matters of health 
care. Burkina Faso was at present engaged in drafting its national health policy and health 
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development plan. Those had been criticized on the grounds that they were to be imposed by the 
Government rather than being subject to wider discussion. Yet the Government was largely elected, 
and the Chamber of Representatives contained the representatives of tradespersons, farmers and a 
wide cross-section of Burkina Faso society. Burkina Faso's multilateral or bilateral partners should not 
intervene in that area and should respect the sovereignty of the State. The adoption of policies should 
not be disputed on the grounds of a country's poverty or its lack of resources. 

Regarding the financing of the health care service, a considerable effort had been made in 
increasing the budget from 6% of GDP in the 1990s to between 10% and 12% at present. The aim was 
to attain 15%. Burkina Faso needed to call on its partners to help establish an acceptable and reliable 
mode of financing its health system so as to restore confidence. A definition of indicators common to 
all multilateral and bilateral partners and nongovernmental organizations was important in that regard. 

Further difficulties arose from supply of drugs. Burkina Faso supported the promotion of 
generic essential drugs. A centralized national purchasing unit and two private units carried out that 
task as well as importing specialized medicine. However, although acting in good faith, 
nongovernmental organizations thwarted their efforts by importing drugs into the country without due 
care. Burkina Faso was taking steps to regulate those imports. Measures should also be implemented 
higher up the chain, in the producing countries and in particular the European Union, to control and 
regulate that situation. Although the country was needy, it was not indiscriminate. It was aware of its 
own medical requirements and would welcome discussion with providers so that those needs were 
more adequately met. 

Mr PAVIC (Bosnia and Herzegovina) referred to the discussion point in the document regarding 
the main approaches to defining priorities for allocation of resources to alternative health 
interventions. The question of how to ensure equity and health for all was complex - the more so in 
poorer countries. Legal provisions guaranteeing broad health entitlements were easy to adopt, but not 
to implement. A situation was arising where, despite the theoretical equality of health care for all, 
there were divergences in the health care provided in practice to different socioeconomic groups and 
in different geographical areas. There were problems in implementation of equal health care for all, 
but great efforts were being made to resolve that complex issue. 

The Government of Bosnia and Herzegovina was adopting the essential health care package 
along the lines set forth by WHO in its Declaration of Alma-Ata, with its emphasis on primary health 
care. There should be a uniform health care package for all countries notwithstanding their different 
priorities and financial capabilities, based on the criteria of necessity, effectiveness, efficiency, 
inadequacy of self-care, all in accordance with the budgetary limits. 

The Ministry of Health and Social Affairs had proposed a health service package containing 
measures for health priorities and prevention of disease; screening and reduction of noncommunicable 
disease risk factors; and treatment of diseases, that, if left untreated, would lead to premature death or 
disability. Care would focus on pregnant women (before, during and after childbirth), children and the 
elderly, as the most vulnerable groups in the population. The funds were available for this as a priority, 
but were contingent on fulfilling the conditions of equal geographical allocation of funds and equal 
distribution of primary health care staff. Implementation of that very important policy was to begin in 
2001, with completion scheduled for 2005, and the process was composed of five elements: health 
financing, provider payment mechanisms, organization and structure of the health system, social 
communication marketing, and political feasibility. It would be introduced in three phases: first, 
capacity-building for human resources; secondly, the establishment of a new information system, 
together with health management, and lastly, institutional changes for the reform. The first phase was 
currently under way. 

Dr TSHABALALA-MSIMANG (South Africa) said that government had a permanent 
responsibility for the health of its peoples. The public sector could not do everything, but the State 
needed to be present in all areas in the health service, since it bore final accountability. "Stewardship" 
was an appropriate term. Poverty was inextricably linked to health problems: remedial action needed 
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to take that into consideration at all levels. In South Africa the health of the poor in rural areas was 
significantly worse than among the more privileged groups. For instance, in the Western Cape, the 
infant mortality rate was 8.4 per 1000 live births, compared to 61.2 per 1000 in the Eastern Cape. 
While health systems were subject to available resources, there were certain minimum standards or 
bench marks against which all countries, including developing countries, should be judged. 

One of the principal fields for action identified in South Africa was in training for leadership -
the identification and development of leaders in health professions. Great importance was accorded to 
human resources which were both the biggest cost and the greatest assets to a health system. Change 
needed to be implemented with care so as not to destabilize the system. Trained and motivated human 
resources were necessary if changes were to be introduced successfully. Developing countries suffered 
from "brain drain" with the departure of trained professionals to developed countries. That problem 
needed to be addressed. There were definite links between health and development; no attempt to 
increase the efficiency of the health service could ignore that fact. Creative ways should be sought to 
link health systems to other systems that affected health: education, agriculture, water, sanitation and 
housing. The effect of globalization on national health systems also needed attention. Turning to the 
discussion point regarding the relative importance of improving health, enhancing responsiveness and 
assuring fairness of financial contributions, the Minister pointed out that the three goals were 
inextricably linked. The ideal remained of establishing a quality system that sought to attain the 
highest level possible for the greatest number of people, subject to available resources. The need to 
obtain a balance between the overall level of health and its distribution was common to all health 
services, but was worsened by resource restrictions. The necessary rationing must be a conscious act 
of governance in seeking to achieve the greatest possible common good. 

Turning to the question about the main technical, managerial and political barriers facing 
ministries of health, she said that stewardship went beyond regulation. It involved the creation or 
nurturing of a conducive environment. To achieve that the different ministries and departments of 
government should work in a coordinated fashion. There was a danger otherwise, when ministers from 
different ministries were working together in areas of common interest, that the tensions that naturally 
might arise would be exploited to their detriment. In exercising stewardship, it was necessary to have 
significant strength and capacity at the centre for such activities as analysis and monitoring. That was 
particularly important where there was a strong private sector. 

In response to the issue of obstacles to an extension of prepayment, the Minister said that 
prepayment assumed some ability to pay. In South Africa, the high level of poverty and 
unemployment meant that that was not always the case. South Africa had a voluntary private medical 
insurance system. A minimal benefit package had recently been introduced, which provided cover at 
least to the same level as the State sector. Plans were also under way to introduce a compulsory health 
fund in the formal sector; it was hoped later to extend that fund to the informal sector. 

The Minister then commented on the main approaches to defining priorities for allocation of 
resources to alternative health interventions. South Africa had a range of alternative health practices, 
including African traditional medicine, which were not publicly funded. Some contacts had been made 
with a view to incorporating those services into the national health system. The public sector retained 
the responsibility for empowering individuals to make sound health choices, irrespective ofthe source 
of those services. 

With regard to the desirability and feasibility of promoting competition among health care 
providers, she said that, owing to the marked differences in knowledge between medical professionals 
and the public, the health market was not a market ideally suited to competition. The interests of the 
consumers should be protected by statute. While a modest level of competition between similar 
institutions could be constructive, careful control was necessary if abuse of the public was to be 
avoided. 

Professor SPIRAKI (Greece) explained that the Greek national health system was based on a 
system of compulsory insurance for all working members of the population. The State was responsible 
for the equitable provision of health care services to all, including the uninsured and the needy. 
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However, although the system was well endowed with well-trained and qualified doctors, they were 
mostly located in the large cities, which was inequitable. 

There had been limited change in the national health system, although reform was imminent. 
The system provided access, irrespective of level of income, to adequate medical treatment, and 
patients were generally satisfied with the quality and effectiveness of treatment. Complaints included 
the lack of nursing personnel, the low level of catering services and the confused and disorganized 
hospital administration process. In addition, market forces had managed in several cases to bypass the 
equalities provided for in the legislation. Competition therefore existed between the public and private 
sectors. The quality of the doctors was much higher in the public hospitals than in private clinics. 
However, the private sector offered better catering services, which supported the dignity and 
autonomy of the patients. 

From the viewpoint of the State, the principal problems were skyrocketing costs, compounded 
by a low level of efficiency, with a significant waste of time and resources. The main reasons for the 
problems were: the unsuccessful attempt to offer adequate primary care outside hospitals; the 
prolonged length of stays in hospitals; the prescription of costly new drugs as soon as they came on the 
market; and free access for all, even visitors from neighbouring countries, to expensive antiretroviral 
drugs. That free access formed part of her country's contribution to the global effort to overcome 
poverty-related health problems. However, the result was that it was difficult to control and in 
particular to predict expenditure on health. The mobilization of stewardship systems might help. An 
Institute of Health Services Assessment had been founded and several indices were being studied that 
would help in the assessment of the services provided by the State and to indicate areas for 
intervention. 

In line with the terms of the Maastricht Treaty, the Greek Government had committed itself to 
"social convergence" with the rest of the European Union. Three sectors were targeted for major 
reform: health; the closely related sector of benefits and retirement programmes; and education. In that 
context, her country was facing the significant challenge of resolving the shortcomings of the health 
system and of making it more efficient, while at the same time addressing the complaints of end-users 
and keeping the characteristic of a free national service intact. She welcomed the topic of The world 
health report 2000 as being particularly timely. 

Dr SUJUDI (Indonesia) reaffirmed the common obligation to improve health systems, despite 
the numerous problems faced in that respect in many countries, including his own. A basic issue for 
any such improvement concerned the reform of financing methods. A change was required in the 
system from direct payment for health care to an extension of prepayment systems. Such changes were 
liable to provoke opposition. Many governments lacked experience of the new system and were 
unsure of how to fulfil their stewardship role. It would be important to obtain political support, but 
politicians' objectives were often quite different from those of health sector practitioners. Crucial 
regulations in such areas as facility accreditation, provider licences and technology assessment needed 
to be made more effective. It was essential in that context to promote the active involvement of 
professional associations in the planning, implementation and evaluation of any reforms. 

In order to attain the goals of the health system, health programmes needed clear direction and 
easily measurable indicators. Those goals could then be more easily understood and thus better 
supported by all the other sectors involved. That support was essential to allow the health sector to 
achieve its objectives. The fairness of financing systems could be enhanced by sharing financial 
responsibilities. That in tum required the development of a nationwide insurance system. In that 
respect, a major effort was required to obtain political agreement so that the necessary laws and 
regulations could be adopted. Only through the adoption of a nationwide social insurance system 
would it be possible to reach the level of fairness offered by prepayment systems. Finally, he stressed 
that, in health reform, the principal considerations were the cost-benefit ratio and the multiplier effects 
of the action taken. 
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Dr OSORIO (Venezuela) expressed agreement with previous speakers who had warned about 
the dangers of competition in the provision of health services and the importance of the ethic of 
solidarity. She emphasized that a large part of the role of ministers of health was to combat poverty 
through a more equitable distribution of wealth between and within countries. The tasks they faced 
were not confined to the organization of health systems; they also included combating poverty. 

In her country, a counter-reform process had begun over the past year. A new Constitution had 
been adopted at the beginning of 2000, in which health was declared to be a social right, guaranteed by 
the State. The financing of health care, by constitutional mandate, was a fundamental issue for the 
State. It was believed that the health system had to be essentially public, and principally financed by 
taxation. However, she agreed with her colleague from South Africa that many countries did not have 
the capacity for prepayment. In her country, over 60% of the population lived below the poverty line, 
which meant that the most equitable form of financing was through the fiscal mechanism of taxation. 

The health system in her country had been progressively deteriorating for the past 20 years. The 
process of privatization was currently being reversed, and a task for the next national assembly would 
be to formulate legislation respecting a single health system, including social security. Venezuela had 
a compulsory social security system based on prepayment by all contributing workers, which, 
however, only covered 30% of the population. Such a situation suggested that the Ministry of Health 
and Social Development should also be responsible for social security which, under the terms of the 
Constitution, would henceforth be universal whether or not contributions had been paid. 

With regard to health services, the objective was to develop a system that integrated preventive 
and curative care. The traditional basis was a network of outpatient clinics, in which prevention and 
care were separated, thus losing many opportunities and markedly hampering outpatient services. The 
new model, based on the principles of integrality, equity and accessibility, was significantly improving 
the provision of preventive care, including prenatal consultations and the early diagnosis of diseases 
and conditions such as cancer of the uterus, diabetes and high blood pressure. Under the new system, 
community participation was being promoted as an essential component of social control which 
improved quality of care. 

A fundamental consideration with regard to the issue of quality was the evaluation of health 
systems. Indicators such as infant mortality rate, the coverage of the health care system, the 
improvement in rates of breastfeeding, reductions in the incidence of low weight at birth and a lower 
mortality rate from cancer of the uterus were all objectives towards which progress needed to be made. 

There were difficulties, including definition of the roles of universities, schools and colleges in 
the training of health care personnel. There appeared to be a trend for doctors to acquire skills that 
were poorly adapted to the needs of the country: they often studied exotic diseases, without being able 
to treat common problems, such as diarrhoea. That mismatch was being addressed through negotiation 
with medical schools to orientate training towards the needs of outpatient clinics, as well as hospitals, 
and to teach the model of integrated care from the earliest stages. Family medicine was at an early 
stage in her country, even though the model of integrated care was inspired in large part by the family 
medicine approach. 

Her country was committed to a process of change; she hoped that she could count on her 
neighbouring countries in Latin America to support the rebuilding of what had been destroyed by the 
neo-liberal approach. Those earlier reforms had commercialized the system and deepened the 
inequalities in those countries. 

Mr SELIM (Bangladesh) warned that the gap between the rich and the poor was widening, 
leading to the exclusion of the poor in both developed and developing countries. Health systems often 
lacked equity and fairness with regard to their financing, even in some of the most developed 
countries. Experience showed that out-of-pocket expenditure affected the poor more than the rich in 
the absence of a health insurance system. Illness not only prevented the poor from working and 
earning, but also compelled them to draw on their precious few financial resources. It therefore 
aggravated poverty and underdevelopment. 
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The questions were how to improve the health of the poor, how to bring them under the 
coverage of health systems and how to ensure equity. Poor health caused poverty and the best way of 
ensuring health security was through poverty alleviation. One improvement would be through cost
sharing and prepayment. The poorest must be provided with health services free, or at a nominal cost. 
The relatively poor should share a small proportion of the cost of treatment, with the State paying for 
the rest. The middle-income group should bear a higher share, while the rich should be made to 
contribute generously to the health bill of the nation. With regard to prepayment and health insurance, 
the poorest could not pay premiums because they seldom had any savings. The State would therefore 
have to pay for their health insurance. However, once the poor visibly emerged from poverty, they 
would have to be made to pay their own premiums. 

A market-based health system could not address equity aspects on its own. The State therefore 
had a clear responsibility to engage in financing mechanisms. Without that involvement, no health 
insurance could be effective. 

Mr BOUKOUI (Gabon) focused on some major issues of the future. One of the principal causes 
of the shortcomings in his country was the persistence of underdevelopment. The eradication of 
malaria required an improvement in living conditions. If all populations had access to healthy water, 
there would be many fewer cases of diarrhoea, schistosomiasis and other diseases. Issues for Africa in 
the twenty-first century were to resolve the isolation of local communities, to ensure a balanced diet 
for all and to provide good social coverage, either in the absence of, or in addition to, a decent income. 

Disease was often the result of dysfunctions in sectors that were indirectly related to health. 
Therefore, in addition to their traditional functions, health ministries, supported by development 
partners, needed to ensure that their respective governments implemented action plans for 
development, the improvement of living conditions and the reduction of poverty. In that context, the 
second major issue was financing. That task was not easy for health ministers. They faced both 
internal and external obstacles. Governments and financial ministries had higher priorities than health 
and, in allocating resources, gave only what they had left to health ministries. Politicians hesitated to 
take courageous decisions involving the participation of the population in health care financing out of 
a fear of losing popularity in a context in which they had to face frequent elections. The result was no 
health insurance system, and no prepayment system. 

The population itself constituted an obstacle. In his country, 70% of the patients in urban health 
centres and almost 90% in rural centres were very poor and therefore unable to pay. Moreover, the 
number of salaried employees was constantly decreasing as unemployment rates rose. 

The external obstacles included the great complexity of and many conditions applied to 
partnership arrangements, and the priority accorded to repaying the external debt, which took up most 
of the national resources and meant that the funding allocated to the social sector came out of what 
was left. Incoherent partnership programmes also imposed vertical measures, leaving ministries of 
health as a lower priority. Lasting financing was needed, adapted to the requirements expressed by 
health ministries. In that way, the care provided would be improved. The quality and quantity of 
financing were critical factors for health providers, who needed to refocus on their stewardship role. 
Since the prepayment system was the most appropriate, he called on WHO to encourage the initiatives 
that were beginning to be taken by the Bretton Woods institutions towards reducing poverty in the 
world. At the international level, WHO should play a coordinating role for all the partners involved in 
health care. At the national level, the ministry of health was the inevitable focal point, with all partners 
being given every guarantee of resource control. All partners should have confidence and work with 
the ministry of health to ensure that national priorities were taken into account. 

Mr CHARBONNEAU (Canada) welcomed the opportunity to examine health systems in a 
global and integrated fashion. That meant examining needs, of which the list was long, and priorities, 
which were difficult to enumerate. It also involved examining services and resources from the point of 
view of meeting the necessary conditions to ensure that they were sustainable, effective, high-quality 
and equitable. The exchange of views was also an opportunity for reaffirming, as the Director-General 
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had done, that health, in the same way as education or the environment, was an investment and not a 
cost for countries. Indeed, it was a major investment. It was also a means of achieving a fundamental 
human right which had long been proclaimed by the international community. Solutions for health 
care systems constituted a priority field of action for those in charge of health ministries and for 
governments. It was not possible to change the genetic composition of a population, nor to change 
working conditions radically. However, those responsible for ministries of health could indeed 
intervene in the implementation and management of health systems. 

All health systems faced challenges, and particularly that of providing the best possible 
protection for the health of the population. People's demands were constantly increasing and 
becoming more refined: for instance, the early detection of certain diseases and permanent access to 
primary health care at all hours of the day, seven days a week. It was not always possible to meet such 
increased demand. The ageing population was demanding services that had not previously been 
provided. Investment was required in technological developments, yet medicines were costing more 
and were increasingly specialized. There was a constant need to improve the services provided. 
However, it was also necessary to integrate new aspects. For example, patients' stays in hospital were 
becoming shorter. The question therefore arose of how to organize post-hospital care for medical 
interventions that might only take one day. Rehabilitation strategies also needed to be reviewed to take 
into account new medical techniques. Moreover, it was constantly necessary to come back to the need 
for prevention, health education and health promotion which, if backed by greater resources, would 
reduce the cost of care. Health research and innovations also needed to be integrated into health 
systems. At the same time, better information on health care needs and the effectiveness of the care 
provided would offer a better understanding of the situation. The availability of better indicators and 
assessment procedures would make it easier to report back to the population which, if it were better 
informed about more transparent health services, would be prepared to provide more resources for the 
health sector. 

He also emphasized that health ministers should not confine their horizon merely to health 
service delivery. They should take into account the fact that health systems were open-ended and that 
health was an essential aspect of development, which had to be combined with other crucial aspects of 
sustainable development. Some years ago, the Director-General had published an international report 
on environmental management that had stressed the paradigm of sustainable development, which was 
entirely pertinent in the health field. Health ministers' responsibilities extended beyond technical 
matters to include combating poverty. They should work with ministers of the environment, since 
access to good-quality water, clean air and efficient waste management would immediately have a 
positive impact on health. They should work together with ministers of education, those responsible 
for the elderly and the young and, of course, with foreign ministers and ministers of finance. The latter 
should not always have the last word and should integrate the perspective of sustainable development, 
including health. In this respect, WHO's dialogues with such institutions as F AO, UNESCO, WTO, 
OECD and the World Bank were an illustration of the need for an open spirit of collaboration, through 
which a multiplier effect could be sought with a view to promoting the sustainable development of the 
population. 

Mr MUBARAK (Iraq) described the dual challenge faced by the Ministry of Health in his 
country in all fields. In addition to the problems encountered by other health sectors,throughout the 
world, it had to contend with the consequences of 1 0 years of hostilities which had destroyed its 
infrastructure, impeded the implementation of development projects and hampered the provision of 
services. Further challenges arose from the repercussions on the environment and the population: the 
failure of health services to expand at the same pace as population growth and the question of how to 
improve health and the services provided. Moreover, climate change had led to a water shortage. That 
overall situation had prompted the Ministry to review its relationship with the private sector. 

The Ministry of Health had adopted a series of measures to meet those challenges, to facilitate 
the provision of services and to control disease. Despite the financial damage inflicted by sanctions 
which had prevented the country from buying pharmaceuticals, the Government had introduced new 
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regulations in order to counter the compound effects on public health of environmental damage, 
pollution of water supplies and the destruction of the sewerage system. Those regulations had made it 
possible to achieve the goals of continuing to provide health services with the limited means available, 
optimizing resources, enhancing the quality of services and supplying alternative forms of care thanks 
to cooperation with the private sector. In the process, consideration had been given to improving the 
living conditions of health workers through a rise in salaries commensurate with their qualifications 
and dedication. An attempt had likewise been made to heighten the efficiency of working systems on 
the basis of WHO recommendations and studies, which stressed the participation of society in the 
planning and management of health facilities. Furthermore, there had been a drive to reduce wastage 
and find additional funds in order to maintain hospitals and health centres. 

Preventive medicine, including primary health care, was free for the poorest sectors of society. 
People's clinics and dispensaries provided family care and primary health care for all. Similarly 
primary health councils had been established. 

The epidemiological changes which represented the second main challenge had been caused 
partly by sanctions against his country and the ensuing destruction of the infrastructure and partly by 
worldwide climate change. Whooping cough and measles, which had virtually disappeared in Iraq, had 
again taken on epidemic proportions. Cases had even been recorded among teenagers and adults. 
Similarly there had been a malaria epidemic in 1999. 

The standards of specialized and referral centres had been boosted by concentrating the latest 
technological equipment in those centres in an effort to avoid the dissipation of limited human and 
technical resources. 

The responsibilities and mandate of the private sector were governed by the Public Health Act 
of 1981 and an Act regulating the medical profession. The Government supported the development of 
that sector and carefully monitored the implementation of legislative provisions to ensure that citizens 
were provided with the best possible services. 

Lastly, Iraq had introduced a programme on the training of specialists, including nurses, so as to 
make optimum use of available resources. The underlying principle was that progress and social 
development were not measured by resources, but by investment and the use made of those resources 
in furthering national planning. 

Dr JORBENADZE (Georgia) pointed out that, in post-Soviet Georgia, some indicators were 
those of a developed country, like average life expectancy, infant mortality rate, the provision of basic 
equipment and human resources, whereas macroeconomic indicators were on a level with those of a 
developing country. For that reason, the health reform launched in 1995 was proving difficult, since 
government health expenditure between 1992 and 1994 had been minimal. The crux of the reform had 
been the introduction of private medicine, health insurance, financing for specific programmes and the 
"basic package". In other words, the Government had undertaken to finance only that expenditure for 
which it had the economic resources. Per capita GOP stood at US$ 65. Current health expenditure 
worked out at US$ 40 per person, of which the Government's share was only US$ 10. 

In order to overcome the country's plight, the authorities had striven to draw up a national 
health policy and 1 0-year implementation plan with the assistance of international organizations, 
including WHO. That policy and plan had been discussed at international level and had subsequently 
been adopted by the Government. Domestic resources had been calculated and priorities set for the 
next decade. His country had also appealed to donor countries and international financial organizations 
for support. In closing, he urged countries and governments to help Georgia and other countries in 
transition to establish a strong health programme. 

Dr CUENT AS YANEZ (Bolivia) outlined three common objectives of the reform process under 
way in various countries: to reduce costs, to improve the quality of care, and to achieve equity. Bolivia 
had negotiated an agreement with international organizations whereby the money that would have 
been spent on servicing the external debt would be used instead on investments in health and 
education. Precise health indicators had been established and, if his country did not meet those goals, 
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it would have to repay the debt. If, however, it was on target, the debt reduction programme would 
apply. 

All sections of Bolivian society were participating in the health programme. Deliberations to set 
targets were held first at departmental level and then, as the programme was being carried out, with 
financial bodies. His country was therefore in a position to improve the quality of life of its citizens as 
fast as possible. There were issues to ponder: it would be necessary to cut costs, yet technology was 
increasingly expensive; human resources were scarce; and access to medicine was difficult. There 
were varying approaches to health management: some used prepayment systems, others had basic 
packages which varied according to the epidemiological situation. 

WHO had scored a success in the 1980s and 1990s with its global policy on essential drugs, 
which had enabled countries to improve health. The new challenge currently facing almost every 
country in the world was access to basic technology, like laboratory apparatus or X-ray equipment. If 
an initiative permitted access to a package of such basic technology, in a similar way as to those 
essential drugs, better results might be achieved. 

He welcomed WHO's decision to focus on three or four common diseases - for example, 
Chagas disease or malaria in the developing countries - which would permit greater efficiency in the 
quest to improve the health and quality of life of all the citizens of the countries concerned. He 
therefore urged the representatives of the developed countries, or globalizers, to be more flexible and 
to help the countries of the south, the globalized, to be competitive. If those countries could acquire 
knowledge and technology in fair conditions, it would be easier for them to improve the health of their 
peoples. They were not asking for gifts, but for instruction and for the sharing of benefits among all. 

Mr SALLAH (Gambia), commenting on the funding of the health sector, said that investing in 
health services was tantamount to investing in the fight against poverty and the associated struggle to 
overcome diseases like malaria, AIDS and tuberculosis. Gambia had received help with its debt 
servicing and education and had received donor assistance with the implementation of projects in the 
health sector, such as the participatory health and nutrition projects funded by the World Bank. Those 
projects covered training - a critical element - for the health sector, health maintenance, nutrition, 
reproductive health, and health information systems. In order to ensure the sustainability of finance in 
the health sector when donor assistance came to an end, his country had opted for self-reliance and had 
decided to involve the private sector in sponsoring hospital wards and implementing a cost-recovery 
programme, which was in accordance with the Bamako Initiative of 1978 and the establishment of a 
block revolving fund. 

Local foundations had been set up to save the life of premature babies, to promote not only 
health but also agriculture and education, and to curb meningitis- the Anti-Meningitis Foundation had 
been established in 1996. In conclusion, he thanked the Director-General of WHO for the Roll Back 
Malaria initiative, as his country lay in an endemic zone. He further thanked WHO for its financial, 
administrative and technical support for the health services in Gambia. 

Mrs OMAROV A (Kazakhstan) considered that clearly public health had to be improved in 
every country. Her country had a government council, chaired by the first Vice Prime Minister, that 
coordinated public health. Its membership included all the ministers, giving them collective 
responsibility for the health of the people. The financing of health care policy, when it was regulated 
by the State, was a matter for both the Ministry of Finance and the Ministry of Health. Her country 
had adopted a health development strategy up to 2005, had guaranteed the provision of a certain 
volume of health care, and had given priority to primary health care, the fight against tuberculosis, the 
protection of the health of mothers and children, immunization, epidemiology and new medical 
technologies. Her department had defended its appropriation in the budget for the coming year. 

She agreed that more attention had to be paid to the health of the rural population. In 
Kazakhstan, 44% of the population lived in the country and hence, for the first time, the budget for 
2000 had contained a separate heading for primary health care in rural areas; that expenditure would 
gradually increase. WHO's recommendations were therefore acceptable to her Government. 
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The problem of the availability of substandard drugs in the market had already been mentioned; 
her country was in favour of State purchasing through tender. Experts and international organizations 
took part in that process and patients were sometimes given the opportunity to say which medicines 
they preferred. 

The issue of competition between State and private sector establishments had been raised. In her 
country, when the Government ordered medical services, her Ministry checked their quality. 

Mr CHUA Jui Meng (Malaysia), addressing the issue of the privatization of health care, said 
that many countries, including his own, would have to reach a decision on that subject. The Malaysian 
Government believed that its long term of office of 43 years was due to its commitment to help the 
poor. Education and health were social benefits central to the process of national development. Health 
was a national resource and was probably even more important to the country than infrastructure. 

In 1993, WHO had described the Malaysian health care system, which was dominated by the 
public sector, as "one of the most equitable and affordable in the world". His country had then looked 
at the idea of preparing health facilities for subsequent privatization. Nevertheless, he had given up 
that policy, realizing that it was highly unpopular with the electorate. 

The health sector was the perfect model of the imperfect market. In basic economic terms, the 
market was governed by consumer-driven supply. Consumers created demand to which suppliers 
responded. Health was the exact opposite, in that it was the only sector where health suppliers created 
demand, because patients in a vulnerable position looked to doctors for advice and it was therefore the 
doctors - the suppliers - who produced demand. The United States of America was an example in 
point of the disintegration of market forces with the cost of health care soaring. 

As a middle-income country, Malaysia had to decide between low taxation or the model of the 
Western countries, with high taxation to finance social health care. A balance had to be found. Was it 
right that, as people became more affluent, they should be highly subsidized and therefore drain public 
coffers? Did the solution lie in national social insurance, a market-driven economy, or a third-party 
payer insurance system? All systems had their strengths and weaknesses. Should medical savings 
accounts exist into which people would contribute? Those accounts might encourage individual 
financial prudence. WHO's advice and guidance were required. 

Mr BOQUINHAS (Portugal) explained that, in the preceding 25 years, health indicators had 
risen remarkably in Portugal and were close to the median in the European Union. That progress could 
be ascribed to economic development, the priority given to education and the organization of a 
national health service. 

The modem health system rested on three main principles: solidarity, equity and the right of all 
citizens to a basic package of health care, including major risk coverage and essential drugs. Health 
care was not an isolated subject, but depended on the economy, on the education system and on 
collaboration between various lobbies. The health system had to be financed by taxes and by a public 
social insurance system. It was his Government's belief that the poor, the elderly and the children had 
to have almost completely free access to health care. 

The CHAIRMAN, briefly summing up, said that participants had expressed a conviction that 
health systems were very closely linked to the political and socioeconomic environment in each 
country. Every country had its own different story, yet they all had points in common and they shared 
common goals: the improvement of health, an increase in capacity to meet needs and to satisfy the 
legitimate expectations of the population by finding equitable financing formulae. 

The discussions had indicated the importance of stewardship; a role that extended beyond the 
functions of normal administration or management, since the concept covered everything from input to 
output. It encompassed political responsibility for taking the decisions that made a difference, for 
example the level of State support, the balance between the public and private sector, the parameters 
of contributions and also of risk coverage in order to end up with an equitable financing system which 
protected the poor. Above all, stewardship was about making strategic investments that determined the 
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quality of training, the introduction and use of technology and hence the improvement of services. He 
thanked all the participants for their considered and valuable contributions to the meeting. 

The meeting rose at 13:00. 

Salle XVII, Tuesday, 16 May 2000, at 10:00 

Chairman: Dr J.A. GONZALEZ FERNANDEZ (Mexico) 

Dr MURRAY (Evidence and information for policy), opening the discussion at the invitation of 
the CHAIRMAN, said that the term "health system" was a broad one, covering not only the health 
sector, but a whole range of institutions and activities designed to improve health. For example, it 
covered road safety as well as the more obvious topics of clinical medicine and public health, and its 
goals could include contributing to development, reducing poverty and enhancing education. He 
proposed that the present discussion should concentrate on three main goals: improving people's 
health, improving the responsiveness of the health system to the legitimate expectations of the 
population, and ensuring that the individual's contribution to the health system was a fair one. He 
drew attention to the discussion points listed in document A53/DIV/5. 

Mr NGEDUP (Bhutan) emphasized the need to take into account the specific health challenges 
faced by each particular country. In Bhutan, for example, the mountainous terrain and the widely 
scattered population seriously hampered delivery of health services. His Government had to decide 
how it could construct a health infrastructure covering all the people, what the per capita cost of health 
service delivery would be and how it could best distribute its meagre resources between competing 
sectors of the economy. 

On the subject of the contribution made by health personnel, he said that decentralization and 
democratization within the health service were of key importance. In his country, an annual 
conference was held at which representatives of all the health professions could vote on the health 
agenda for the coming year. That was an excellent way of ensuring greater participation and 
commitment. 

Dr SHALALA (United States of America) said that her country had not yet achieved its goal of 
ensuring equitable financial contributions to health care by all. Some progress had been made, 
however, notably under the State Children's Health Insurance Program, which aimed to provide health 
insurance for all children in the country. In addition, it was hoped to provide full coverage of the cost 
of medicaments for elderly people by the end of 2000. 

Her Government had tried to improve the responsiveness of the health system both for those 
with conventional health coverage and those covered by the safety-net programmes, for example by 
setting up community health centres and special programmes for people with AIDS. A recent report on 
consumer protection and patient safety had called for greater involvement on the part of the health care 
workforce, investment in information systems, action by group purchasers, greater power for 
consumers, increased emphasis on vulnerable populations, and more accountability. Those 
recommendations were now being implemented. 

Her country had done much work on evidence-based measures of performance, notably the 
recent Consumer Assessment of Health Plans Study. It was always willing to share its experiences 
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with others: thus, performance indicators developed for a programme to improve the quality of 
treatment given to diabetics had been shared with the Russian Federation and the United Kingdom. At 
a meeting to be held at WHO headquarters later that day, she would give details of a new initiative on 
patient safety, which sought to reduce the number of errors made by physicians and medical 
institutions. 

In the end, the most important measure of the responsiveness of the health system must be the 
health status of the population. Her country's Healthy People 2010 initiative sought to even out the 
disparities in health between white and minority groups in key areas such as infant mortality, cancer 
screening and management, cardiovascular disease, diabetes, HIV and immunization. Another set of 
indicators, known as Leading Health Indicators, measured the performance of the health system in 
relation to 10 conditions, including obesity, tobacco use and substance abuse, responsible sexual 
behaviour and access to health care. In another initiative, the Government was developing the first
ever national regulations governing privacy in matters of personal health, with particular reference to 
electronic health records. Her country was thus attempting to reform the health system overall, while 
aiming for measurable progress in specific areas that the public could readily appreciate. 

International cooperation was essential. Countries must share knowledge and experience gained 
in improving the responsiveness of their health systems, work towards common performance measures 
and find ways of making use of market forces and of the power of consumer choice in health care. 

Mr UMAR (Brunei Darussalam) said that his country faced the same problem of delivering 
health care to remote areas as those described by the Minister from Bhutan. It had introduced a system 
of mobile health clinics, some of them using military helicopters, which had proved very effective and 
ensured that health service coverage was relatively high. 

His country took a holistic view of health systems, regarding them as covering not only health 
in the strict sense, but also safe water, sewerage, housing, electricity supply, education and welfare. 
One major problem was the recent shift in the pattern of disease from infectious diseases towards the 
diseases of a modern industrialized society, such as heart disease. Another major problem was health 
care funding. At present, the Government acted as the funder, regulator and provider of health care. 
All health care was free at point of use, and patients were sometimes sent abroad for treatment that 
was not available at home; health costs were very high. The Government was promoting health 
insurance schemes and private health clinics in an attempt to reduce the financial dependence of 
patients on the State. He sought views on that subject. 

Dr DLAMINI (Swaziland) agreed that the adverse geographical factors made the task of 
delivering high-quality care on an equitable basis much more difficult. Natural disasters did, too. 
During her country's most recent immunization campaign, it had proved impossible for vehicles to 
reach some communities. 

Among the problems facing many countries was the generally low level of health financing: in 
Swaziland, health accounted for less than 7% of the total budget, despite the country's heavy burden 
of disease. Tuberculosis was widespread, and 55% of inpatient beds were occupied by people with an 
HIV -related illness. Her Government was trying to induce the private sector to assume some of the 
costs of health care, for instance by encouraging employers to provide health insurance for employees, 
but the care people received was still often dictated by the amount they could afford to pay, and equity 
of access had thus not been achieved. 

Accurate information was essential for planning and policy-making, but while health workers 
did an excellent job of providing care, they were not always so skilled at collecting and analysing 
information, and the "rural health motivators" had widely varying levels of education. The 
Government was working to improve the skills of health care providers at all levels. 

The challenges facing health systems indeed went beyond the health sector proper and included 
water supplies, education and housing. In her country, the Ministry of Health had begun a clean water 
campaign in collaboration with the ministries of natural resources and agriculture, WHO, and bilateral 
partners. It sought to revise the country's outdated national health policy and its policies on 
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medicaments supply, tobacco and child health, but in some areas found itself overruled by other 
ministries, which did not always understand why the Ministry of Health should concern itself with 
matters outside the strict limits of the health sector. 

Other concerns included the marginalization of groups such as the elderly, and the provision of 
client-friendly health care. The public health system was not yet client-friendly: people had to travel 
long distances and wait many hours for treatment because of staff shortages. Modern technology 
would enable the health system to improve record-keeping and the follow-up of patients. The main 
problems were the financing of health service development, the loss of skilled staff partly due to the 
high death rate from AIDS, and the fact that health plans could often not be implemented because 
resources had to be diverted to cope with an unexpected crisis. Swaziland was sharing its experiences 
with other countries in the Region and was doing its best to encourage a better public/private mix of 
health care provision. 

Mr KORN DABBARANSI (Thailand) said that the issue of how to achieve responsiveness, 
equality and accessibility in his country's health system had been addressed by a process of 
decentralization and participation, whereby decision-making, budget and staff resources for health 
care had been decentralized to district level. Each of the 7200 districts in the country now had at least 
one health station, which dealt with patients who would otherwise have been obliged to wait many 
hours for treatment at town hospitals. The 13% of the population who lived below the poverty line, as 
well as all children under 12, were entitled to free health care- some 40% of the total population of 
60 million. 

The Government's ultimate aim was a total reform of the health system, which would require 
the combined efforts of all ministries. For example, the leading cause of death at present was road 
accidents, which were not strictly a matter for the health sector. The Ministry of Health wished to 
change its role from a purely reactive one to a proactive one, and a new policy to that effect had 
already been approved and would be implemented in the near future. 

Ms AELVOET (Belgium) welcomed the opportunity to discuss the challenges facing health 
care systems, particularly in the light of a recent study on Belgian health policy, which had shown that, 
while it was important to have a properly functioning health care system, socioeconomic factors 
exerted the greatest impact on individual health, and that inequities in income distribution could still 
account for differences of five to six years in life expectancy. 

Belgium had a fairly efficient health care system; for instance, long waiting lists for operations 
were unknown. The quality of services provided was good, and the social security system guaranteed 
access to basic care for all. However, as part of recent structural adjustments, a system of patient 
co-payments had had to be introduced which had placed a particularly heavy burden on the chronically 
ill. Accordingly, the Government had allocated 4000 million Belgian francs (about US$ 93 million) to 
assist persons in that category, and intended to set a ceiling for such co-payments in order to avoid 
penalizing those who depended on regular medical assistance. 

For the future, her country would focus, first, on improving the structure and organization of 
primary health care, with a view to widening access and improving coverage. In order to counter the 
growing tendency for pharmaceuticals to absorb an increasing proportion of national health care 
budgets at the expense of other areas of the health sector, the Government was promoting the use of 
generic drugs, which currently accounted for only l% of all drugs used in Belgium. It is also intended 
to tackle the increasing recourse to litigation in cases of medical error, a problem which was to be the 
subject of a symposium to be held in June 2000. The symposium would be seeking better ways of 
resolving disputes, perhaps through some form of no-fault system, between patients and hospitals or 
doctors, which had led to higher insurance premiums and adversely affected the medical profession. 

She particularly welcomed WHO's work on the framework convention on tobacco control. 
Progress depended on establishing a global reference point, given the pressure exerted on national 
lawmakers by the tobacco industry. Such a global initiative was needed to enable national policies to 
be developed that would be supported not only by WHO but also by public opinion. 
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Mr T0NNE (Norway) outlined the dilemma facing Norway: medical technology had advanced 
to a level where its ability to perform far exceeded what society in general could afford to pay. All 
countries would sooner or later be in a similar position. 

Prevention and health promotion should be included in strategies for developing better health 
care systems and should be given greater priority. Immunization activities were one example of useful 
prevention that could have a substantial impact on local communities, and increased coverage and 
distribution of vaccines as part of primary health care would contribute to the development of more 
effective health care systems. Similar activities, such as the Tobacco Free Initiative, would have a 
better chance of success if national intersectoral cooperation was established and functioning. 

Concerning fairness, the challenge was to combine public and private resources into one 
integrated health care system without creating a two-tier system of quality of service delivery. Such a 
combined system should cover every citizen, and public and private institutions should work together 
towards common goals. That would be difficult, but models developed by WHO, as well as The world 
health report, could be useful instruments. He saw no reason why health services should not attract 
private investors, since many key sectors, such as pharmaceuticals, technology and equipment, were 
highly profitable. 

The question of whether health care should be provided totally free of charge was controversial, 
but he was convinced that some kind of pricing had to be established for those groups that could afford 
to contribute, not only for financial reasons but also to promote a sense of ownership. Services should 
be equally distributed, and should be of a uniformly high standard. WHO should devise models that 
could be tried out by Member States, thus building their capacity to deal with the crisis that faced 
health systems throughout the world. 

Mr BOLANOS (Guatemala) commented that Guatemala faced the same problems as many 
other developing countries in seeking to guarantee universal access to health care. His was a 
predominantly rural country with many languages spoken. The three major service providers - the 
public sector, the social security system, and the private sector- covered only 60% of the population. 
The relatively low level of budgetary resources allocated to health, accounting for only some 1.5% of 
GOP, and a changing epidemiological situation that had made it necessary to invest more resources in 
particular areas were further limiting factors. In order to address the problem of unequal service 
provision, often due to low levels of training among health workers, Guatemala had adopted a process 
of decentralization which had enabled it to extend coverage to the most remote communities. 

This Government was devoting particular attention to improving the conditions of mothers and 
children, the Maya and the most disadvantaged groups. It was seeking to reduce infant and maternal 
mortality rates and to establish a patient referral system that would meet the criteria of equity, 
efficiency, quality and financial sustainability. The decentralization process had led to greater societal 
involvement, and had encouraged the realization that people could help to solve their own health 
problems. 

Mr HAKETA (Japan) affirmed that citizens of all countries should have equal access to health 
services, irrespective of their geographical location or economic circumstances. In 1961 Japan had set 
up a universal health care system based on a compulsory medical insurance scheme. Despite the many 
obstacles to the introduction of the system, including financial constraints and fears on the part of the 
public that prepayments would be made but no services subsequently provided, it had eventually 
become firmly established. The success of the system had made it possible to eliminate the economic 
risk associated with illness, and the subsequent economic boom had provided sufficient resources for a 
steady expansion of health care delivery. 

However, Japan currently faced a number of problems, notably the ageing of the population and 
changes in the disease profile, which had led to a rapid rise in health spending. In the near future one 
person in three would be 65 years of age or over, but even at the existing time the level of health 
expenditure on an elderly person was five times the average figure for the general population. Efforts 
were currently focusing on a review of the health insurance system in face of the changing disease 
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profile, the need to provide long-term care for the bedridden, the elderly and persons suffering from 
dementia, and the recent emergence of lifestyle-related diseases. Greater efficiency and greater 
fairness in respect of financial contributions were also needed. Greater emphasis should be placed on 
disease prevention, health promotion and the mobilization of resources, including biotechnology. At 
the same time, it was important to take into account broader issues, such as the impact on health of 
economic, environmental and social factors. 

Mr GUNNARSSON (Iceland) said that currently Iceland was an industrialized welfare State 
with a high standard of living, one of the highest levels of life expectancy and one of the lowest rates 
of infant and neonatal mortality in the world. Only a few generations earlier it had been one of the 
poorest countries in Europe, with several severe diseases prevalent. One of the first lessons that it had 
learned had been the importance of strong external support: thus, educated and trained health care 
professionals had been sent to Iceland from Denmark as long as two centuries earlier, and had 
developed a holistic approach to health care based on methods that would now be described as 
evidence-based. Succeeding generations had focused their attention on improving birth delivery and 
child care, establishing a network of hospitals, and launching immunization programmes against 
communicable diseases. The importance of promoting cooperation between public and personal health 
care, and of preventing competition between them was another lesson that had been learned. 

However, great changes had taken place subsequently, and Iceland currently faced a situation in 
which hospitals and clinics competed for dwindling resources when new medicines and equipment 
were urgently needed. Stewardship was extremely important to ensure that good and fair decisions 
were made. At the same time, governments should remain open-minded, and willing to learn from past 
expenence. 

Professor RATSIMBAZAFIMAHEFA (Madagascar) said that a national health system needed 
to increase its response capability in order to meet health needs in such a way as to guarantee respect 
for the dignity of the person and availability of high-quality care at all levels. In less advanced 
countries where geographical access was a problem the challenge was to create infrastructures, but the 
most difficult task was how to provide the human resources to operate those infrastructures. Personnel 
often had to be redeployed in order to reduce inequalities between urban and rural areas. Although 
training schools were being set up, the problem of motivation remained. 

The availability of drugs was a matter of concern to countries that were experiencing economic 
recession and also undertaking structural adjustment programmes; hence the need for multiple means 
of financing, including community financing. That raised the question of how equitable contributions 
could be ensured when a large portion of the population had a limited capacity to pay. Although at the 
primary health care level people might be able to pay for treatment, the problem became more 
complex at the referral level and so far no way had been found of meeting the needs of the most 
impoverished. She agreed that health system performance depended on multisectoral factors, notably 
on better prevention and promotion, but above all on macroeconomic conditions favourable to health 
sector development. 

Mr DANILOV (Estonia) emphasized the responsiveness of the system, notably where respect 
for the individual's basic right to dignity and to autonomy of decision with regard to his own health 
needs was concerned. For instance, Estonia had recently launched a genome bank project, involving 
the collection of genetic information on the 1.3 million inhabitants of the country so that the 
population could benefit from better treatment in the future. However, several ethical problems had 
arisen. Should people be informed that they might have a genetic predisposition for a certain disease? 
How should the information be gathered? Might certain people take advantage of such information? 
Was it ethical to advertise the programme? One particular set of problems related to how to use the 
information, and whether it would belong to public or private institutions or to business or scientific 
interests. How should the information be protected to ensure that it was used for medical purposes 



220 FIFTY-THIRD WORLD HEALTH ASSEMBLY 

only? He suggested that WHO should discuss those problems in depth in order to help Member States 
deal with them at the country level. 

Mr ADAMOU (Niger) said that his country had one of the lowest development indexes, and for 
it the health systems issue was crucial. It was difficult for a poor country that since the 1980s had 
suffered the effects of successive structural adjustments, deteriorating exchange rates, and several 
diseases with negative economic impact such as malaria, AIDS and dracunculiasis to provide for the 
health needs of its people. Following the failure of health policies after independence, a three-stage 
development plan based on health districts had been adopted, with the emphasis on reducing 
inequalities between urban and rural areas, notably in respect of maternal and child health. Between 
1994 and 1999, health coverage had risen from 32% to 42%. Decentralization had involved greater 
participation by local communities in financing and operating health care services and in recruiting. 
Rates of contribution were set by subregional assemblies, but care for the destitute was provided for 
by management committees at community level. Prepayment was not yet well developed, though 
various subscription schemes existed, and a quality assurance system had been established with the 
support of WHO, UNICEF and the Government ofBelgium. 

Since the State could not meet all health needs, legal provision had been made for private health 
services, which would complement the State services. However, there remained the tasks of how to 
raise the average level of health, how to reduce inequalities, how to overcome inadequacies such as 
lack of qualified staff, insufficient technology and poor management. There were also political 
obstacles, such as lack of Government funding, and cultural obstacles, such as illiteracy. In addition, 
there was the burden imposed by, for example, the resurgence of tuberculosis. 

Mr DAMA YE (Chad) pointed out that most of the endemic and epidemic diseases ravaging 
Africa, such as malaria, HIV I AIDS, meningitis and tuberculosis, were to be found in his country, 
which also had some of the highest rates of maternal and child mortality on the continent. The chief 
problem it faced was lack of human resources: currently only 33 out of 53 health districts were 
operational, and management of some areas had had to be entrusted to volunteers, who lacked the 
necessary equipment. Another problem was the cost of medication and of such items as impregnated 
mosquito nets, which was more than most families could afford. 

Chad needed the help of the international community in order to overcome the difficulties 
caused by 30 years of war and to provide health care for all its citizens on an equitable basis. 

Dr NT AHOBARI (Burundi) said the past decade of conflict in the Great Lakes region had 
resulted in large-scale destruction of infrastructure, loss of personnel, the re-emergence of malaria, 
tuberculosis and diarrhoeal diseases, and the spread ofHIV/AIDS. The economic embargo imposed by 
neighbouring countries since 1996 had aggravated the crisis, and he thanked WHO for its help in 
having that embargo lifted. The Government had responded by removing taxes on drugs, adopting a 
policy of using generic drugs, and creating community pharmacies in rural areas. He urged WHO and 
other international agencies to support Burundi in pleading for an end to the freeze on bilateral and 
multilateral cooperation, which was condemning a whole population to a continuing deterioration in 
health conditions. 

Dr NASHER (Yemen) remarked that his country was working hard to strengthen its health 
system and to rolling back malaria. In 1999, Yemen had been removed from the list of countries in 
which poliomyelitis was endemic. Its present aim was to increase the current primary health care 
coverage of 55% of the population. 

Yemen was a poor, developing country, which lacked human and technical resources and faced 
most of the disease problems already mentioned. Some of the per capita health budget of US$ 4 per 
person per year was wasted because of poor management and the need to treat victims of road 
accidents and firearms incidents. Yemen believed that those two preventable problems should be more 
seriously addressed by the international community, led by WHO. The resources saved could then be 
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used in implementing Roll Back Malaria, in increasing immunization coverage and in reducing infant 
and maternal mortality rates. 

Mr KANSI (Pakistan) expressed his Government's belief that health was a human rights issue 
and that it should be available to all. The health system in Pakistan was like an inverted pyramid: the 
big towns at the top had excellent hospitals with advanced facilities, but the two-thirds of the 
population who lived in villages and those in urban slums had very poor primary health care provision. 
The Government planned to train 55 000 village-based female workers, increasing to 100 000, to 
provide primary health care, school health services, safe motherhood services, and immunization. It 
had also launched a pilot programme to improve women's and children's health by designating 20 
women-friendly districts throughout Pakistan. A bill to promote breastfeeding, supported by all the 
provinces, was before the Ministry of Legal Affairs before being presented to the cabinet for approval. 
A further bill to ensure safe blood transfusion was before the cabinet, and it was hoped that routine 
immunization against hepatitis B would be included in the immunization programme for children. 

Tuberculosis and malaria control was a priority for the Government, and the DOTS programme 
had been adopted as a part of the primary health care system. AIDS was not an immediate problem in 
Pakistan: only 1500 HIV -positive cases and 250 confirmed cases of AIDS had been recorded in a 
population of 135 million. However, the Government had initiated a prevention programme and had 
issued special directives to authorities at provincial level to provide properly equipped laboratories and 
manpower. In addition, a reform of the medical training system was being introduced. Four colleges, 
one in each province, would be adopting a community-oriented system in the year 2000 to train 
students to cope with community health problems. 

Mr MOND (Papua New Guinea) commented that his country too was largely rural. The 
population had low literacy levels and most lived very isolated lives. Maternal and infant mortality 
rates were very high. Hospitals, health centres, aid posts, and village clinics were the responsibility of 
the various provincial governments, but they lacked the skilled planners, managers, technical staff, 
finance and infrastructure needed to support those services 

In small scattered economies such as Papua New Guinea, the transfer of health funding from 
government to provider groups had to be carefully thought through and pilot tested, for example by 
setting up small-scale prepayment systems at community level. The funding base was not sufficiently 
broad to encourage private providers to take on a share of the financial risk, and in that regard it would 
be helpful to have an overview of the reforms taking place in the United Kingdom's National Health 
Service, so that the lessons learned could be shared. His country had developed a nationwide, 
provincial and district health plan, with core performance indicators by which to monitor and evaluate 
performance at all levels, and was in the process of finalizing a plan for the years 2001-2010. 

Dr RYS (Poland) said that his country had been in transition for the past 10 years, with major 
changes in lifestyle, including a reduction oftobacco consumption and a rise in the incidence of traffic 
accidents. Poland had become a member of OECD and would be joining the European Union in a few 
years' time. 

The reforms initiated at the beginning of 1999 had withdrawn some responsibilities from the 
Ministry of Health; while it was still responsible for high-technology operations such as transplants, 
funding was now being provided by insurance companies or by patients themselves, and health 
facilities were in the hands of private providers or local government. The Ministry's regulatory role 
was to be taken over by regional and district authorities. The Ministry's current task was to adapt the 
system to the new financial model, and it was working hard to develop a network of hospitals and 
long-term care establishments, to develop new medical training programmes, and to persuade doctors 
to shift from specialization to general patient care on the general practitioner model. It was 
collaborating closely with the media to improve public information. In general, the Ministry's role was 
moving from provider to one of stewardship and mediation: that was his main message. 
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Mr PARDO (Costa Rica) reported that in his country health sector reforms initiated in 1997 
were now almost completed. The stewardship role of the Ministry had been strengthened, while 
responsibility for service provision had been transferred to the social security system, which now 
covered 98% of the population. Currently, it was also providing coverage for large numbers of 
immigrants, many of them illegal, on the principle that services should be equally available to all. 

While the reforms had undoubtedly brought benefits in that they had rationalized health 
provision, reduced duplication of effort, and brought about private sector involvement, they had also 
brought problems, such as the weakening of the preventive function. He supported the view of 
Norway that WHO should play a more active part in the design, monitoring and follow-up of health 
sector reforms. 

Mr NGEDUP (Bhutan) noted that the chief problem common to all health systems was lack of 
resources. His country was developing a system of health trust funds, based on the principle that for 
every dollar invested, the Government would invest one dollar. The idea was to raise sufficient money 
to finance essential drugs and vaccinations. The funds would be invested with international fund 
managers and subject to external audit. His Government hoped that the trust fund system would help 
the health service become sustainable. Currently, Bhutan was spending 11.6% of its gross domestic 
product on health care, which was free of charge to the tertiary level. The Government would face 
practical problems if it had to ask the population to pay more for health. 

Mr MABOTE (Lesotho) indicated that health reform in his country was a dynamic process, 
based on the principles of affordability and responsiveness to the needs of the consumer. The major 
hurdle, however, was translating those principles into practice, since it was difficult to change the role 
of the State from service provider to steward. A limited set of indicators had been developed to 
evaluate the success of the reform programme. 

Lesotho was still struggling to put in place an optimal and acceptable incentive package for 
retaining the services of health workers and ensuring improved performance, but the main obstacle 
was that health workers formed part of the civil service, and the Ministry of Health could not put in 
place realistic incentives without there being demands for similar incentives from workers in other 
sectors. 

Mrs ESCHEIKH (Tunisia) said that, while for developing countries Jack of funding was a 
matter of concern, the real challenge was how to ensure equity of access to care. Increase in demand, 
rising health costs, and the development of the private sector were liable to affect the attitudes of 
funding providers and users to the detriment of equity. Tunisia was therefore introducing reforms to 
the health insurance and hospital management systems, strengthening primary health care, adopting 
legislation governing private providers, and offering free preventive care and treatment of 
communicable diseases. Efforts were being made to develop criteria for good quality through new 
management procedures. 

Since the discovery in 1992 that some populations in remote rural areas had no health coverage, 
a national solidarity fund had been set up to provide not only primary health care centres but also 
roads, drinking-water supplies, and education. 

Development of an indicator to measure quality was important. There should be consultations 
with other countries on what it should include, what weighting was to be given to each element, and 
above all what procedures should be followed in collecting data. Tunisia was ready to participate 
actively in such consultations. 

Dr MENAKA Y A (Nigeria) included among the challenges facing Nigeria's health system 
mounting health problems and dwindling financial resources. The same was true of many other 
developing countries, particularly those in Africa, where the ravages of malaria were costing an 
astounding amount for a single disease. HIV/AIDS was taking an even greater toll, and several other 
communicable diseases were rampant. National health systems alone were not enough to deal with 
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them: poverty was the crux of the matter, since without adequate shelter and nutrition, talk about 
health was a sham. WHO could go on discussing health problems indefinitely, but unless the problem 
of debt burden was solved, little progress could be achieved. 

The Organization should assist Member States to strengthen the evidence base and to build up 
capacity. For instance, Nigeria produced sufficient manpower, but skilled workers often emigrated 
because of the lack of resources to retain them. His country could not continue to promote health in 
developed countries when the needs of developing countries were so much greater. 

Mr MOSKALENKO (Ukraine) outlined the aims of the health reforms being carried out in his 
country: optimizing the human and material resources allocated to health, while ensuring that 
accessibility and quality of medical care were maintained, and decentralizing the health care system to 
give greater autonomy to the regions. Great attention was being paid to developing the legislative basis 
of the system in order to bring it into line with that of European systems in the context of Ukraine's 
efforts to join the European Union. Emphasis was also being laid on improved medical technologies, 
and on the development of health insurance. Currently, private medical care accounted for between 
5% and 6% of the health care system. 

Despite the difficulties of the transition period, the basic health indicators for Ukraine were 
improving. He also singled out the development of the pharmaceutical industry to which was paid 
great attention in Ukraine. 

Mr AL-MIDFAA (United Arab Emirates) said that, over the past two decades, his country had 
created an integrated and high-quality health service of a standard comparable with that of the 
developed countries. The service covered the entire country, including even remote areas. It was based 
on primary health care, with hospitals and referral centres, preventive care and support services. 
Medical experts had been recruited from abroad. There was a wide range of preventive services, 
including maternal and child health programmes, school health services and occupational health 
services. The communicable disease control programme covered 36 diseases and included appropriate 
epidemiological studies. The health service cooperated with WHO and research institutes in the 
gathering of health information. 

The improvement in health indicators in the country reflected the achievements of the health 
system: thus, the mortality rate among children under five was down to 11 per 1000, while maternal 
mortality rate was down to 100 in 100 000 live births. Life expectancy had risen to 87 years for 
women and 74 years for men. Those indicators were comparable with those of the most advanced 
developed countries. However, the pattern of disease and morbidity had changed: the country now 
faced new challenges in the form of noncommunicable diseases, such as cancer, heart disease, diabetes 
and hypertension, and the care of the increasing numbers of elderly people. The health service had 
expanded in line with technological advances, which created a need for new equipment and staff 
training. There were many deaths in road accidents, particularly among the young, and accidents 
leading to disability were frequent. 

His country needed to find new ways of financing health services. The cost of medicaments, in 
particular, was a huge burden on the health system: drugs to treat diseases such as diabetes, heart 
disease and cancer were very expensive and could easily take up a quarter of the entire health budget. 
His country was doing its best to set appropriate priorities and to design programmes to implement 
them in a way consistent with WHO recommendations. 

Dr DLAMINI (Swaziland) suggested that it would be helpful to Member States if the WHO 
Secretariat could make available on the Web certain models, notably that on prepayment and other 
financing systems, as well as information on resource-sharing. 

The meeting rose at 13:15. 
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Salle XVIII, Tuesday, 16 May 2000, at 10:00 

Chairman: Professor K. DANSO-BOAFO (Ghana) 

Dr FRENK (Executive Director) introduced the round table by describing the recent work of 
WHO on developing a framework to examine the determinants and components of health system 
performance and to derive from the analysis indicators of that performance, as set out in document 
A531DIVI5. 

Mr AHMED ABDULLAH (Maldives), welcoming the framework for the assessment of health 
system performance, acknowledged the current need to design and strengthen sustainable health 
systems. The proposed framework would be valuable to all countries attempting to find feasible 
solutions to the great challenges they faced in improving health. Systems differed with country, but he 
was convinced that with the input of WHO, all Member States could improve their respective health 
systems. 

His country had consistently tried to make its health system more sustainable, ensuring 
community and intersectoral participation and nongovernmental support, while emphasizing 
prevention and health education. Ways of pooling resources and optimizing their distribution should 
be considered. No country could provide all health services free of charge, and the time was ripe to 
consider realistic ways of sharing the costs, either through practicable social security systems or with 
the participation of the private sector. 

Mrs PHUMAPHI (Botswana) also welcomed the framework, agreeing that it would help all 
countries and recommending that it should be implemented as soon as possible. Any health system 
was better focused on certain income groups, with the "haves" enjoying better health care than the 
"have-nots". For responsiveness to the needs of local populations, a system had to ensure accessibility 
by all members of a given community. 

The developing world faced the critical difficulties with sustainability, lack of universal access 
and poor training of health professionals to respond to its specific needs rather than to those of the 
developed countries. Externally trained health professionals were often unable to respond to the needs 
of the host country. For instance, some such medical practitioners had never seen cases of 
poliomyelitis let alone the current epidemics of malaria, tuberculosis and HIV I AIDS, nor had they 
ever been trained in epidemic control. Hence training had to be adapted to local needs. 

With regard to the financing of health services, cross-subsidies and a variety of financing 
mechanisms were essential. Every individual, throughout his or her life, had a basic right of access to 
health care. If financing schemes for pensions could be developed, then similar mechanisms should be 
adopted for the provision of lifelong health care, otherwise such care could not be sustainable. 
Sustainability of health care provision could not be discussed without consideration of poverty, the 
greatest challenge in developing countries and which rendered health care needs a multisectoral issue 
that should also involve ministers of, for instance, trade and finance. With regard to universal access to 
care, she felt that in negotiations with development partners, developing countries were frequently 
constrained by communication problems and sometimes did not know where to start. For 
sustainability, the framework had to allow for local requirements, for example in the financing and 
provision of pharmaceuticals. Until the developing world could supply its own pharmaceuticals, 
sustainability would be difficult, hence the pressure for parallel importing or local production to 
ensure development. 

A further crucial question was the extent to which the health system was adaptable to the 
changing health needs of populations. The HIV I AIDS epidemic had shown that the primary health 
care systems of developing countries had to be strengthened, so as to provide a speedy and efficient 
response to epidemics. The framework for assessment had also to ensure that the issue of prevention 
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was universally addressed, since it was cheaper than care. She agreed that stewardship and equity were 
essential. She stressed the importance of appropriate health technologies, as often financing was 
wasted on, for instance, inappropriate pharmaceuticals. Hence the framework had to contain an 
efficient method for assessing such technologies, which were critical to the financial management of 
developing economies. 

Professor DONALDSON (United Kingdom of Great Britain and Northern Ireland) hailed the 
framework as an important initiative and commented on the issue of accountability. The concept of 
stewardship did not go far enough in the responsibility that it placed on governments; it should cover 
accountability for good quality services. Few people would disagree about the aims of health care 
systems; the challenge was to ensure consistent performance to high standards in meeting those aims. 
Few countries had met that challenge, despite large expenditures of money on health care; there were, 
for instance, variations in outcomes and process of care, and failure or long delays in applying the 
advances of research to clinical practice. 

Accountability needed attention in four areas. The first was the design of the health care system, 
on which there was little consensus. The design needed to be tested to ensure that the system provided 
good access for the target population and that the different organizational elements meshed together. 
The experience in his country had been that too often organizations had worked divisively. 

The second area was the satisfactory functioning of individual organizations. In the United 
Kingdom, recent legislation had placed a statutory duty of quality on every organization within the 
National Health Service. One purpose of that "clinical governance" was to send a signal to patients 
and the health care professions that the quest for quality was clinically driven. The government 
expected individual organizations to create the right internal culture, as well as management systems 
and technical support to improve clinical decision making. Organizations were also tested on their 
involvement of users in the delivery of services. The aim of that accountability in law was not just to 
ensure quality, but also to improve it. 

The third area for attention was quality assurance at the level of the individual practitioner. That 
was difficult, involving the creation of the right professional environment for service delivery, 
individual practice, and the participation of educational, professional and self-regulatory bodies, in a 
partnership that guaranteed assured quality. 

The fourth area was how ministries of health accounted to the public for the services that were 
delivered. For instance, it was unacceptable not to disclose information about sub-optimal 
performance; users needed such knowledge in order to make informed choices. 

Dr STAMPS (Zimbabwe) announced that his country had just concluded a review of the health 
sector, work on which had been hampered by deplorably frequent policy changes, a phenomenon that 
affected many developing countries. He attributed this constant change primarily to a scarcity of 
resources. Even though in sub-Saharan Africa health was considered to be a major priority, it tended to 
be considered after all the others. He outlined several priorities for action from the review. 

To strengthen the perception that local health workers belonged more to the community than to 
the State, the Government had asked local communities to elect their health workers, who were then 
trained in primary health care. Planning and performance in the training of physicians needed to be 
better executed; in 1997 the number of doctors trained had been more than double the number of 
available posts and many medical graduates had been recruited by developed countries, to the 
detriment of Zimbabwe. Professional standards were being strengthened. For instance, a recent Act of 
Parliament replaced the previous system of health profession regulation and registration with a set of 
nine councils and a Health Professions Authority was required to hold an annual public meeting. The 
Essential Drugs List had been revised, currently including fewer drugs than before. In order to 
encourage civil society's interest in HIV/AIDS, the National AIDS Council had been constituted with 
12 members from many segments of civil society, with only one being a civil servant. The Council 
implemented national AIDS policy, from prevention and anti-discriminatory measures to care of 
orphans and terminally ill patients. With regard to financing, it was difficult to increase the funds 
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available when one-third of the country's budget went towards debt servicing and another to civil 
service salaries. Finally, a patients' charter, actionable in the courts, had been introduced. 

Dr BACHELET (Chile) emphasized the importance of assessing health services in order to 
improve performance and achieve greater equity, with the goal of improving health. However, health 
interventions alone were not sufficient; efforts had also to be made on other aspects of development, 
such as improving education and housing. Health services were crucial to improving the standard of 
living. WHO's contribution would be to enable countries to make choices, to learn from others' 
experiences and to avoid mistakes made by countries in comparable situations. 

Some four years before, Chile had launched a "management committee process" to identifY 
basic factors and priorities, and to monitor implementation. Several lessons had been drawn. The 
entire process must be legitimized from the outset, from the construction of the indicators to 
guaranteeing that they were measured. All the actors should be fully committed so that the process 
would be sustainable over time. Both proliferation and over-simplification of indicators should be 
avoided. The use of interim indicators would make it possible to identifY incipient problems and to 
develop corrective strategies. Adequate legislative or regulatory frameworks were needed to ensure 
that the staff available were suitably qualified. 

In financing health services, prepayment systems could avoid the exclusion of the poor and 
were more equitable than out-of-pocket systems. Financing sources should be sought so as to enhance 
access to financing on the basis of solidarity and to make possible more efficient use of national 
resources for social security in health. While priorities in the assignment of resources must be based 
on technical analysis, there must also be a political assessment in order to respond to people's needs 
and to close the existing equity gap. While cost effe~tiveness was important, it might be necessary to 
promote less cost-effective action in order to protect human dignity in health care. 

Ensuring quality in health services stood on four central pillars of policy: the organizational 
culture to assure quality, in which context the experience of the United Kingdom was interesting; 
leadership and assigning responsibility to managers; citizen's rights; and some degree of 
institutionalization, either through a quality-assurance body or the appointment of an ombudsman. 

Professor SHEVTCHENKO (Russian Federation), underlining the importance of the issues in 
the document, commented that, over the past 15 years, important political changes in his country had 
made it necessary to reconsider the demands on the health services. Previously, health services had not 
only had a '5101Cli'21ll ~t but had been linked with issues of education, culture and even sport. In terms 
of funding, it ita<ll heem a.cu0rded the lowest priority. Since then, the individual had become the focal 
point. 

Eac:h entity in the Fedleration had ·its own budget, laws and heatth personnel policies. To secure 
the health services it was necessary to harmonize budgets and financing as well as standards in 
prevention and care. Serious difficulties had arisen in the past decade. Adequate financing was needed 
for health services and educational programmes were necessary in order to emphasize the 
responsibility of each citizen for his or her health. His country had achieved political stability and 
economic growth, and would be able to overcome its problems in the health sector with the help of 
WHO. 

Professor SMALLWOOD (Australia), supporting the framework as an important initiative, 
commented on two aspects: goals, and the quality and safety of health services. The primary objective 
was to improve health, while the considerations of enhancing responsiveness and assuring fairness 
played a contributory role. The aims of raising the average level of health in the population and 
reducing inequalities in distribution were not competitive but complementary. His country had a high 
and improving health status overall, but that performance was not matched among disadvantaged 
groups, which needed special attention. Special initiatives had been taken for such groups, in 
particular people living in rural and remote areas, and the aboriginal and the Torres Strait Islander 
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populations. A health inequalities research collaboration had been established with the aim of breaking 
the nexus between socioeconomic disadvantage and poor health status. 

Quality in health care depended on safety, accessibility, consumer or community involvement, 
responsiveness, effectiveness and efficiency. Probably the most important was safety. Recent data 
from Australia, the United Kingdom and the United States of America showed that many people died 
or were damaged as a result of errors in health care interventions (up to 100 000 a year in the United 
States). Inclusion of iatrogenic consequences would probably double the number. Barriers to 
improvement included lack of awareness (when medication errors were looked for in hospitals in the 
United States the number found increased 50-fold), acceptance of the status quo, and the difficulties 
health professionals had in dealing with their own errors (owing in part to medical education and 
existing hierarchies). Accountability, as suggested by the delegate of the United Kingdom, might 
overcome those barriers, but the question remained whether the system or the individual should be 
accountable. In Australia, where the emphasis had been more on the individual than the system, a 
National Safety and Quality Council had been set up and education was encouraging health 
professionals to question their actions and authority. 

Mr SHANMUGAM (India) commented that one model would not suit all countries. In India, 
the average per capita health expenditure amounted to about 3% of the per capita gross national 
product, and of that amount the Government paid only 20% to 25%. Privatization of health services 
and promotion of health insurance might not solve the health problems for 80% of the people who 
could not afford to pay. Despite meagre resources, India had developed a reasonably effective health 
infrastructure, with a judicious mix of private sector and government initiatives. In addition, the Indian 
systems of medicine (including ayurvedic medicine, yoga and homeopathy) were well documented, 
affordable and effective. Programmes had been initiated for quality assurance, education, research and 
development, and standardization of such systems, with pharmacopoeias published and good drug
manufacturing practices being negotiated. Recognition, research and propagation of such systems 
could be an answer to health needs in developing countries. 

Professor SILANO (Italy), approving the strong emphasis on equity in health systems, said that 
in his country all citizens were entitled to receive essential health services, and that their contributions 
were based on income. Although the range of services depended on the availability of financial 
resources and might change with time, in principle they covered community health, hygiene, primary 
health care, specialist treatment, hospital care, rehabilitation and drug dependence. All financing for 
health resources in Italy was drawn from general taxation, but means testing was being introduced for 
some services that would otherwise be free of charge. The health system firmly emphasized efficiency 
and quality. He would welcome the development by WHO of methods to ensure cost-effective health 
expenditure so that governments could exercise good stewardship. 

National health services in most countries were highly complex, decentralized and made up of 
many players, whose overall organization called for structured systems and good management. Of 
particular importance was the need for all relevant partners to focus on specific targets. The Italian 
national health plan, which was updated every three years, specified health targets for the various 
partners. Nevertheless, within those targets, both guidance on the development of specific plans and 
guidelines on the effective provision of health services were sorely needed. All partners had clearly to 
understand what were responsible health expenditures and preferred interventions in terms of medical 
effectiveness and efficiency as well as associated costs. Another important component was how 
patients and users perceived and participated in the services. 

In terms of health system assessment, Italy would welcome further technical assistance on how 
to monitor the health status of the general population and how to assess the performance of individual 
structures and actors. 

Dr LEPPO (Finland) applauded the opportunity for a long-overdue debate on what he saw as the 
core issue of international health policy, namely whether a health system could deliver what was 
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required. The conceptual framework proposed by WHO had been a major step forward, which should 
be followed by the application of the concepts and principles in individual countries. The values 
identified were central to any discussion of health systems. In particular, Finland attached great 
importance to fairness in financing and the need gradually to move towards prepayment systems, that 
secured households and individuals from undue risks. 

He cautioned against short-termism. Proper consideration of health goals needed a long-term 
perspective - 10 years was a short time in any health system development - and it was essential to 
ensure continuity and a balance between that continuity and necessary change. Time scales were also 
extremely important for human resources - the key to any health system. Skilled staff had to be 
recruited, retained and trained on a continuing basis, all of which took time, and to be reasonably 
remunerated. 

In more general comments, he said that the issue of prioritization could be approached only in 
broad, general terms on the basis of explicit values, such as those set out in the document. Also, 
savings in expenditure could be made by identifying waste, duplication and practices that were not 
based on evidence, weaknesses to be found in any health system. Attention should be given to 
individual preventive measures, as well as to the inequalities suffered by disadvantaged and vulnerable 
groups, particularly in times of financial stringency. 

The idea that it was desirable and feasible to promote competition among health care providers 
had been favoured in the 1990s, but what was the evidence in its favour? Most textbooks on health 
economics argued that market mechanisms did not work in health care. He proposed that WHO could 
perform a valuable service by collecting and assessing the empirical evidence for and against 
competition. So far, it seemed that the scope for making efficiencies through competition was limited, 
except in some rare areas such as health service procurement when there were several suppliers and 
strong purchasers. All the reforms being contemplated should be weighed against the goals set out in 
the conceptual framework, for it was, at the very least, questionable whether many of the reforms 
instituted in Europe in the 1990s had led to enhanced responsiveness and greater fairness in financing. 

Mr COMENDEIRO HERNANDEZ (Cuba) said that, incontrovertibly, the lack of resources was 
a universal problem for health systems, particularly those of developing countries, and that, whatever 
the source of financing, the main aim should be access for all to health services. His country devoted 
8% of its budget to public health, and health services were free and available to all. The public health 
system was largely decentralized and enjoyed substantial participation by all sectors of the community 
in both its development and improvement. Turning to the training of personnel, he described the 
mirror image of the problem raised by the delegate of Botswana. Health service personnel were often 
sent to developed countries where they acquired knowledge that was not necessarily applicable at 
home. Nevertheless, Cuba had signed several agreements with countries of sub-Saharan Africa to send 
staff to train health professionals. 

To ensure that countries had the most effective drugs at the lowest possible cost, he argued that 
the least developed countries needed to produce their own drugs, in order to reduce the high cost of 
importing the latest drugs from the developed countries. He agreed with the delegate of Zimbabwe on 
the need to regulate drugs. With regard to quality, he shared the views of the delegate of the United 
Kingdom regarding performance indicators. Finally, he noted that Cuba had had a national council on 
AIDS for more than 10 years, which had produced excellent results. 

Mrs d' ALMEIDA MASSOUGBODJI (Benin) defined WHO's role as to think globally whereas 
the role of communities in developing countries was to act locally - that meant strengthening health 
systems. Developing countries were poor and shackled by, for example, war and famine, women's 
lack of access to health care, education (80% of women in Benin were illiterate) and safe motherhood, 
and communicable diseases. Much had been done to strengthen health systems, yet many countries in 
Africa and Asia still had to integrate child immunization into primary health care and to increase 
community participation, even though that concept had originated in West Africa as the Bamako 
Initiative. She noted the poor evaluation of that initiative in Benin: less than 30% of the population 
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attended health centres, even though the cost was modest (with the Government building and staffing 
the centres and providing generic drugs). 

AIDS and other challenges were stretching already precarious health systems, and communities 
were responding by emphasizing that they wanted to be more than recipients of assistance. They want 
to participate at every stage from planning and decision-making to assessment, an opinion she 
endorsed. Communities should be given the human, material and financial resources for such 
engagement. 

Dr KIYONGA (Uganda), welcoming the opportunity to share information about the delivery of 
health care, underlined that evaluations of health care systems should allow for different stages of 
development and levels of resources in individual countries. His country was setting up a 
comprehensive health care system, covering prevention, health promotion and care, but with scarce 
resources. The critical issue in Uganda was access to health care where many people lived outside the 
reach of health facilities. Without effective access to health care, the campaigns against malaria, 
HIV I AIDS or tuberculosis, to improve reproductive health or to extend immunization could not 
succeed. The emphasis in Uganda's health system was on collaboration, not competition, among the 
various providers: the public, traditional and private sectors and nongovernmental organizations which 
were mainly based on the churches. Commenting on the supposed trade-off between efficiency and 
collaboration, he noted that successful collaboration could increase access. The whole issue of access 
should be emphasized in the framework for assessment of health systems. 

With regard to quality, he agreed that its constituent parts needed clear definition. One element 
was the amount of money available annually for the delivery of health care; there must be a certain 
minimum budget provision, based on population numbers, for the quality of health services to be 
sustained. He also mentioned the difficulty in setting priorities during a period of demographic 
transition. Communicable diseases remained current priorities, but developing countries were already 
seeing increasing prevalence of noncommunicable diseases, for which they were ill-prepared. WHO, 
rightly, emphasized primary health care, but he asked the Organization to underline that primary 
health care covered a continuum, not just the most prevalent diseases. 

To ensure the efficient use of resources, his country preferred a sector-wide approach, but he 
regretted that the donor community did not or could not always support that approach. He urged 
development partners to remove regulatory obstacles to such an approach. 

Dr KNOWLES (Bahamas) explained that his country occupied an unusual position; its health 
system was strongly influenced by North American values and practices, yet many of its health 
problems were akin to those of the developing countries. It had set as its two highest priorities 
education and health. The difficulty lay chiefly in allocating resources between personal and public 
health care services. The steps being taken to improve health outcomes included strengthening the 
regulatory framework of health care services, identifying best practices, optimizing deployment of 
health care professionals, and improving and monitoring quality. A strategic plan was being finalized, 
with clear goals and outcomes, for the most efficient use of resources. As more expenditure on health 
meant less on other sectors, he welcomed the moves to assess the performance of health care systems. 

Mrs CODFRIED-KRANENBURG (Suriname), welcoming the framework, commented on 
changing needs and expectations. Two systems of health care operated in Suriname: one in the 
populous part of the country and the other in sparsely populated rural areas served by local health 
workers with basic training. However, that system was becoming less appropriate in a context of 
expanding communications and rising expectations. A balance had to be struck between what was 
available through service providers and what the health system needed. She cited the example of 
computerized axial tomography: the three main (private) sector providers had bought scanners, yet the 
Government had to pay for service delivery. She regarded the function of stewardship as important 
and argued that ministries of health should be strengthened so as to push through the health sector 
reforms, especially in a context of trade liberalization. 
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Dr AL-TARA WNEH (Jordan) emphasized the equitable distribution of resources. He outlined 
the major challenges facing the Ministry of Health in Jordan: an increasing population; changing 
demographic and epidemiological patterns; inefficient storage and use of drugs; overcentralization; 
duplication of services; and inefficiencies in both infrastructure and personnel. The proportion of gross 
domestic product devoted to health care had increased, but not all citizens had full health insurance 
cover. Some solutions to those problems were being devised: leadership and continuous training of 
health professionals to ensure equity, fairness and quality; finding and sustaining alternative sources of 
funding for the health system, such as solidarity funds; increasing medical insurance coverage among 
lower-income people; decentralization and containment of costs; better information systems; greater 
accountability; and making the central health authorities responsible for framing clear health policies, 
sharing responsibility, avoiding duplication and improving coordination with donors. His Majesty 
King Abdullah Bin AI Hussain would shortly be participating in person in a seminar dealing with the 
problems of the health sector. 

Dr RWABUHIHI (Rwanda) welcomed the opportunity to discuss problems, even if no 
immediate answers were forthcoming. Rwanda was among the poorest countries in the world, with 
60% of the population below the poverty threshold. AIDS and malaria were widespread. Above all, it 
was still suffering the after-effects of the genocide that had killed one million people in only 100 days 
in 1994. The loss of many medical personnel and the destruction of the infrastructure added to the 
vulnerability of the people. He was therefore grateful to the Ministry of Health of Cuba for its offer to 
send health workers. Although, as a result of its exceptional difficulties, Rwanda had had little 
opportunity to reflect on health system reforms, the current moment offered a unique chance to create 
a viable, coherent and participatory health system, virtually from scratch. Although there were 
innumerable vulnerable people, such as widows and orphans, a free system was not necessarily the 
answer. There had been a surge in humanitarian action, and currently 40% of the health infrastructure 
was provided by religious institutions. But the only valid strategy for health was to secure community 
participation and to decentralize, as had been done in the judicial system. Over the previous year, the 
Government had committed itself to the campaign against AIDS. It was also seeking to improve 
quality in the health system, since it was losing funds by sending patients abroad for treatment. Since 
the genocide, there were more women (54%) than men in the population; that was an advantage 
because they played a major role in the health sector. He concluded with an appeal for help in the 
reconstruction of his country's health system. 

Dr GALON (Philippines) echoed the welcome for the opportunity to discuss appropriate health 
systems that matched the needs of the public. Assessment of performance would help identify the 
factors for success. The Philippines continued to carry a high burden of disease, especially among 
poor people. To attain equity and continuity of health care provision, it was reforming its health sector, 
focusing on standards and strengthening of regulation, financing, health service delivery including 
district health systems, hospitals and restructuring of the Department of Health. It aimed to improve 
the quality and safety of the health service and risk management, to strengthen the Food and Drug 
Office, and to enhance the safety and high quality of pharmaceuticals. Funding reforms would help to 
bring about universal health insurance coverage and to extend treatment under programmes such as 
tuberculosis control. The Philippines had opted for a multiyear budgeting system in order to assure 
continuous funding for its health system and for the hospitals which were managed by local 
government units. To achieve continuity and long-term sustainability of services, the district health 
care system must be improved and the referral system upgraded. The public hospital system was being 
reformed in order to enable hospitals to charge patients the amount they could afford to pay, thus 
releasing funds for public health provision. Public health programmes were being prioritized and the 
Department of Health was being decentralized, shifting management to the regional level. 

Mr KET SEIN (Myanmar) said that in his country primary health care was available to all 
citizens, and hospital facilities were present in all townships, with station hospitals serving as first 
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referral levels for rural health centres. Until recently, medical care had been provided free· of charge, 
but soaring costs had led to the introduction of pay beds, user fees for laboratory services, and cost
sharing schemes for medicines. Cost-sharing schemes would complement free medical care, but fees 
would be charged only to those who could afford to pay. Trust funds had been established, and 
exemption mechanisms for the indigent were in place to ensure that the poor were protected. 

The meeting rose at 12:50. 





PART III 

REPORTS OF COMMITTEES 





The text of resolutions and decisions recommended in committee reports and subsequently 
adopted without change by the Health Assembly have been replaced by the serial number (in square 
brackets) under which they appear in document WHA53/2000/REC/1. The verbatim records of 
plenary meetings at which these reports were approved are reproduced in document 
WHA53/2000/REC/2. 

COMMITTEE ON CREDENTIALS 

F. l 1rst report 

[A53/33- 16 May 2000] 

The Committee on Credentials met on 16 May 2000. Delegates of the following Member States 
were present: Barbados, Burundi, Chile, Gabon, Indonesia, Ireland, Poland, Republic of Korea, 
San Marino, Syrian Arab Republic, Tunisia, United Republic of Tanzania. 

The Committee elected the following officers: Mr P.C. Goddard (Barbados) - Chairman; 
Mrs L.H. Rustam (Indonesia) - Vice-Chairman; Dr G.L. Upunda (United Republic of Tanzania) -
Rapporteur. 

The Committee examined the credentials delivered to the Director-General in accordance with 
Rule 22 ofthe Rules of Procedure of the World Health Assembly. 

The credentials of the delegates of the Member States and Associate Member shown in the list 
at the end of this report were found to be in conformity with the Rules of Procedure; the Committee 
therefore proposes that the World Health Assembly should recognize their validity. 

The Committee examined notifications from the Member States listed below, which, while 
indicating the names of the delegates concerned, could not be considered as constituting formal 
credentials in accordance with the provisions of the Rules of Procedure. The Committee therefore 
recommends to the World Health Assembly that the delegates of these Member States be provisionally 
seated with all rights in the Assembly pending the arrival of their formal credentials: Afghanistan, 
Antigua and Barbuda, Armenia, Belgium, Benin, Bosnia and Herzegovina, Cote d'Ivoire, Croatia, 
Djibouti, Egypt, Gambia, Equatorial Guinea, Lebanon, Lithuania, Malawi, Mali, Micronesia 
(Federated States of), Nauru, Niue, Pakistan, Panama, Portugal, Republic of Moldova, United 
Kingdom of Great Britain and Northern Ireland, Saint Vincent and the Grenadines. Thailand. 

States whose credential it was recommended should be recognized as valid (see fourth paragraph 
above) 

Albania; Algeria; Andorra; Angola; Argentina; Australia; Austria; Azerbaijan; Bahamas; Bahrain; 
Bangladesh; Barbados; Belarus; Belize; Bhutan; Bolivia; Botswana; Brazil; Brunei Darussalam; 
Bulgaria; Burkina Faso; Burundi; Cambodia; Cameroon; Canada; Cape Verde; Central African 
Republic; Chad; Chile; China; Colombia; Congo; Cook Islands; Costa Rica; Cuba; Cyprus; Czech 

1 Approved by the Health Assembly at its fifth plenary meeting. 
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Republic; Democratic People's Republic of Korea; Democratic Republic of the Congo; Denmark; 
Dominican Republic; Ecuador; El Salvador; Eritrea; Estonia; Ethiopia; Fiji; Finland; France; Gabon; 
Georgia; Germany; Ghana; Greece; Guatemala; Guinea; Haiti; Honduras; Hungary; Iceland; India; 
Indonesia; Iran (Islamic Republic ot); Iraq; Ireland; Israel; Italy; Jamaica; Japan; Jordan; Kazakhstan; 
Kenya; Kiribati; Kuwait; Kyrgyzstan; Lao People's Democratic Republic; Latvia; Lesotho; Liberia; 
Libyan Arab Jamahiriya; Luxembourg; Madagascar; Malaysia; Maldives; Malta; Mauritania; 
Mauritius; Mexico; Monaco; Mongolia; Morocco; Mozambique; Myanmar; Namibia; Nepal; 
Netherlands; New Zealand; Nicaragua; Niger; Nigeria; Norway; Oman; Palau; Papua New Guinea; 
Paraguay; Peru; Philippines; Poland; Puerto Rico;1 Qatar; Republic of Korea; Romania; Russian 
Federation; Rwanda; Saint Kitts and Nevis; Samoa; San Marino; Sao Tome and Principe; Saudi 
Arabia; Senegal; Seychelles; Sierra Leone; Singapore; Slovakia; Slovenia; Solomon Islands; South 
Africa; Spain; Sri Lanka; Sudan; Suriname; Swaziland; Sweden; Switzerland; Syrian Arab Republic; 
Tajikistan; The former Yugoslav Republic of Macedonia; Togo; Tonga; Trinidad and Tobago; 
Tunisia; Turkey; Turkmenistan; Tuvalu; Uganda; Ukraine; United Arab Emirates; United Republic of 
Tanzania; United States of America; Uruguay; Uzbekistan; Vanuatu; Venezuela; VietNam; Yemen; 
Zambia; Zimbabwe. 

Second reporr 

[A53/38 -18 May 2000] 

On 18 May 2000, the Bureau of the Committee on Credentials examined the formal credentials 
of the delegations of the following Member States who had been seated provisionally in the World 
Health Assembly pending the arrival of their formal credentials: Belgium, Benin, Cote d'lvoire, 
Croatia, Egypt, Equatorial Guinea, Gambia, Lebanon, Lithuania, Malawi, Mali, Micronesia (Federated 
States ot), Pakistan, Panama, Portugal, Republic of Moldova, Thailand, United Kingdom of Great 
Britain and Northern Ireland. 

These credentials were found to be in conformity with the Rules of Procedure of the World 
Health Assembly, and the Bureau therefore proposes that the World Health Assembly recognize their 
validity. 

COMMITTEE ON NOMINATIONS 

First report3 

[A53/30 -15 May 2000] 

The Committee on Nominations, consisting of delegates of the following Member States: 
Angola, Argentina, Bahamas, Bahrain, Benin, Bhutan, Botswana, Brunei Darussalam, Bulgaria, 
Cameroon, China, Colombia, Costa Rica, Cyprus, France, Mauritius, Mexico, Morocco, Portugal, 

1 Associate Member. 

2 Approved by the Health Assembly at its seventh plenary meeting. 

3 Approved by the Health Assembly at its first plenary meeting. 
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Russian Federation, Slovakia, Sri Lanka, United Kingdom of Great Britain and Northern Ireland, 
Zambia, and Mr M. Telefoni Retzlaff, Samoa (ex officio), met on 15 May 2000. 

In accordance with Rule 25 of the Rules of Procedure of the Health Assembly and respecting 
the practice of regional rotation that the Assembly has followed for many years in this regard, the 
Committee decided to propose to the Assembly the nomination of Dr L. Amathila (Namibia) for the 
Office of President of the Fifty-third World Health Assembly. 

Second report1 

[A53/31- 15 May 2000] 

At its first meeting held on 15 May 2000, the Committee on Nominations decided to propose to 
the Assembly, in accordance with Rule 25 of the Rules of Procedure of the Assembly, the following 
nominations: 

Vice-Presidents of the Assembly: Professor F. Nazirov (Uzbekistan), Mr N.T. Shanmugam 
(India), Professor R. Smallwood (Australia), Dr M.A. Al-Jarallah (Kuwait), 
Dr M. Amedee-Gedeon (Haiti); 

Committee A: Chairman- Professor S.M. Ali (Bangladesh); 

Committee B: Chairman- Dr K. Karam (Lebanon). 

Concerning the members of the General Committee to be elected under Rule 31 of the Rules of 
Procedure of the Assembly, the Committee decided to nominate the delegates of the following 
17 countries: Bosnia and Herzegovina, Burkina Faso, Canada, Cape Verde, China, Cuba, France, 
Germany, Ghana, Lesotho, Oman, Palau, Russian Federation, South Africa, United Kingdom of Great 
Britain and Northern Ireland, United States of America, Uruguay. 

Third report2 

[A53/32- 15 May 2000] 

At its first meeting held on 15 May 2000, the Committee on Nominations decided to propose to 
each of the main Committees, in accordance with Rule 25 ofthe Rules of Procedure ofthe Assembly, 
the following nominations for the Offices of Vice-Chairmen and Rapporteur: 

Committee A: 

Committee B: 

Vice-Chairmen: Mrs M. McCoy Sanchez (Nicaragua) and Dr R. Busuttil 
(Malta) 
Rapporteur: Dr J. Rasamizanaka (Madagascar); 

Vice-Chairmen: Miss F.-Z. Chai"eb (Algeria) and Mr L. Rokovada (Fiji) 
Rapporteur: Dr Suwit Wibulpolprasert (Thailand). 

1 Approved by the Health Assembly at its first plenary meeting. 

2 See summary records of the first meetings of Committees A and B (pp. 9 and 129, respectively). 
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GENERAL COMMITTEE 

[A53/34- 18 May 2000) 

Election of Members entitled to designate a person 
to serve on the Executive Board 

At its meeting on 17 May 2000, the General Committee, in accordance with Rule 102 of the 
Rules of Procedures of the Health Assembly, drew up the following list of 10 Members, in English 
alphabetical order, to be transmitted to the Health Assembly for the purpose of the election of 
10 Members to be entitled to designate a person to serve on the Executive Board: Brazil, Democratic 
People's Republic of Korea, Equatorial Guinea, Islamic Republic of Iran, Italy, Japan, Jordan, 
Lithuania, Sweden, Venezuela. 

In the General Committee's opinion these 10 Members would provide, if elected, a balanced 
distribution on the Board as whole. 

COMMITTEE A 

First report2 

[A53/35- 17 May 2000) 

On the proposal of the Committee on Nominations/ Mrs M. McCoy Sanchez (Nicaragua) and 
Dr R. Busuttil (Malta) were elected Vice-Chairmen, and Dr J. Rasamizanaka (Madagascar), 
Rapporteur. 

Committee A held its first three meetings on 16 and 1 7 May 2000 under the chairmanship of 
Professor S.M. Ali (Bangladesh). 

It was decided to recommend to the Fifty-third World Health Assembly the adoption of the 
resolution relating to the following agenda items: 

12. Technical and health matters 
12.1 Stop Tuberculosis Initiative [WHA53.1]. 

1 See document WHA53/2000/REC/2, verbatim record of the seventh plenary meeting, section 3. 

2 Approved by the Health Assembly at its seventh plenary meeting. 

3 See the third report of the Committee on Nominations, above. 



COMMITTEE REPORTS 239 

Second report1 

[A53/41- 19 May 2000] 

Committee A held its fourth, fifth and sixth meetings on 18 and 19 May 2000 under the 
chairmanship of Professor S.M. Ali (Bangladesh). The seventh meeting was held on 19 May 2000 
under the chairmanship of Professor S.M. Ali (Bangladesh) and Mr J.A. Chowdhury (India), who was 
designated Vice-Chairman ad interim, consistent with Rule 37 of the Rules of Procedure of the Health 
Assembly. 

It was decided to recommend to the Fifty-third World Health Assembly the adoption of 
resolutions and a decision relating to the following agenda items: 

12. Technical and health matters 
12.2 HIV/AIDS [WHA53.14] 
12.3 Food safety [WHA53.15] 
12.4 Infant and young child nutrition [WHA53(10)] 
12.10 WHO framework convention on tobacco control [WHA53.16] 
12.11 Global strategy for the prevention and control of noncommunicable diseases 

[WHA53.17]. 

COMMITTEEB 

First report2 

[A53/36- 18 May 2000] 

Committee B held its first and second meetings on 17 and 18 May 2000 under the chairmanship 
of Dr K. Karam (Lebanon). After consideration of the proposal of the Committee on Nominations/ 
Miss F.-Z. Chaleb (Algeria) and Mr L. Rokovada (Fiji) were elected Vice-Chairmen and 
Dr Suwit Wibulpolprasert (Thailand) Rapporteur. 

It was decided to recommend to the Fifty-third World Health Assembly the adoption of seven 
resolutions and one decision relating to the following agenda items: 

14. Management and financial matters 
14.1 Financial matters 

• Status of collection of assessed contributions, including Members in arrears in 
the payment of their contributions to an extent that would justify invoking 
Article 7 of the Constitution 

Members in arrears in the payment of their contributions to an extent that 
would justify invoking Article 7 of the Constitution [WHA53.2] 

1 Approved by the Health Assembly at its eighth plenary meeting. 

2 Approved by the Health Assembly at its seventh plenary meeting. 

3 See the third report of the Committee on Nominations, above. 
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• Financial report on the accounts of WHO for 1998-1999, report of the External 
Auditor, and comments thereon made on behalf of the Executive Board; report of 
the Internal Auditor [WHA53.3] 

• Real Estate Fund [WHA53.4] 
• Casual income [WHA53.5] 
• Amendments to the Financial Regulations [WHA53.6] 

14.2 Staff development and support 
• Amendments to the Staff Regulations and Rules 

Salaries of staff in ungraded posts and ofthe Director-General [WHA53.7] 
• Appointment of representatives to the WHO Staff Pension Committee 

[WHA53(9)] 
14.3 Amendments to the Regulations for Expert Advisory Panels and Committees 

Regulations for Expert Advisory Panels and Committees [WHA53.8]. 

The Committee discussed the agenda item on scale of assessments, but as the Committee 
considered that Rule 98 of the Rules of Procedure of the Health Assembly had not been adhered to, no 
decision was taken on the proposal. 

Second repore 

[A53/37- 19 May 2000] 

Committee B held its third meeting on 18 May 2000 under the chairmanship of 
Miss F.-Z. Chai"eb (Algeria) and Mr L. Rokovada (Fiji). 

It was decided to recommend to the Fifty-third World Health Assembly the adoption of two 
resolutions relating to the following agenda items: 

15. Legal issues 
• Participation by WHO in the 1986 Vienna Convention on the Law of Treaties between 

States and International Organizations or between International Organizations 
[WHA53.9] 

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

International Decade ofthe World's Indigenous People [WHA53.10]. 

Third report1 

[A53/39- 20 May 2000] 

Committee B held its fourth meeting on 19 May 2000 under the chairmanship of Dr K. Karam 
(Lebanon). 

It was decided to recommend to the Fifty-third World Health Assembly the adoption of a 
resolution relating to the following agenda item: 

1 Approved by the Health Assembly at its eighth plenary meeting. 
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16. Health conditions of, and assistance to, the Arab population m the occupied Arab 
territories, including Palestine [WHA53 .11]. 

Fourth report1 

[A53/40- 19 May 2000] 

Committee B held its fifth meeting on 19 May 2000 under the chairmanship of Dr K. Karam 
(Lebanon). 

It was decided to recommend to the Fifty-third World Health Assembly the adoption of two 
resolutions relating to the following agenda items: 

12. Technical and health matters 
12.7 Global Alliance for Vaccines and Immunization [WHA53.12] 

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

Aligning the participation of Palestine in the World Health Organization with its 
participation in the United Nations [WHA53.13]. 

1 Approved by the Health Assembly at its eighth plenary meeting. 


