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The Thirty -first World Health Assembly, held at the Palais des Nations, Geneva, from 8

to 24 May 1978, was convened in accordance with decision (xi) of the Executive Board (sixtieth

session).

The proceedings of the Thirty -first World Health Assembly are published in two parts.

The resolutions and decisions (with annexes) are printed in Official Records No. 247. The

records of plenary and committee meetings, the list of delegates and other participants, the

agenda and other material are contained in the present volume.
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Permanent Mission of Canada to the
United Nations Office and the Other
International Organizations at Geneva

Mr J. R. C. SIROIS, First Secretary,
Permanent Mission of Canada to the
United Nations Office and the Other
International Organizations at Geneva

CAPE VERDE

Delegates
Dr M. de P. S. FAUSTINO, Minister of

Health and Social Affairs (Chief

Delegate)
Dr J. de D. LISBOA RAMOS, Secretary -

General, Ministry of Health and

Social Affairs

Dr T. R. R. DE MENEZES, Regional Director
of Health for Barlavento, Ministry of
Health and Social Affairs

CENTRAL AFRICAN EMPIRE

Delegates
Professor G. PINERD, Minister of Public

Health (Chief Delegate)
Professor S. BÉDAYA- NGARO, Minister of

State, Imperial Court Medical Adviser;
Inspector -General of Health Services

Dr P. THIMOSSAT, Director -General of

Public Health

Alternate
Mr E. -L. BAYANGHA, Permanent

Representative of the Central African

Empire to the United Nations Office at
Geneva and the Specialized Agencies in

Switzerland

CHAD

Delegates
Mr N. DJOGO, Minister of Public Health,

Labour and Social Affairs (Chief

Delegate)

Dr M. M'BAYTOUBAM, Acting Director of
Public Health, Ministry of Public
Health, Labour and Social Affairs

CHILE

Delegates
Dr J. M. BORGONO, Chief, Programme

Support Department, Ministry of
Public Health (Chief Delegate)

Dr A. GUZMÁN, Head, Section of
Development of Human Resources,
Ministry of Public Health

Alternates
Mr R. PLAZA, First Secretary, Permanent

Mission of Chile to the United Nations
Office at Geneva and to the Other
International Organizations in
Switzerland

Mr P. OYARCE, Third Secretary, Permanent
Mission of Chile to the United Nations
Office at Geneva and to the Other
International Organizations in
Switzerland

CHINA

Delegates

Dr CHIEN Hsin -chung, Vice -Minister of

Public Health (Chief Delegate)

Mr KUO Tzu -heng, Director, Bureau of

Environmental Health, Ministry of
Public Health

Dr HSUEH Kung -cho, Director, Bureau of
Foreign Affairs, Ministry of Public
Health

Alternates

Dr YANG Tsun -hsing, Unit Chief,

Institute of Prevention and Control of
Schistosomiasis, Kiang -su Province

Dr WANG Lien -sheng, Responsible member,
Division of International Organizations,
Bureau of Foreign Affairs, Ministry of
Public Health

Mr LI Chao -chin, Bureau of Drug Policy
and Management, Ministry of Public
Health
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Advisers
Mr CHENG Wen -to, Third Secretary,

Permanent Mission of the People's
Republic of China to the United
Nations Office at Geneva and Other

International Organizations in
Switzerland

Mr LIN Shu- chuan, Bureau of Foreign
Affairs, Ministry of Public Health

Mr TSAO Yung -lin, Bureau of Foreign
Affairs, Ministry of Public Health

Mr TAI Chun -ming, Department of

International Organizations, Treaties
and Law, Ministry of Foreign Affairs

Mr WANG Ke -kang, Permanent Mission of
the People's Republic of China to the
United Nations Office at Geneva and
Other International Organizations in
Switzerland

COLOMBIA

Delegates

Dr R. OREJUELA, Minister of Public
Health (Chief Delegate)

Dr H. CHARRY SAMPER, Ambassador,
Permanent Representative of Colombia
to the United Nations Office the

Specialized Agencies at Geneva
(Deputy Chief Delegate)

Dr A. DUEÑAS, Secretary -General,
Ministry of Public Health

Alternate
Dr J. MICHELSEN, Chief, Bureau of

International Organizations and

Agreements, Ministry of Public Health
Mr M. BOTERO MONTOYA, First Secretary,

Permanent Mission of Colombia to the
United Nations Office and the
Specialized Agencies at Geneva

Adviser
Mr R. RIVERA, Secretary to the Minister

of Public Health

COMOROS

Delegates

Dr A. ALAOUI, Coordinator, Technical

Steering Committee for Basic Health
(Chief Delegate)

Mrs G. A. AFFANDI, Member of the
Technical Steering Committee for Basic
Health

CONGO

Delegates
Dr D. A. MISSONTSA, Minister of Health

and Social Affairs (Chief Delegate)
Dr S. CARDORELLE, Médecin -inspecteur,

Health Service, Kouilou Region

COSTA RICA

Delegates

Dr M. CHINCHILLA COOPER, Adviser,
Ministry of Health (Chief Delegate)

Miss G. M. QUIROS, Deputy Permanent
Representative of the Republic of
Costa Rica to the United Nations
Office and the Other International
Organizations at Geneva

CUBA

Delegates
/ N

Dr J. A. GUTIÉRREZ MUNIZ, Minister of
Public Health (Chief Delegate)

Dr J. ALDEREGUTA BRITO, Vice -Minister
of Public Health

Dr Dora GALEGO PIMENTEL, Assistant
Director of International Relations,
Ministry of Public Health

Alternates
Dr L. ARAUJO BERNAL, Director of Planning,

and Professor, Higher Institute of
Medical Sciences, Havana

Mr E. GONZÁLEZ BERGES, Vice -Ministry of
Instruction

Mr H. RIVERO ROSARIO, Second Secretary,
Permanent Mission of the Republic of
Cuba to the United Nations Office and

Other International Organizations at
Geneva

Advisers

Dr R. GONZALEZ TELLEZ, Directorate of
Non -aligned Countries and Special
Conferences, Ministry of External
Relations

Dr F. BLANCO ACOSTA, Directorate of

Non -aligned Countries and Special
Conferences, Ministry of External
Relations

Mrs T. de J. FERNANDEZ DIAZ, Directorate
of Non -aligned Countries and Special

Conferences, Ministry of External
Relations
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Mr R. OLIVA, Directorate of

International Organizations, Ministry
of External Relations

CYPRUS

Delegates
Dr A. MIKELLIDES, Minister of Health

(Chief Delegate)
Mr C. VAKIS, Director -General, Ministry

of Health
Dr A. MARKIDES, Director of Medical

Services, Ministry of Health

Alternate
Mr N. MACRIS, Deputy Permanent

Representative of Cyprus to the
United Nations Office at Geneva and
Specialized Agencies in Switzerland

Adviser
Mr A. MAVROMMATIS, Ambassador,

Permanent Representative of Cyprus
to the United Nations Office at
Geneva and Specialized Agencies in
Switzerland

CZECHOSLOVAKIA

Delegates
Professor J. PROKOPEC, Minister of

Health of the Czech Socialist Republic
(Chief Delegate)

Professor E. MATEJIëEK, Minister of
Health of the Slovak Socialist
Republic (Deputy Chief Delegate)1

Dr Eli6ka KLIVAROVA, Director, Foreign
Relations Department, Ministry of
Health of the Czech Socialist
Republic

Alternates
Dr K. GECÎK, Head, Secretariat of the

Minister of Health of the Slovak
Socialist Republic

Miss A. PÁROVÁ, Department for

International Economic Organizations,
Ministry of Foreign Affairs of the
Czechoslovak Socialist Republic

Mr J. JIRMEK, Third Secretary,

Permanent Mission of the Czechoslovak
Socialist Republic to the United
Nations Office and the Other

International Organizations at Geneva

1 Chief Delegate from 12 to 21

May.

Adviser
Dr M. PETRO, Institute of Social
Medicine and Public Health
Organization, Ministry of Health
of the Czech Socialist Republic

DEMOCRATIC PEOPLE'S REPUBLIC OF KOREA

Delegates

Dr HAN Hong Sop, Vice -Minister of

Public Health (Chief Delegate)

Mr CHIN Chang Ho, Section Chief,
Ministry of Foreign Affairs

Mr CHOE Myong Sam, First Secretary,
Permanent Delegation of the

Democratic People's Republic of
Korea to the International
Organizations at Geneva

Alternates
Mr PAK Il Bu, Second Secretary,

Permanent Delegation of the
Democratic People's Republic of
Korea to the International
Organizations at Geneva

Dr KWON Sung Yon, Expert, Ministry
of Public Health

Mr HO Jong, Expert, Ministry of
Public Health

DEMOCRATIC YEMEN

Delegates
Dr A. A. BUKAIR, Minister of Health

(Chief Delegate)
Dr G. A. ISMAIL, Deputy Permanent

Secretary for People's Health,
Ministry of Health

DENMARK

Delegates

Dr S. K. SQRENSEN, Director -General,

National Health Board (Chief Delegate)
Dr J. FOG, Head Physician, National

Health Board (Deputy Chief Delegate)2
Mr P. THORNIT, Head of section, Ministry

of the Interior

Alternate
Mr J. V. LARSEN, Head of section,

National Health Board3

2 Chief Delegate from 15 May.

3 Deputy Chief Delegate from 15 May.
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Advisers
Mr J. C. SLIM, Director, Technical

Affairs, State Serum Institute
Mrs E. B. LUND, Head of section,

Ministry of the Interior
Mr W. WILLERSLEV -OLSEN, Head of section,

Ministry of the Interior
Mr J. OVEROE, Head of Department,

National Health Board
Mr M. WAGTMANN, First Secretary,

Permanent Mission of Denmark to the
United Nations Office and the Other
International Organizations at Geneva

ECUADOR

Delegates
Dr A. DE LA TORRE, Minister of Public

Health (Chief Delegate)
Mr J. ROSERO, General Coordinator,

Ministry of Public Health
Dr H. CORRAL, Director- General of

Public Health, Ministry of Public

Health

Alternates
Dr C. HERMIDA, Chief, National Planning

Division
Mr E. TOBAR, Counsellor, Deputy

Permanent Representative of Ecuador

to the United Nations Office at
Geneva

EGYPT

Delegates
Professor I. BADRAN, Minister of Health

(Chief Delegate)
Professor A. W. EL BOROLOSSY, President,

National Organization for Drug
Control and Research

Mr O. EL- SHAFEI, Ambassador, Permanent
Representative of the Arab Republic of
Egypt to the United Nations Office and
the Specialized Agencies at Geneva

Alternates
Dr A. N. SIRRY, First Under -Secretary of

State, Ministry of Health
Dr M. L. HASSAN, Under -Secretary of

State, Ministry of Health
Dr A. A. EL GAMAL, Under -Secretary of

State, Ministry of Health
Dr I. BASSIOUNI, Director -General,

Department of External Health
Relations, Ministry of Health

Mr A. ABOUL KHEIR, Counsellor, Permanent
Mission of the Arab Republic of Egypt
to the United Nations Office and the
Specialized Agencies at Geneva

Mr M. OMAR, First Secretary, Permanent
Mission of the Arab Republic of Egypt
to the United Nations Office and the
Specialized Agencies at Geneva

Mr S. EL SAID, Ministry of Health
Mr I. E. MOHAMED, Ministry of Health
Mr S. IBRAHIM, Ministry of Health
Dr H. S. SHEHAYIB, Medical Attaché,

Embassy of Egypt in France

EL SALVADOR

Delegates

Dr C. A. ESCALANTE MONGE, Minister of

Public Health and Social Welfare
(Chief Delegate)

Dr O. NAVE REBOLLO, Director, Operational

Services, Ministry of Public Health and
Social Welfare

Mr N. R. MONGE LOPEZ, Deputy Permanent

Representative of the Republic of
El Salvador to the United Nations
Office and the Other International
Organizations at Geneva

ETHIOPIA

Delegates
Mr G. -E. TEKA, Head, Planning and

Programming Bureau, Ministry of
Health (Chief Delegate)

Mr Y. TEKESTE, Head, Smallpox
Eradication Organization, Ministry of
Health

Mr E. WONDEMAGEGNEHU, Head, Pharmacy
and Laboratory Department, Ministry
of Health

Delegates
Mr E. J.

(Chief

Dr J. B.

FIJI

BEDDOES, Minister for Health
Delegate)

SENILAGAKALI, Permanent
Secretary for Health, Ministry of Health
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FINLAND

Delegates
Professor E. KIVALO, Director -General,
National Board of Health

(Chief Delegate)
Dr K. LEPPO, Deputy Director, Health

Department, Ministry of Social Affairs

and Health (Deputy Chief Delegate)

Dr M. E. PARMALA, Head, Bureau of

International Relations, National
Board of Health

Alternate
Ms H. ROOS, Secretary (Social Affairs),

Permanent Mission of Finland to the

United Nations Office and Other
International Organizations at Geneva

d Advisers
Dr J. ID.°.NPAAN- HEIKKILA, National Board

of Health
Mr M. JOKELA, Attaché, Ministry for

Foreign Affairs

FRANCE

Delegates
Professor E. J. AUJALEU, Honorary

Director -General, National Institute of
Health and Medical Research
(Chief Delegate)

Mr S. HESSEL, Ambassador, Permanent
Representative of France to the
United Nations Office at Geneva and the
Specialized Agencies in Switzerland

Dr Jeanne BROYELLE, Inspector -

General for Social Affairs, Ministry of
Health and Family Welfare

Alternates
Dr R. GAVARRINO, Deputy Assistant

Director of Public Health and Social
Affairs, Ministry of Cooperation

Dr G. MARTIN, Technical Adviser,
Directorate -General of Health, Ministry
of Health and Family Welfare

Mr A. NEMO, Conseiller d'Ambassade,
Permanent Mission of France to the
United Nations Office at Geneva and the

Specialized Agencies in Switzerland

Professor R. SENAULT, Professor of

Hygiene and Social Medicine, Faculty
of Medicine, University of Nancy

Advisers

Miss J. BALENCIE, Secrétaire d'Ambassade,
Ministry of Foreign Affairs

Mrs P. CONRAD -BRUAT, Administrateur

civil, International Relations
Division, Ministry of Health and
Family Welfare

Mr M. ROCHE, Secrétaire d'Ambassade,
Ministry of Foreign Affairs

Mr F. SAUER, Pharmacien- Inspecteur de

la Santé, Ministry of Health and
Family Welfare

Mr A. LEROUX, First Secretary, Permanent
Mission of France to the United Nations
Office at Geneva and the Specialized
Agencies in Switzerland

GABON

Delegates

Mr R. MAMIAKA, Minister of State,
Minister of Public Health, Population,
Social Affairs, War Victims and
Veterans, and Advancement of Women
(Chief Delegate)

Dr L. ADANDÉ MENEST, Director -General of
Public Health and Population
(Deputy Chief Delegate)

Mr M. MBOUMBA, Director, National
Sanitation Service and Urban Hygiene
Service

Alternates
Mr L. D. AKEREY -RASSAGUIZA, Director of

the National Pharmacy, Inspector of
Pharmacies

Dr O. BRAHIME -RETENO, Director,

Medicosocial Polyclinic of the National
Social Security Service

Adviser

Mr V. BOULÉ, First Counsellor, Permanent

Mission of the Republic of Gabon to the
United Nations Office and the Other
International Organizations at Geneva

GAMBIA

Delegates
Mr M. C. JALLOW, Minister of Health,

Labour and Social Welfare
(Chief Delegate)

Dr E. M. SAMBA, Acting Director of

Medical Services, Ministry of Health,
Labour and Social Welfare

Dr A. B. H. N'JIE, Obstetrician/Gynaecolo-

gist, Royal Victoria Hospital, Banjul
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GERMAN DEMOCRATIC REPUBLIC

Delegates

Professor L. MECKLINGER, Minister of

Health (Chief Delegate)
Professor K. SPIES, Deputy Minister of
Health (Deputy Chief Delegate)1

Dr K. -H. LEBENTRAU, Head, Department of

International Relations, Ministry
of Health

Alternates
Professor F. RENGER, Director, Medical
Clinic of the Carl Gustav Carus
Medical Academy, Dresden

Dr H. -J. MICHEEL, Counsellor, Permanent

Mission of the German Democratic
Republic to the United Nations Office
and the Other International
Organizations at Geneva

Mr F. WEGMARSHAUS, Chief of section,
Department of International Relations,
Ministry of Health

Mrs C. WOLF, Second Secretary, Department

of International Economic Organizations,
Ministry of Foreign Affairs

Dr O. HUGLER, First Secretary, Permanent
Mission of the German Democratic
Republic to the United Nations Office
and the Other International
Organizations at Geneva

Dr H. KRAUSE, Head of the Consultative
Centre for WHO Questions, Ministry of
Health

Dr H. LANDMANN, Deputy Director,
Institute of Tuberculosis and Pulmonary
Diseases Research, Berlin

Adviser
Professor S. AKKERMANN, Deputy Director,
Wilhelm Pieck University, Rostock

GERMANY, FEDERAL REPUBLIC OF

Delegates
Mrs A. HUBER, Federal Minister for Youth,

Family Affairs and Health

(Chief Delegate)
Professor L. VON MANGER -KOENIG, Special

Consultant on International Health
Affairs to the Federal Minister for
Youth, Family Affairs and Health
(Deputy Chief Delegate)2

1 Chief Delegate from 18 May.

2 Chief Delegate from 10 May.

Baron O. VON STEMPEL, Minister, Acting
Permanent Representative of the Federal

Republic of Germany to the United Nations

Office and to the Other International
Organizations at Geneva3

Alternates
Professor M. STEINBACH, Director of

Health, Federal Ministry for Youth,
Family Affairs and Health

Dr Ruth MATTHEIS, Director, Public Health
Department, Berlin (West)

Mr W. H. GOERKE, Ministerial Counsellor,
Department for Environment Protection,
Federal Ministry of the Interior

Dr W. D. ERNERT, Ministerial Counsellor,
Head, Section for Health, Nutrition
and Population Policy of Developing
Countries, Federal Ministry for

Economic Cooperation
Dr Eleonore LINSMAYER, Counsellor,

Permanent Mission of the Federal
Republic of Germany to the United
Nations Office and to the Other
International Organizations at Geneva

Mr G. WIRTH, Counsellor, Permanent
Mission of the Federal Republic of
Germany to the United Nations Office
and to the Other International
Organizations at Geneva

Dr Christine GAUDICH, Counsellor,
Pharmaceutical Section, Federal Ministry
for Youth, Family Affairs and Health

Advisers
Professor F. GROSS, Director,

Pharmacological Institute, University

of Heidelberg
Dr R. KORTE, Chief of Health Department,

Population Development and Nutrition,
Technical Cooperation Society, Eschborn

GHANA

Delegates
Mr A. KARBO, Commissioner for Health

(Chief Delegate)
Mr E. A. B. MAYNE, Senior Principal

Secretary, Ministry of Health

Dr E. G. BEAUSOLEIL, Director of
Medical Services, Ministry of Health

Alternates
Dr K. WARD -BREW, Deputy Director of

Medical Services, Ministry of Health
Professor H. H. PHILLIPS, Dean,
University of Ghana Medical School

3 Deputy Chief Delegate from 10 May.
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Advisers
Mr E. OSEI -TUTU, Chief Pharmacist,

Ministry of Health
Mr J. PEARCE -BINEY, President, Ghana

Institute of Pharmacy Management

Mr J. K. D. FOLI, Minister Counsellor,
Deputy Permanent Representative of
the Republic of Ghana to the United
Nations Office at Geneva and the
Specialized Agencies in Switzerland

Mr H. MILLS -LUTTERODT, Minister
Counsellor, Permanent Mission of the

Republic of Ghana to the United
Nations Office at Geneva and the
Specialized Agencies in Switzerland

GREECE

Delegates
Professor S. DOXIADIS, Minister of
Social Services (Chief Delegate)

Dr D. SARFATIS, Director -General of
Hygiene, Ministry of Social Services

(Deputy Chief Delegate)
Mr A. SIDERIS, First Counsellor,

Permanent Mission of Greece to the
United Nations Office at Geneva and
the Specialized Agencies in Switzerland

Alternates
Professor D. S. AVRAMIDIS, School of

Public Health, Athens
Miss L. -C. VOURAKIS, Third Secretary,

Permanent Mission of Greece to the
United Nations Office at Geneva and
the Specialized Agencies in Switzerland

GUATEMALA

Delegates
Dr C. J. HERRARTE, Vice -Minister of

Public Health and Social Welfare

(Chief Delegate)

Professor G. SANTISO- GÁLVEZ,
Ambassador, Permanent Representative of

Guatemala to the United Nations
Office and the Specialized Agencies
at Geneva (Deputy Chief Delegate)

Mr A. PALLARES- BUONAFINA, Second
Secretary, Permanent Representation
of Guatemala to the United Nations
Office and the Specialized Agencies
at Geneva

GUINEA

Delegates

Dr K. CAMARA, Minister of Public Health
(Chief Delegate)

Mr E. M. KEITA, Ambassador Extraordinary
and Plenipotentiary of the Republic
of Guinea in Italy

Dr M. K. BAH, Chief Physician, Donka
Hospital; Dean, Faculty of Medicine,
Conakry

Alternates
Dr Y. KOUROUMA, Director -General,

"Pharmaguinée" National Pharmaceutical
Industry

Dr Saran DARABA, "Pharmaguinée" National
Pharmaceutical Industry

GUINEA -BISSAU

Delegates
Mr J. DA COSTA, State Commissioner for

Health and Social Affairs (Chief
Delegate)

Dr S. J. DIAS, Director -General of

Hospital Medicine, Office of the
State Commissioner for Health and
Social Affairs

Alternates
Dr Maria Victoria SILVA MONTEIRO GOMES,

Chief Nursing Officer, Office of the
State Commissioner for Health and
Social Affairs

Dr A. FONSECA, Chief, Administrative
Division, Office of the State
Commissioner for Health and Social
Affairs

GUYANA

Delegate
Dr C. GRANT, High Commissioner of Guyana

in the United Kingdom of Great Britain
and Northern Ireland

HAITI

Delegates

Dr W. VERRIER, Secretary of State for
Public Health and Population
(Chief Delegate)
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Dr F. MILORD, Director, Unit for
Implementation and Coordination of
the Programme for Regionalization of
Health Services, Department of Health

HONDURAS

Delegates
Dr E. A. PINTO G., Assistant Director -

General of Public Health (Chief
Delegate)

Dr J. HADDAD, Head, Division of Human
Resources, Ministry of Health

HUNGARY

Delegates
Dr E. SCHULTHEISZ, Minister of Health

(Chief Delegate)
Dr Eva ZSOGON, Secretary of State for

Health, Ministry of Health (Deputy
Chief Delegate)

Dr L. SÁNDOR, Head of Department,
Ministry of Health

Alternates
Dr F. GÁCS, Head of Department,
Ministry of Health

Mr B. BLAHO, Deputy Head of Department,
Ministry of Health

Mr J. VARGA, First Secretary, Permanent
Mission of the Hungarian People's
Republic to the United Nations Office
and Other International Organizations
at Geneva

Mr Z. SZEDLACSK6, Ministry for Foreign
Affairs

Advisers
Dr L. ELIAAS, Chief Medical Officer,

Ministry of Health
Dr K. Fi1LLER, Deputy Director, National

Pharmaceutical Institute

ICELAND

Delegates
Dr P. SIGURDSSON, Secretary General,
Ministry of Health and Social Security
(Chief Delegate)

Dr 6. dLAFSSON, Chief Medical Officer,
Ministry of Health and Social Security
(Deputy Chief Delegate)

Mr A. GRIMSSON, Chief of the
Pharmaceutical Division, Ministry of
Health and Social Security

Alternate
Mr K. SIGMUDSSON, First Secretary,

Permanent Mission of Iceland to the
United Nations Office at Geneva

Adviser
Mr H. KROYER, Ambassador, Permanent

Representative of Iceland to the United
Nations Office at Geneva

INDIA

Delegates
Mr R. NARAIN, Minister of Health and

Family Welfare (Chief Delegate)
Mr R. PRASAD, Secretary, Ministry of

Health and Family Welfare (Deputy
Chief Delegate)

Dr B. SANKARAN, Director General of
Health Services, Ministry of Health
and Family Welfare

Advisers

Mr R. NATARAJAN, Joint Secretary,
Ministry of Health and Family Welfare

Dr S. GOTHOSKAR,
(India), Directorate General of Health
Services, Ministry of Health and

Family Welfare
Mr K. S. SODHI, First Secretary,

Permanent Mission of India to the
United Nations Office and Other
International Organizations at Geneva

Mr C. SINGH, Special Assistant to the
Minister of Health and Family Welfare

INDONESIA

Delegates
Dr S. SURJANINGRAT, Minister of Health

(Chief Delegate)
Professor Julie SULIANTI SAROSO, Chief,

National Institute of Health Research
and Development, Ministry of Health
(Deputy Chief Delegate)1

Dr W. BAHRAWI, Director -General of
Communicable Disease Control, Ministry

of Health

1 Chief Delegate from 15 May.
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Alternate

Dr S. PRAWIROSOEJANTO, Director- General,

Food and Drug Control, Ministry of
Health

Advisers
Mr M. SIDIK, Minister Counsellor,

Permanent Mission of the Republic of
Indonesia to the United Nations Office
and the Other International
Organizations at Geneva

Mr A. NASIER, Third Secretary, Permanent
Mission of the Republic of Indonesia
to the United Nations Office and the
Other International Organizations at
Geneva

IRAN

Delegates

Dr S. SHEIKHOLESLAMZADEH, Minister of
Health and Welfare (Chief Delegate)

Dr A. DIBA, Ambassador, Health Adviser
on WHO Affairs, Permanent Mission of
Iran to the United Nations Office and
the Specialized Agencies at Geneva
(Deputy Chief Delegate)

Dr K. SALEH, Deputy Minister of Health
and Welfare

Advisers
Professor N. MOJDEHI, University of

Teheran

Mr A. N. AMIRAHMADI, Director -General,
International Relations Department,
Ministry of Health and Welfare

Mr A. NICKHAH, Director - General for

Environmental Health, Ministry of
Health and Welfare

Dr P. REZAI, Deputy Director, Department
of Malaria Eradication and
Communicable Diseases Control,
Ministry of Health and Welfare

Mr A. N. HAZRATI, Chief, Division for
Field Operations, Department of
Malaria Eradication and Communicable
Diseases Control, Ministry of Health
and Welfare

Dr R. SHAYESTEH, Adviser to the Minister
of Health and Welfare

Dr A. M. RAHMANI, Director -General,
Food and Drug Control, Ministry of
Health and Welfare

Dr M. BAVANDI, Deputy Director,
Institute of Nutrition Sciences and
Food Technology

Dr I. SIASSI, Director, Department of
Mental Health and Rehabilitation,
Ministry of Health and Welfare

IRAQ

Delegates
Dr R. I. HUSAIN, Minister of Health

(Chief Delegate)
Dr I. A. AL- NOURI, Director - General for

Technical and Scientific Affairs,
Ministry of Health (Deputy Chief
Delegate

Dr A. S. HASSOUN, Director of Inter-
national Health Relations, Ministry of
Health

Alternates
Dr N. H. AL- SHABENDAR, Chief Medical

Officer, Basrah
Dr S. S. MORKAS, Chief Medical Officer,

Sulaimaniyah

Advisers

Dr I. I. HUSSAIN, Dean, Koufa College of
Medicine, Baghdad

Mr F. BANDAR, Second Secretary,

Permanent Mission of Iraq to the
United Nations Office at Geneva and
Specialized Agencies in Switzerland

IRELAND

Delegates
Mr C. J. HAUGHEY, Minister for Health

and Social Welfare (Chief Delegate)
Dr J. C. JOYCE, Chief Medical Officer,

Department of Health (Deputy Chief
Delegate)

Mr J. O'SULLIVAN, Assistant Secretary,
Department of Health

Advisers

Mr S. GAYNOR, Ambassador, Permanent

Representative of Ireland to the

United Nations Office and to the
Specialized Agencies at Geneva

Ms A. ANDERSON- WHEELER, First Secretary,
Permanent Mission of Ireland to the
United Nations Office and to the
Specialized Agencies at Geneva

ISRAEL

Delegates

Professor J. MENCZEL, Director -General,

Ministry of Health (Chief Delegate)
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Dr J. BARROMI, Ambassador, Permanent
Representative of Israel to the United
Nations Office and the Specialized
Agencies at Geneva (Deputy Chief
Delegate)

Professor A. M. DAVIES, Hadassah Medical
School, Hebrew University, Jerusalem

Alternates
Mr S. KATZ, Assistant Director,

International Organizations Division,
Ministry of Foreign Affairs

Dr G. KEISAR, Chief, External Relations,
Ministry of Health

Dr T. H. TULCHINSKY, Head, Public Health
Services, Ministry of Health

Adviser
Mrs R. RAELI, Counsellor, Permanent
Mission of Israel to the United
Nations Office and the Specialized
Agencies at Geneva

ITALY

Delegates
Mrs T. ANSELMI, Minister of Health

(Chief Delegate)

Professor R. VANNUGLI, Director, Office
of International Relations, Ministry
of Health (Deputy Chief Delegate)

Professor L. GIANNICO, Director -General
of Public Health, Ministry of Health

Alternates
Professor F. POCCHIARI, Director,

Istituto Superiore di Sanità
Professor G. A. CANAPERIA, President,

Italian World Health Centre
Professor B. PACCAGNELLA, Director,

Institute of Hygiene, University of
Padua

Professor D. POGGIOLINI, Director -
General, Pharmaceutical Service,
Ministry of Health

Professor G. PENSO, Istituto Superiore
di Sanità

Mr L. VOZZI, Counsellor, Permanent
Mission of Italy to the United
Nations Office and to the Other
International Organizations at Geneva

Mr G. ARMENTO, Treasury Official

Advisers
Dr M. BERTOLINI, Ministry of Health
Dr G. MARAIULO, Ministry of Health
Mr G. LOJACONO, Institute of Economic

Research and Programming

IVORY COAST

Delegates
Mr J. -B. MOCKEY, Minister of State for

Public Health and Population (Chief

Delegate)
Mr A. ESSY, Ambassador, Permanent

Representative of the Republic of the

Ivory Coast to the United Nations
Office and the Specialized Agencies
at Geneva and Vienna (Deputy Chief

Delegate)
Dr I. KONE, Director of Regional and

International Relations, Ministry of
Public Health and Population

Alternates
Mr G. DOH, First Counsellor, Permanent

Mission of the Republic of the Ivory
Coast to the United Nations Office
and the Specialized Agencies at
Geneva and Vienna

Miss M. -L. BOA, First Secretary,
Permanent Mission of the Republic of
the Ivory Coast to the United Nations
Office and the Specialized Agencies
at Geneva and Vienna

JAMAICA

Delegates

Dr D. MANLEY, Minister of Health and
Environmental Control (Chief Delegate)

Dr Wynante PATTERSON, Chief Medical

Officer, Ministry of Health and
Environmental Control

Alternates
Mr T. O. B. GOLDSON, Director of

Administration, Ministry of Health and
Environmental Control

Miss V. E. BETTON, Second Secretary,
Permanent Mission of Jamaica to the
United Nations and to the Specialized
Agencies at Geneva

Mrs L. PARKINS, Personal Assistant to
the Minister of Health and
Environmental Control

Adviser

Dr P. BOYD, Planning Adviser, Ministry
of Health and Environmental Control
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JAPAN

Delegates

Mr A. KIUCHI, Minister, Permanent

Delegation of Japan to the United
Nations Office and to the International
Organizations at Geneva (Chief
Delegate)

Dr A. TANAKA, Director -General,

Statistics and Information Department,
Minister's Secretariat, Ministry of
Health and Welfare

Mr S. KANEDA, Director, International
Affairs Division, Minister's
Secretariat, Ministry of Health and
Welfare

Alternates
Dr M. UCHIYAMA, Director, Foods

Division, National Institute of
Hygienic Sciences, Ministry of Health
and Welfare

Mr S. SATO, First Secretary, Permanent
Delegation of Japan to the United
Nations Office and to the International
Organizations at Geneva

Mr T. SASAKI, Deputy Director,

Specialized Agencies Division, United
Nations Bureau, Ministry of Foreign
Affairs

Adviser
Mr S. TANIGUCHI, First Secretary,

Permanent Delegation of Japan to the
United Nations Office and to the
International Organizations at Geneva

JORDAN

Delegates

Dr T. KARADSHEH, Director -General of

Health, Municipality of Amman (Chief
Delegate)

Dr I. NABULSI, Director, Insurance
Department, Ministry of Health

Dr A. ALAWI, Counterpart Planning,
Ministry of Health

Alternate
Mr A. R. A. MA'AYTA, Head, Statistics

Division, Ministry of Health

KENYA

Delegates
Mr J. C. N. OSOGO, Minister for Health

(Chief Delegate)

Dr J. M. GEKONYO, Senior Deputy Director
of Medical Services, Ministry of

Health
Dr J. A. ALUOCH, Assistant Director of

Medical Services, Ministry of Health

Alternates
Mrs D. N. WAIYAKI, Deputy Chief Nursing

Officer, Ministry of Health
Mr J. C. OBEL, Chief Public Health

Officer, Ministry of Health

KUWAIT

Delegates
Dr A. -R. A. AL- AWADI, Minister of Public

Health (Chief Delegate)
Dr M. M. ABDUL TAWAB, Director of

Hospital Administration, Ministry of
Public Health

Dr A. M. HAMADI, Assistant Director of

Sabah Hospital, Ministry of Public
Health

Alternate
Mr A. K. A. JAFAR, Director of the

Office of the Minister of Public
Health

Adviser
Mr H. M. A. MATRUK

LAO PEOPLE'S DEMOCRATIC REPUBLIC

Delegates

Dr K. PHOLSENA, Secretary of State for
Public Health (Chief Delegate)

Dr K. SOUVANNAVONG, Director of Finance
and Planning, Ministry of Public
Health

LEBANON

Delegates
Mr M. BANNA, Ambassador, Permanent

Representative of Lebanon to the
United Nations Office at Geneva and
the Specialized Agencies in
Switzerland (Chief Delegate)

Dr R. SAADf, Director -General, Ministry
of Public Health (Deputy Chief
Delegate)

Mr M. HALLAB, Chief, Sanitary
Engineering Department, Ministry of
Public Health
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Alternates

Mr N. ABOU ASSI, Deputy Permanent
Representative of Lebanon to the
United Nations Office at Geneva and
the Specialized Agencies in

Switzerland

Mr V. BITAR, First Secretary, Permanent
Mission of Lebanon to the United
Nations Office at Geneva and the
Specialized Agencies in Switzerland

LESOTHO

Delegates
Mr P. MOTA, Minister of Health (Chief

Delegate)

Dr J. L. MOLAPO, Permanent Secretary
for Health (Deputy Chief Delegate)

Dr L. M. MOHAPELOA, Senior Medical
Officer of Mental Health

Alternate
Dr S. G. MOHALE

LIBERIA

Delegates
Dr A. B. JONES, Minister of Health and

Social Welfare (Chief Delegate)
Dr E. A. DENNIS, Director, Liberian

Institute for Biomedical Research
Dr R. E. BREWER, Chief Pathologist,
John F. Kennedy Medical Center;
Chairman, Department of Pathology,
University of Liberia

Alternate
Professor J. N. TOGBA, Professor of

Public Health, A.M. Dogliotti College
of Medicine, University of Liberia

LIBYAN ARAB JAMAHIRIYA

Delegates
Dr A. M. ABDULHADI, Under - Secretary of

Health (Chief Delegate)
Dr F. EL- GERBI, Director of the

Institutions of the Health Service in
Benghazi (Deputy Chief Delegate)

Dr S. AZZUZ, Attaché for WHO Affairs,
Permanent Mission of the Libyan Arab
Jamahiriya to the United Nations
Office at Geneva and the Specialized
Agencies in Switzerland

Alternates
Mr A. BABA, National Health

Administration
Mr A. G. ALMANA, National Health

Administration

LUXEMBOURG

Delegates

Mr E. KRIEPS, Minister of Public Health
(Chief Delegate)

Dr E. J. P. DUHR, Director of Public
Health (Deputy Chief Delegate)1

Mr J. RETTEL, Ambassador, Permanent
Representative of Luxembourg to the
United Nations Office and the
Specialized Agencies at Geneva

Alternates
Miss M. LENNERS, Government Adviser,

Ministry of Public Health
Mrs J. ANCEL -LENNERS, Deputy Permanent

Representative of Luxembourg to the
United Nations Office and the
Specialized Agencies at Geneva

Dr J. KOHL, Medical Officer, Health
Inspectorate

MADAGASCAR

Delegates
Dr E. ANDRIAMAMPIHANTONA, Secretary -

General, Ministry of Health (Chief

Delegate)
Dr D. RAJAONARIVONY, Chief, Provincial

Health Service of Antananarivo
Mr J. RASOLOFONIRINA, Chief, Evaluation

and Planning Division, Ministry of
Health

MALAWI

Delegates
Mr S. H. M. C. KWENDA, Minister of

Health (Chief Delegate)
Mr B. H. KAWONGA, Secretary for Health,

Ministry of Health
Dr D. CHILEMBA, Chief Medical Officer,
Ministry of Health

1 Chief Delegate from 11 May.
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MALAYSIA

Delegates
Mr CHONG Hon Nyan, Minister of Health

(Chief Delegate)

Dr A. T. B. LATIFF, Director of Health
Services, Ministry of Health
(Deputy Chief Delegate)

Mr YEAP Boon -Chye, Director of
Pharmaceutical Services, Ministry of
Health

Alternate
Mr B. A. ISHAK, Principal Assistant

Secretary (International Section),
Ministry of Health

MALDIVES

Delegate
Mrs M. A. ISMAIL, Minister of Health

MALI

Delegates
Mr M. KONE, Minister of Public Health

and Social Affairs (Chief Delegate)
Dr A. DIALLO, Director -General of

Public Health, Ministry of Public
Health and Social Affairs

Professor M. KOUMARE, Director -General,

National Institute of Research on the
Pharmacopoeia and Traditional Medicine

MALTA

Delegates
Dr V. MORAN, Minister of Health and

Environment (Chief Delegate)
Dr A. GRECH, Chief Government Medical

Officer, Ministry of Health and

Environment
Mr A. DEBONO, Private Secretary to the

Minister of Health and Environment

Alternate
Mr S. F. BORG, Second Secretary,

Permanent Mission of Malta to the
United Nations Office and the
Specialized Agencies at Geneva

MAURITANIA

Delegates
Mr M. A. DIOP, Minister of Administrative

Reform, Labour, Health and Social
Affairs (Chief Delegate)

Dr A. M. MOULAYE, Director, National
Hygiene Centre

Dr M. SIDATT, Director of Health

MAURITIUS

Delegates
Mr M. TEELUCK, Minister of Health

(Chief Delegate)

Dr C. M. PILLAY, Consultant in
Ophthalmology, Ministry of Health

MEXICO

Delegates
Mr H. ROMERO- ÁLVAREZ, Under- Secretary

for Protection of the Environment,
Secretariat for Health and Welfare
(Chief Delegate)

Dr R. ALVAREZ GUTIÉRREZ, Director -

General of International Affairs,
Secretariat for Health and Welfare

Dr A. FUJIGAKI LECHUGA, Director- General
of Epidemiology and Public Health
Research, Secretariat for Health and
Welfare

Alternate
Mrs O. REYES- RETANA, Minister Counsellor,

Permanent Mission of Mexico to the
United Nations Office at Geneva and
the Other International Organizations
in Switzerland

MONACO

Delegates
Dr E. BOERI, Technical Adviser,

Permanent Delegate of the Principality
of Monaco to the International Health
Organizations (Chief Delegate)

Mr D. GASTAUD, Director, Action
sanitaire et sociale
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MONGOLIA

Delegates
Dr D. NYAM -OSOR, Minister of Public Health

(Chief Delegate)
Dr G. SODNOMDARJAA, Director, State

Central Board of Medical Production
and Supplies, Ministry of Public
Health

Dr Z. JADAMBA, Foreign Relations
Division, Ministry of Public Health

Alternate
Mr S. DAVAA, Third Secretary,

Permanent Mission of the People's
Republic of Mongolia to the United
Nations Office at Geneva and the
Specialized Agencies

MOROCCO

Delegates
Dr R. RAHHALI, Minister of Public

Health (Chief Delegate)
Mr M. A. SKALLI, Ambassador, Permanent

Representative of the Kingdom of
Morocco to the United Nations Office
at Geneva and the Specialized Agencies
in Switzerland (Deputy Chief Delegate)

Dr A. LARAQUI, Secretary -General,

Ministry of Public Healthl

Alternates

Mr M. FERAA, Inspector -General of Pblic
Health, Ministry of Public Health

Dr A. JOUHARI- OUARAINI, Director of the
Office of the Minister of Public
Health2

Professor M. BENOMAR, Professor of
Cardiology, Chief, Central
Cardiovascular Diseases Service

Professor SEKKAT, Mohamed V Hospital,

Rabat

Professor M. A. DIOURI, Dean, Faculty of
Medicine, Casablanca

Dr N. FIKRI BENBRAHIM, Chief, Central
Service, Division of Epidemiology,
Ministry of Public Health

Mr H. TADOT, Chef de cabinet, Ministry
of Public Health

Dr H. BADDAG, Chief Physician, Medical
Province of Meknès

Dr B. H. MOUSSA, Attaché de cabinet,
Ministry of Public Health

1 Chief Delegate from 15 May.

2
Delegate from 15 May.

Mr M. CHRAÏBI, Second Secretary,
Permanent Mission of the Kingdom of
Morocco to the United Nations Office
at Geneva and the Specialized Agencies
in Switzerland

MOZAMBIQUE

Delegates
Dr H. F. B. MARTINS, Minister of Health

(Chief Delegate)

Mr F. V. CABO, Director of International
Relations, Ministry of Health
(Deputy Chief Delegate)

Dr A. J. R. CABRAL, Director of
Preventive Medicine, Ministry of
Health

Alternates
Dr P. M. MOCUMBI, Provincial Director

of Health
Dr J. A. S. CARVALHO, Provincial Director

of Health

Dr Maria Teresa SCHWALBACH,
Anaesthetist /Physician, Member of the

Therapeutical Commission of Pharmacy

NEPAL

Delegates
Mr P. S. LAWOTI, Minister of State for

Health (Chief Delegate)
Dr N. D. JOSHI, Director -General,

Department of Health Services

NETHERLANDS

Delegates

Mrs E. VEDER -SMIT, State Secretary of
Health and Environmental Protection
(Chief Delegate)

Dr P. SIDERIUS, Secretary -General,
Ministry of Health and Environmental
Protection

Dr J. SPAANDER, Director -General,

National Institute of Public Health

Alternates

Dr J. VAN LONDEN, Director -General
of Public Health

Professor O. J. M. KRANENDONK, Director,
Department of Tropical Hygiene,
Royal Tropical Institute
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Mr F. P. R. VAN NOUHUYS, First Secretary,
Permanent Mission of the Kingdom of
the Netherlands to the United Nations
Office and to the Other International
Organizations at Geneva

Mr M. W. H. CROM, Ministry of Foreign
Affairs

Mr H. MENALDA VAN SCHOUWENBURG,
Division of International Affairs,
Ministry of Health and Environmental
Protection

NEW ZEALAND

Delegates
Dr H. J. H. HIDDLESTONE, Director -

General of Health (Chief Delegate)
Dr A. J. SINCLAIR, Principal Medical
Officer, International Health
Section, Department of Health

Mr E. FARNON, Ambassador, Permanent
Representative of New Zealand to
the United Nations Office at Geneva

Alternates
Mr W. A. COCHRANE, Counsellor, Deputy

Permanent Representative of
New Zealand to the United Nations
Office at Geneva

Miss B. J. GRAINGER, Second Secretary,
Permanent Mission of New Zealand to
the United Nations Office at Geneva

NICARAGUA

Delegates
Dr E. J. BERNHEIM, Minister of Public

Health (Chief Delegate)
Dr O. AVILÉS, Director of Health Planning,
Ministry of Public Health (Deputy
Chief Delegate)

Dr P. SÁENZ, Adviser to the Minister of
Public Health

Alternates

Mrs Y. O. DE CASTILLO, Chief, Nursing
Division, Ministry of Public Health

Dr A. CESAR CHAMORRO

NIGER

Delegates
Mr M. SALA, Minister of Public Health

and Social Affairs (Chief Delegate)

Dr I. TALFI, Secretary -General,
Ministry of Public Health and Social
Affairs (Deputy Chief Delegate)

Dr A. IBRAHIM, Director of Health
Care Institutions, Ministry of Public
Health and Social Affairs

Alternates
Dr I. ALFA CISSE, Directeur de l'Hygiëne

et de la Médecine mobile, Ministry of
Public Health and Social Affairs

Dr M. S. DJERMAKOYE, Director, National
Office of Pharmaceutical Products

NIGERIA

Delegates
Dr P. M. OGBANG, Federal Commissioner

for Health (Chief Delegate)
Mr O. ADENIJI, Ambassador, Permanent

Representative of the Federal Republic
of Nigeria to the United Nations
Office and the Other International
Organizations at Geneva (Deputy

Chief Delegate)

Dr I. O. N. NSOLO, Director of Medical
Services and Training, Federal
Ministry of Health

Alternates
Mr E. O. OMOYELE, Permanent Secretary,

Federal Ministry of Health
Dr E. A. SMITH, Acting Director,

Public Health Services, Federal
Ministry of Health

Dr D. P. ESSIEN, Chief Consultant
Gynaecologist, Federal Ministry of
Health

Advisers

Mr G. A. FALASE, Minister, Deputy
Permanent Representative of the
Federal Republic of Nigeria to the
United Nations Office and the Other
International Organizations at Geneva

Dr J. A. OLUWOLE, Medical Director,
Neuropsychiatric Hospital,
Aro Abeokuta

Dr P. 0. EMAFO, Chief Pharmacist,
Federal Ministry of Health

Dr S. O. A. BAMGBOSE, Senior Lecturer,
University of Lagos

Mr D. B. OMOTAYO, Principal Assistant
Secretary, Federal Ministry of Health

Mr K. AHMED, Senior Counsellor,
Permanent Mission of the Federal
Republic of Nigeria to the United
Nations Office and the Other
International Organizations at
Geneva
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Mr R. A. FATUNASE, Third Secretary,
Permanent Mission of the Federal
Republic of Nigeria to the United
Nations Office and the Other
International Organizations at
Geneva

NORWAY

Delegates
Dr T. MORK, Director- General of Health

Services (Chief Delegate)
Mr B. *DAL, Director, Pharmaceutical

Division, Health Services
Dr G. VIG, County Medical Officer

Advisers
Mr H. HOSTMARK, First Secretary,

Permanent Mission of Norway to the
United Nations Office and the Other
International Organizations at Geneva

Mr O. T. CHRISTIANSEN, Counsellor,
Ministry of Foreign Affairs

OMAN

Delegates
Dr M. AL KHADURI, Minister of Health

(Chief Delegate)

Mr A. H. JAFFER, Director -General,
Medical and Pharmaceutical Supplies,
Ministry of Health

Dr S. AL- HARIMY, Head of Section for
Treatment Abroad, Ministry of Healthl

Alternate
Mr S. AL- MASKERY, Second Secretary,

Permanent Mission of the Sultanate
of Oman to the United Nations Office
at Geneva

Adviser
Dr A. R. FERGANY, Director of Public

Health, Ministry of Health

PAKISTAN

Delegates
Dr C. K. HASAN, Secretary for Health,

Population and Social Welfare

(Chief Delegate)

1 Chief Delegate from 20 May.

Dr SHAMSUL HASAN, Deputy Director -

General of Health, Ministry of Health
Professor A. IFTIKHAR, Secretary for

Health, Punjab

PANAMA

Delegates

Dr H. SPADAFORA, Vice -Minister of
Health (Chief Delegate)

Mr A. P. VILLAMONTE RAMOS, Ambassador,

Deputy Permanent Representative of
Panama to the United Nations Office
at Geneva

Dr E. GONZÁLEZ GÁLVEZ, Director -General
of Health, Ministry of Health

Alternates

Dr G. GONZÁLEZ, Regional Director of
Health, Ministry of Health

PAPUA NEW GUINEA

Delegates

Mr W. KOROWI, Minister for Health
(Chief Delegate)

Dr M. WAINETTI, Assistant Secretary
for Medical Training, Ministry of
Health

Mr K. TREZISE, Executive Officer to the
Minister for Health, Ministry of
Health

PARAGUAY

Delegate

Professor F. OJEDA VILLALBA, Director,

Nutrition Department, Ministry of
Public Health and Welfare

PERU

Delegates,

Dr O. DÁVILA ZUMAETA, Minister of Health
(Chief Delegate)

Professor J. NEYRA RAMIREZ, Vice -
Minister of Health

Mr L. CHÁVEZ-GODOY, Minister Counsellor,

Deputy Permanent Representative of
Peru to the United Nations Office
and the Other International

Organizations at Geneva
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Alternate
Miss R. SILVA Y SILVA, First Secretary,

Permanent Mission of Peru to the

United Nations Office and the Other
International Organizations at Geneva

PHILIPPINES

Delegates
Dr A. N. ACOSTA, Assistant Secretary

of Health, Department of Health

(Chief Delegate)
Dr J. J. DIZON, Director, Bureau of

Health and Medical Services,
Department of Health

Dr F. M. AGUILAR, Executive Director,
Project Management Staff, Department

of Health

Adviser
Mr C. V. ESPEJO, Administrative Officer,

Permanent Mission of the Philippines

to the United Nations Office and
Other International Organizations at

Geneva

POLAND

Delegates
Professor J. GRENDA, Under -Secretary

of State to the Ministry of Health
and Social Welfare (Chief Delegate)

Professor S. A. ORZESZYNA,
Director, Institute of Social
Medicine, Lodz Medical Academy

Professor A. WOJTCZAK, Director,
Department of Education and Science,

Ministry of Health and Social Welfare

Alternates
Professor J. SZCZERBAÑ, Deputy Director,

Institute of Surgery, Warsaw Medical
Academy

Dr R. WICIÑSKI, Deputy Chief of Social
Medicine, Medical School for
Postgraduate Education, Warsaw

Mr B. MUSIELAK, Adviser to the Minister
for Foreign Affairs

Advisers
Professor T. CHRUSCIEL, Deputy Director,
Warsaw Pharmacological Institute

Mrs L. RETKOWSKA -MIKA, Counsellor,

Department for Foreign Cooperation,
Ministry of Health and Social Welfare

PORTUGAL

Delegates

Professor M. L. MENDES, Secretary of
State for Health (Chief Delegate)

Mr A. DE CARVALHO, Ambassador,

Permanent Representative of Portugal
to the United Nations Office and the
Other International Organizations at
Geneva (Deputy Chief Delegate)

Professor A. A. DE CARVALHO SAMPAIO,
Director -General of Health, Ministry
of Social Affairs

Alternates
Professor L. A. CAYOLLA DA MOTTA,

Director, Bureau of Studies and
Planning, Ministry of Social Affairs

Dr A. BARREIROS E SANTOS, Adviser,
Secretariat of State for Foreign
Affairs and Emigration

Mr A. PINTO DE LEMOS, Attaché,
Permanent Mission of Portugal to
the United Nations Office and the
Other International Organizations
at Geneva

QATAR

Delegates
Mr K. M. AL MANAA, Minister of Public

Health (Chief Delegate)
Dr A. A. AL- BAKER, Director, Surgical

Department, Ministry of Public Health
(Deputy Chief Delegate)

Mr M. G. AL -FAIN, Director, Office of
the Minister of Public Health

Alternates

Dr S. A. TAJELDIN, Director, Preventive
Health Services, Ministry of Public
Health

Mr A. W. AL- MAWLAWI, International

Relations Officer, Ministry of
Public Health

Mr A. K. M. AL- ASSIRI, Head of General

Services, Ministry of Public Health

REPUBLIC OF KOREA

Delegates

Dr S. H. PARK, Vice -Minister, Ministry
of Health and Social Affairs
(Chief Delegate)
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Mr C. S. SHIN, Minister, Permanent

Mission of the Republic of Korea to
International Organizations at Geneva
(Deputy Chief Delegate)

Dr K. S. CHANG, Director- General,

Bureau of Medical Affairs, Ministry
of Health and Social Affairs

Alternates

Mr H. H. SHIN, Second Secretary,
Permanent Mission of the Republic of
Korea to International Organizations
at Geneva

Mr M. G. JEON, Director, Division of
International Affairs, Ministry of
Health and Social Affairs

Dr W. H. YOO, Director, Division of
Tuberculosis Control, Ministry of
Health and Social Affairs

ROMANIA

Delegates
Dr M. ALDEA, Vice -Minister of Health;

Director, Institute of Hygiene and

Public Health, Bucharest (Chief Delegate)
Dr R. OZUN, Director of Medical
Assistance, Ministry of Health
(Deputy Chief Delegate)

Professor I. ORHA, Head, Department of
Preventive Cardiology, Fundeni Hospital
Institute of Medicine and Pharmacy,

Bucharest

Advisers
Dr V. TUDOR, Counsellor, Permanent

Mission of the Socialist Republic of
Romania to the United Nations Office
and the Specialized Agencies at Geneva

Dr A. BULLA, Adviser, Ministry of Health

Mr C. IVAFU, Second Secretary,
Permanent Mission of the Socialist

Republic of Romania to the United
Nations Office and the Specialized
Agencies at Geneva

RWANDA

Delegates

Dr J. -B. RWASINE, Director -General of

Pharmacy, Ministry of Public Health
(Chief Delegate)

Dr B. MUREMYANGANGO, Deputy Director,
Ndera Psychiatric Centre

SAMOA

Delegates
Mr T. T. IMO, Minister of Health

(Chief Delegate)

Dr S. T. FAAIUASO, Acting Director
of Health

SAO TOME AND PRINCIPE

Delegates
Dr F. J. H. SEQUEIRA, Minister of

Health (Chief Delegate)
Dr F. DA COSTA NOBRE DE CARVALHO,

Physician, Directorate of Health
Services

SAUDI ARABIA

Delegates
Dr H. A. GEZAIRY, Minister of Health

(Chief Delegate)

Dr H. A. AL- SUGAIR, Deputy Minister for
Health Affairs (Deputy Chief Delegate)

Dr Y. AL- HEMEIDAN, Director- General of

Administration, Ministry of Health

Alternates

Dr M. I. SHOURA, Director -General of

Laboratories and Blood Banks
Dr H. B. KIRIMLY, Director, Department

of International Health, Ministry of
Health

Dr S. S. ISLAM, Technical Adviser to
the Minister of Health, Ministry of
Health

Dr J. M. AASHI, Assistant Director -
General of Preventive Medicine,
Ministry of Health

Mr N. H. QUTUB, Secretary to the
Minister of Health for International
Conference Affairs

SENEGAL

Delegates
Mr M. DIOP, Minister of Public Health

(Chief Delegate)
Dr F. WADE, Director of Public Health,
Ministry of Public Health

(Deputy Chief Delegate)

Mr D. B. GUEYE, Deputy of the National
Assembly
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Advisers
Professor O. SYLLA, Technical Adviser,
Ministry of Public Health

Mr J. P. CRESPIN, Counsellor, Permanent
Mission of the Republic of Senegal to
the United Nations Office and the
Specialized Agencies at Geneva

SIERRA LEONE

Delegates
Mr D. F. LUKE, Minister of Health

(Chief Delegate)

Mr S. E. JOHNNY, Permanent Secretary,

Ministry of Health

Dr Marcella G. E. DAVIES, Chief
Medical Officer, Ministry of Health

SINGAPORE

Delegates
Dr TOH Chin Chye, Minister for Health

(Chief Delegate)
Dr NG Kwok Choy, Superintendent,

Kandang Kerbau Hospital
Mr SEOW Kai Hean, Chargé d'affaires a.i.,

Permanent Mission of the Republic of
Singapore to the United Nations Office
and the Specialized Agencies at Geneva

SOMALIA

Delegates
Mr M. RABILE, Minister of Health

(Chief Delegate)
Mr A. S. OSMAN, Ambassador, Permanent

Representative of the Democratic
Republic of Somalia to the United
Nations Office at Geneva and the
Specialized Agencies in Switzerland
(Deputy Chief Delegate)

Dr A. M. HASSAN, Director, Curative
Department, Ministry of Health

Alternate
Dr A. DERIA, Director, Department of

Public Health, Ministry of
Health

SPAIN

Delegates
Mr E. SÁNCHEZ DE LEÓN PEREZ, Minister

of Health and Social Security

(Chief Delegate)

Mr J. DE PALACIOS Y CARVAJAL, Under -
Secretary for Health, Ministry of
Health and Social Security

Mr A. ALVAREZ DE TOLEDO, Deputy
Permanent Representative of Spain to
the United Nations Office at Geneva
and the Other International
Organizations in Switzerland

Alternates

Mr J. VINES RUEDA, Director -General of
Public Health and Veterinary Hygiene,
Ministry of Health and Social
Security

Mr J. DE LA CUEVA FERNANDEZ DEL CAMPO,

Assistant Director -General of Inter-
national Affairs, Ministry of Health
and Social Security

Dr G. CLAVERO GONZALEZ, Assistant
Director -General of Preventive .

Medicine, Ministry of Health and
Social Security

Mr F. FERRANDIZ GARCÍA, Assistant
Director -General of Pharmaceutical
Institutions and Assistance, Ministry
of Health and Social Security

Advisers

Dr E. ZAPATERO VILLALONGA, Chief,
Valladolid Provincial Health Services

Mr L. GARCÍA CEREZO, First Secretary,
Permanent Mission of Spain to the
United Nations Office at Geneva and
the Other International Organizations
in Switzerland

SRI LANKA

Delegates
Mr G. JAYASURIYA, Minister of Health

(Chief Delegate)
Mr S. DE ALWIS, Ambassador, Permanent

Representative of the Republic of
Sri Lanka to the United Nations Office
and the Other International
Organizations at Geneva

Mr K. BRECKENRIDGE, Counsellor,
Permanent Mission of the Republic of
Sri Lanka to the United Nations Office
and the Other International
Organizations at Geneva

Alternate

Dr S. D. M. FERNANDO, Deputy Director
of Health Services

SUDAN

Delegates
Mr H. A. KHALID, Minister of Health

(Chief Delegate)
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Dr A. MUKHTAR, Under -Secretary, Ministry

of Health (Deputy Chief Delegate)1
Dr A. A. EL GADDAL, Director -General,

International Relations and Malaria
Project, Ministry of Health2

Alternate
Dr N. L. WARILLE, Director, Regional

Ministry of Health and Social Welfare
(Southern Sudan)3

Adviser

Professor O. BILAIL, Director of

Postgraduate Studies, University of
Khartoum

SURINAME

Delegates
Dr W. A. VAN KANTEN, Director of Health,
Ministry of Health (Chief Delegate)

Dr F. T. T. J. SIEM TJAM, Deputy
Director of Health, Ministry of Health

Adviser
Mr G. M. LICHTVELD, Deputy Director,

Government Pharmaceutical Services

SWAZILAND

Delegates

Dr P. S. P. DLAMINI, Minister for Health
and Education (Chief Delegate)

Dr Z. M. DLAMINI, Director of Medical
Services, Ministry of Health and
Education

Miss R. HABEDI, Chief Pharmacist,
Ministry of Health and Education

SWEDEN

Delegates
Mrs I. TROEDSSON, Minister of Health,

Ministry of Health and Social Affairs

(Chief Delegate)

1 Chief Delegate from 15 May.

2 Chief Delegate from 12 to 14 May,

Deputy Chief Delegate from 15 May.
3

Delegate from 15 May.

Dr S. ALSEN, Acting Deputy Director -

General, National Board of Health and
Welfare (Deputy Chief Delegate)4

Dr M. TOTTIE, Senior Medical Officer,
National Board of Health and Welfare

Alternates
Mr I. NYGREN, Director, Ministry of

Health and Social Affairs5
Miss G. K. NORDSTROM, Head of section,

Ministry of Health and Social Affairs

Mr K. STENSTROM, Head of section,
Ministry for Foreign Affairs

Mr L. GRUNDBERG, First Secretary,
Permanent Mission of Sweden to the
United Nations Office and the Other
International Organizations at Geneva

Advisers
Professor A. LILJESTRAND, Head,

Department of Drugs, National Board of

Health and Welfare
Mr G. LENNMARKER, Information Adviser,

National Board of Health and Welfare
Mr A. OLJELUND, Head of section,
Ministry for Foreign Affairs

Mr B. STENSSON, Head of section,
Swedish International Development
Authority

SWITZERLAND

Delegates
Mr H. HÜRLIMANN, Federal Counsellor;

Chief, Federal Department of the
Interior (Chief Delegate)

Dr U. FREY, Director, Federal Public
Health Service (Deputy Chief
Delegate)6

Dr C. FLEURY, Chief, Infectious Diseases
Section, Federal Public Health

Service 7

Advisers
Mr M. JEANRENAUD, Conseiller

d'Ambassade, Permanent Mission of
Switzerland to the International
Organizations at Geneva 8

4Chief Delegate from 11 May.

5Delegate from 11 May.

6Chief Delegate from 9 May.

7Deputy Chief Delegate from 9 May.

8Delegate from 9 May.
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Mr J. STREULI, Collaborateur
diplomatique, Multilateral Affairs
Section, Directorate for Cooperation

in Development and Humanitarian Aid

Mr P. FISCHER, Director, Intercantonal
Office for Drug Control

Mr R. RIGONI,Director, Sandoz Institute
for Health and Socioeconomic Studies,

Geneva
Mr J. -P. BERTSCHINGER, Chief,

Pharmaceutical Section, Federal Public

Health Service
Mr H. KELTERBORN, Legal Officer,

Federal Public Health Service

SYRIAN ARAB REPUBLIC

Delegates
Dr M. A. AL -YAFI, Director of

International Health Affairs, Ministry
of Health (Chief Delegate)

Miss M. SHEIKH FADLI, Minister
Plenipotentiary, Permanent Mission of

the Syrian Arab Republic to the United

Nations Office and Other Specialized
Agencies at Geneva

THAILAND

Delegates

Professor Y. SUJJAVANICH, Minister of
Public Health (Chief Delegate)

Dr P. TUCHINDA, Under -Secretary of State,
Ministry of Public Health

Dr S. PLIANBANGCHANG, Director, Division
of Technical Services, Department of
Medical Services, Ministry of Public
Health

Alternate
Dr N. SADUDI, Director, Provincial
Hospital Division, Ministry of Public
Health

Adviser
Mr S. INSINGHA, Counsellor, Deputy

Permanent Representative of Thailand
to the United Nations Office at Geneva
and the Specialized Agencies in
Switzerland

TOGO

Delegates

Mr H. BODJONA, Minister of Public Health,
Social Affairs and Advancement of
Women (Chief Delegate)

Dr F. JOHNSON -ROMUALD, Inspector of
Pharmacies, Ministry of Public Health,

Social Affairs and Advancement of

Women

Dr T. HOUENASSOU- HOUANGBE, Director -

General of Public Health, Ministry of
Public Health, Social Affairs and
Advancement of Women

Alternates
Dr T. KARSA, Director, Division of
Epidemiology, General Directorate of
Public Health

Mr P. BELEYI, Director of Cultural and
Social Affairs, Ministry of Foreign
Affairs and Cooperation

TONGA

Delegate
Dr S. TAPA, Minister of Health

TRINIDAD AND TOBAGO

Delegates
Mr Kamaluddin MOHAMMED, Minister of

Health (Chief Delegate)
Mr T. C. TAITT, Permanent Secretary,
Ministry of Health (Deputy Chief
Delegate)

Dr Elizabeth S. M. QUAMINA, Chief
Medical Officer, Ministry of Health

Alternates
Mrs A. AUGUSTE, Ambassador, Permanent

Representative of Trinidad and Tobago

to the United Nations Office at
Geneva and the Specialized Agencies

in Europe
Mr T. SPENCER, Head, Political and

Economic Division, Ministry of

External Affairs

TUNISIA

Delegates
Professor M. BEN HAMIDA, Minister of

Public Health (Chief Delegate)
Mr M. BEN FADHEL, Ambassador, Permanent

Representative of Tunisia to the
United Nations Office at Geneva and
the Specialized Agencies in
Switzerland (Deputy Chief Delegate)
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Mr T. BEN YOUSSEF, Attaché de Cabinet,
Ministry of Public Health

Alternate
Mr L, EL AFI, Chief of Section, Division

of International Cooperation, Ministry

of Public Health

Advisers
Professor H. BEN AYED, Dean, Faculty of
Medicine, Tunis

Professor B. HAMZA, Director, National
Institute of Child Health

Professor T. NACEF, Director of
Preventive and Social Medicine,

Ministry of Public Health
Mr T. ACHOUR, Attaché de cabinet,

Ministry of Public Health

Mr S. BEN REJEB, Attaché d'Ambassade,
Permanent Mission of Tunisia to the
United Nations Office at Geneva and

the Specialized Agencies in

Switzerland
Mr Z. FITOURI, Administrative Officer,

Ministry of Public Health

TURKEY

Delegates
Dr M. TAN, Minister of Health and

Social Assistance (Chief Delegate)
Professor I. DOGRAMACI, Member of the

Higher Health Council; President,

Council of Rectors of Turkish

Universities; Director, Institute

of Child Health (Deputy Chief
Delegate)1

Dr T. GORKER, Secretary of State,
Ministry of Health and Social
Assistance

Alternates
Dr F. ISIK, Under - Secretary of State,

Ministry of Health andSocialAssistance
Mr K. TOPERI, Deputy Permanent

Representative of Turkey to the United
Nations Office at Geneva and the Other

International Organizations in
Switzerland

Dr E. AKER, Director -General of Health,

Ministry of Health and Social
Assistance

Advisers
Mr U. TAZEBAY, Director of External

Relations, Ministry of Health and

Social Assistance

1 Chief Delegate from 13 May.

Professor M. O. OZTÜRK, Director
GeilbW Psychiatric Hospital;
Chairman, Psychiatric Department,
Hacettepe University, Ankara

Professor M. ÇORUH, Professor of

Primary Health Care, Hacettepe

University, Ankara
Professor T. PIRNAR, Director, Institute

of Ecology, and Professor of
Radiology, Hacettepe University,
Ankara

Professor O. KAYAALP, Dean, Faculty of
Pharmacy, Hacettepe University, Ankara

Mr H. UTKAN, First Secretary, Permanent
Mission of Turkey to the United Nations
Office at Geneva and the Other
International Organizations in
Switzerland

UGANDA

Delegates
Dr E. G. N. MUZIRA, Permanent Secretary,

Director of Medical Services,
Ministry of Health (Chief Delegate)

Mr J. RUBERANTWARI, Chief Pharmacist,
Ministry of Health

Dr J. C. NDIKU, Provincial Commissioner
for Health, Western Province

Alternates
Mr N. K. MUBIRU, Principal Research

Officer, Natural Chemotherapeutic
Research Laboratories, Kampala

Mr I. M. BACHU, Chief Pharmacist,
Ministry of Defence

UNION OF SOVIET SOCIALIST REPUBLICS

Delegates
Dr D. D. VENEDIKTOV, Deputy Minister
of Health of the USSR (Chief
Delegate)

Mrs Z. V. MIRONOVA, Ambassador,
Permanent Representative of the USSR
to the United Nations Office and the
Other International Organizations at
Geneva

Dr P. P. IRINSKIJ, Docent, Second

Moscow State Medical Institute

Alternates
Dr D. A. ORLOV, Chief, External

Relations Board, Ministry of Health
of the USSR
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Dr N. N. FETISOV, Deputy Chief,

External Relations Board, Ministry of
Health of the USSR

Dr V. K. TATOCENKO, Head of Department,
Institute of Paediatrics of the
Academy of Medical Sciences of the
USSR

Dr E. V. GALAHOV, Head, Foreign Health
Services Department, All -Union

Institute for Research on Social
Hygiene and Public Health
Administration, Ministry of Health of
the USSR

Dr V. V. FEDOROV, Senior Scientific

Officer, All -Union Institute for

Research on Social Hygiene and Public
Health Administration, Ministry of
Health of the USSR

Professor F. F. SOPRUNOV, Head of
Department, E. I. Marcinovskij

Institute of Medical Parasitology and
Tropical Medicine, Ministry of Health
of the USSR

Mr B. N. PAKIN, Deputy Departmental
Chief, Staffing Board, Ministry of
Health of the USSR

Dr B. S. ME2EVITINOV, Deputy Chief,

Board for the Introduction of New
Medicaments and Medical Techniques,
Ministry of Health of the USSR

Advisers
Mr A. A. KISELEV, Counsellor,

Permanent Representation of the USSR to

the United Nations Office and the
Other International Organizations
at Geneva

Mr N. V. NOVIKOV, Counsellor,
Permanent Representation of the USSR to

United Nations Office and the Other

International Organizations at
Geneva

Mr D. A. SOKOLOV, Counsellor,
Department of International Economic
Organizations, Ministry of Foreign
Affairs of the USSR

Mr V. A. VODORACKIJ, Senior Inspector,
External Relations Board, Ministry
of Health of the USSR

UNITED ARAB EMIRATES

Delegates

Mr K. M. AL ROOMI, Minister of Health
(Chief Delegate)

Dr F. K. AL-QASSIMI, Director, Health
Department of Sharjah

Dr A. W. Y. AL- MUHAIDEB, Federal

Director, Department of Preventive
Medicine, Ministry of Health

Advisers
Mr A. S. MOHAMMED

Dr T. I. BARAKAT, Adviser to the
Ministry of Health

UNITED KINGDOM OF GREAT BRITAIN
AND NORTHERN IRELAND

Delegates

Sir Henry YELLOWLEES, Chief Medical
Officer, Department of Health and
Social Security (Chief Delegate)

Professor J. J. A. REID, Chief Medical
Officer, Scottish Home and Health
De partmentl

Dr E. L. HARRIS, Deputy Chief Medical
Officer, Department of Health and
Social Security

Alternates

Dr J. L. KILGOUR, Chief Medical Adviser,
Ministry of Overseas Development;
Head, International Health Division,
Department of Health and Social
Security

Miss P. M. FRIEND, Chief Nursing
Officer, Department of Health and
Social Security

Mr H. W. SEABOURN, Assistant Secretary,
International Health Division,
Department of Health and Social
Security

Dr I. T. FIELD, Senior Medical Officer,

International Health Division,
Department of Health and Social
Security

Advisers

Miss M. R. EDWARDS, Principal,

International Relations Division,
Department of Health and Social
Security

Miss J. M. DIMOND, Principal, Ministry
of Overseas Development

Mr K. G. MacINNES, Counsellor,
Permanent Mission of the United
Kingdom to the United Nations Office
and the Other International
Organizations at Geneva

Mr C. L. MAYHEW, Second Secretary,

Permanent Mission of the United
Kingdom to the United Nations Office
and the Other International

Organizations at Geneva
Dr J. P. GRIFFIN, Senior Principal

Medical Officer, Department of Health
and Social Security

1 Chief Delegate from 12 to 20 May.
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Mr A. J. MERIFIELD, Under -Secretary,
Head of Industries and Exports
Division, Department of Health and

Social Security

UNITED REPUBLIC OF CAMEROON

Delegates
Mr P. FOKAM KAMGA, Minister of Public

Health (Chief Delegate)
Mr S. NKO'OETOUNGOU, Ambassador in

Belgium and Permanent Representative
of Cameroon to the United Nations
Office at Geneva and the Specialized
Agencies in Switzerland (Deputy Chief

Delegate)
Dr P. C. MAFIAMBA, Technical Adviser,

Ministry of Public Health

Alternate

Dr KESSENG MABEN, Deputy Director of
Preventive Medicine and Public Hygiene,

Ministry of Public Health

UNITED REPUBLIC OF TANZANIA

Delegates
Dr L. STIRLING, Minister of Health

(Chief Delegate)
Dr K. N. M. MTERA, Director of

Preventive Services, Ministry of
Health (Deputy Chief Delegate)

Dr J. MWAKALUKWA, Medical Officer,
Ministry of Health

Alternates

Mr S. L. ADEL, Senior Economist,
Ministry of Health

Dr S. J. NKINDA, Senior Medical Officer,
Ministry of Health

Advisers
Mr P. WALAKIRA, Consultant in charge of

Management Training for the Health
Services, East African Management
Institute

Dr SYOUM GEBREGIZABHER, Adviser in charge
of Management Training for the East
African Management Institute

UNITED STATES OF AMERICA

Delegates
Mr J. A. CALIFANO Jr, Secretary of

Health, Education and Welfare,
Department of Health, Education and

Welfare (Chief Delegate)

Dr J. B. RICHMOND, Assistant Secretary
for Health, Department of Health,
Education and Welfare (Deputy Chief

Delegate)1
Dr J. H. BRYANT, Director- designate,

Office of International Health,
Department of Health, Education and
Welfare2

Alternates
Mr R. F. ANDREW, Director, Directorate

for Health and Drug Control, Bureau
of International Organizations Affairs,
Department of State

Dr L. M. HOWARD, Director of Health
Services, Agency for International

Development
Mr W. J. VANDEN HEUVEL, Ambassador,

United States Permanent Representative
to the United Nations Office and Other
International Organizations at

Geneva

Advisers
Dr R. DE CAIRES, Associate Director,

Office of International Health,
Department of Health, Education and
Welfare

Dr R. FORTUINE, International Health
Attaché, United States Permanent Mission
to the United Nations Office and Other
International Organizations at Geneva

Dr D. HOPKINS, Assistant Director for
Operations, Center for Disease
Control, Department of Health,
Education and Welfare

Dr J. JENNINGS, Associate Commissioner
for Medical Affairs, Food and Drug
Administration, Department of Health,
Education and Welfare

Dr C. KUPFER, Director, National Eye
Institute, National Institutes of
Health, Department of Health,
Education and Welfare

Dr T. E. MALONE, Deputy- Director,
National Institutes of Health,
Department of Health, Education and
Welfare

Mr P. G. ROGERS, United States Congress

Mr D. ROSTENKOWSKI, United States
Congress

Dr Barbara UNDERWOOD, Visiting

Professor of Nutrition, Massachusetts
Institute of Technology, Boston

Professor A. WOLMAN, Professor Emiritus,
Johns Hopkins University

1 Chief Delegate on 11 and 12 May.

2
Chief Delegate from 13 May.
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UPPER VOLTA

Delegates

Dr T. DOUAMBA, Minister of Public Health
and Social Affairs (Chief Delegate)1

Dr J. -M. KYELEM, Director -General of

Health and Social Affairs (Deputy
Chief Delegate)

Dr M. OUOBA, Director of Public Health,
Ministry of Public Health and Social
Affairs

Alternates

Dr M. DIALLO, Director,
Tuberculosis Control,

Mr H. YAMEOGO, Director
Services, Ministry of
and Social Affairs

URUGUAY

Centre for
Ouagadougou

, Pharmaceutical

Public Health

Delegates

Dr A. CANELLAS, Minister of Public
Health (Chief Delegate)

Dr J. J. REAL, Ambassador, Permanent
Representative of Uruguay to the
United Nations Office and the
Specialized Agencies at Geneva
(Deputy Chief Delegate)

Dr A. MOERZINGER, Secrétaire
d'Ambassade, Permanent Mission of
Uruguay to the United Nations Office
and the Specialized Agencies at
Geneva

Alternate
Dr M. KATZ MAYER, Director,

Department of Public Health; Regional
Supervisor (East)

VENEZUELA

Delegates
Dr J. M. PADILLA LEPAGE, Director of

Public Health, Ministry of Health and
Social Welfare (Chief Delegate)

Dr C. BARRIOS, Chief, Division of
Pharmaceutical and Cosmetic Products,
Ministry of Health and Social Welfare

Dr I. SILVA LANDAETA, Chief, Office for
Coordination of the Family Planning
Programme, Ministry of Health and
Social Welfare

Unable to attend.

Advisers

Dr R. VALLADARES, Chief, Office of
International Public Health, Ministry
of Health and Social Welfare

Dr R. RISQUEZ IRIBARREN, Secretary of
the National Health Council, Ministry
of Health and Social Welfare

Dr Maria Esperanza RUESTA DE FURTER,
Chargée des Affaires sociales,

Permanent Mission of Venezuela to the
United Nations Office and the Other
International Organizations at Geneva

VIET NAM

Delegates

Dr NGUYEN VAN DAN, Vice- Minister of

Health (Chief Delegate)
Mr NGUYEN VAN TRONG, Director,

Department of External Relations,
Ministry of Health

Dr PHAM VAN GIAN, Director, Department

of Science and Technology, Ministry
of Health

YEMEN

Delegates
Dr A. M. M. ABDULLA, Minister of Health

(Chief Delegate)

Mr H. AL- MUKBALY, Ambassador, Permanent
Representative of the Yemen Arab
Republic to the United Nations Office
at Geneva and the Specialized Agencies
in Europe

Mr K. A. R. EL- SAKKAF, Director of

International Health Relations,
Ministry of Health

Alternate
Dr M. M. HAGER, Director of Preventive
Medicine, Ministry of Health

YUGOSLAVIA

Delegates

Mrs Z. TOMIC, Member of the Federal
Executive Council; President of the
Federal Committee for Health and
Social Welfare (Chief Delegate)

Dr I. MARGAN, President, Yugoslav
Commission for Cooperation with
International Health Organizations
(Deputy Chief Delegate)
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Professor D. JAKOVLJEVI6, Member of the
Yugoslav Commission for Cooperation
with International Health
Organizations

Advisers

Professor B. COLAKOVIC, Member of the
Yugoslav Commission for Cooperation
with International Health

Organizations
Dr Dragica KLISINSKA, Secretary,

Yugoslav Commission for Cooperation
with International Health

Organizations
Mrs G. DIKLIC- TRAJKOVIC, Adviser,

Permanent Mission of the Socialist
Federal Republic of Yugoslavia to the
United Nations Office and the
International Organizations at Geneva

Mr T. BOJADZIJEVSKI, Adviser, Federal
Secretariat for Foreign Affairs

Mr D. BOBAREVIC, Head, Group for
International Cooperation, Federal
Committee for Health and Social
Welfare

Mrs S. MOMCILOVIC, Adviser,
Federal Committee for Health and
Social Welfare

Mr B. BOGDAN, University of Ljubljana

ZAIRE

Delegates
Mr M. K. TSHIBANGU, State Commissioner

for Public Health (Chief Delegate)
Dr B. LEKIE, Director -General,

Department of Public Health (Deputy
Chief Delegate)1

Dr B. ILUNGA, Director in the
Department of Public Health

Alternates
Mr T. BINTU, Ambassador, Permanent

Representative of the Republic of
Zaire to the United Nations Office at
Geneva and the Specialized Agencies
in Switzerland

Dr M. N. NKONDI, Director in the
Department of Public Health

Dr R. KALISA, Director, Expanded
Programme of Vaccination, Department
of Public Health

Mr A. LUBUNGU, Second Secretary,
Permanent Mission of Zaire to the
United Nations Office at Geneva and
the Specialized Agencies in
Switzerland

Adviser
Mr M. T. MBUY, Private Secretary to the

State Commission for Public Health

ZAMBIA

Delegates
Mr C. M. MWANANSHIKU, Minister of

Health (Chief Delegate)
Dr S. H. SIWALE, Assistant Director of
Medical Services (Planning and
Development), Ministry of Health

Mrs H. K. MATANDA, Chief Nursing
Officer, Ministry of Health

REPRESENTATIVE OF AN ASSOCIATE MEMBER

NAMIBIA

Dr I. IDONGO

OBSERVERS FOR A NON -MEMBER STATE

HOLY SEE

Monsignor J. GÉRAUD
Rev. Father P. BOLECH

1 Chief Delegate from 16 May.
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OBSERVERS

ORDER OF MALTA

Count DE NOÛE, Ambassador, Permanent
Delegate of the Sovereign Order of

Malta to the International
Organizations at Geneva

Count E. DECAZES, Ambassador, Deputy
Permanent Delegate of the Sovereign
Order of Malta to the International
Organizations at Geneva

Dr A. VOGT, Acting Secretary -General,

International Committee of the
Sovereign Order of Malta for Aid to
Leprosy Victims

Mr R. VILLARD DE THOIRE, Counsellor,

Permanent Delegation of the Sovereign
Order of Malta to the International
Organizations at Geneva

OBSERVERS INVITED IN ACCORDANCE WITH
RESOLUTION WHA27.37

AFRICAN NATIONAL CONGRESS (SOUTH AFRICA)

Dr P. L. MFELANG

PALESTINE LIBERATION ORGANIZATION

Dr R. ARAFAT, President, Palestinian
Red Crescent

Dr A. TOUBASI, Member of the Executive
Committee of the Palestine Liberation
Organization

Mr D. BARAKAT, Permanent Observer of the
Palestine Liberation Organization to
the United Nations at

United Nations

Dr A. KHALIL
Mr C. ARMALI
Dr A. AL LABADI
Miss N. AWAD

PAN AFRICANIST CONGRESS OF AZANIA
(SOUTH AFRICA)

Miss S. SIWISA
Mr N. MADLALA

THE PATRIOTIC FRONT (ZIMBABWE)

Dr E. B. MALABA, Director of Medical

REPRESENTATIVES OF THE EXECUTIVE BOARD

Dr S. BUTERA
Dr A. A. AL-BAKER
Dr W. G. B. CASSELMAN
Dr Méropi VIOLAKI-PARASKEVA

CHAIRMAN OF THE SPECIAL COMMITTEE

OF EXPERTS TO STUDY THE HEALTH
CONDITIONS OF THE INHABITANTS OF THE

OCCUPIED TERRITORIES IN THE MIDDLE EAST

Dr F. WADE

REPRESENTATIVES OF THE UNITED NATIONS
AND RELATED ORGANIZATIONS

Mr S. QUIJANO -CABALLERO, Director,

External Relations and Inter -Agency
Affairs

Mr P. CASSON, Deputy Director, External

Relations and Inter- Agency Affairs
Mr T. S. ZOUPANOS, Co- ordination

Officer, External Relations and Inter -
Agency Affairs
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Mr V. LISSITSKY, Co- ordination Officer,
External Relations and Inter -Agency

Affairs

Mr R. J. B. ROSSBOROUGH, Director,
Office of the Disaster Relief
Co- ordinator

Dr G. M. LING, Director, Division of

Narcotic Drugs

Dr N. KANDEMIR, Deputy Director,
Division of Narcotic Drugs

Dr M. KILIBARDA, Chief, Drug Demand and
Information, Division of Narcotic
Drugs

Mr A. NOLL, Secretary of the Commission
on Narcotic Drugs, Division of
Narcotic Drugs

Mrs K. SAMPAIO -HOOLEY, Human Rights
Officer, Division of Human Rights

United Nations Children's Fund

Mr E. EL -ATKI, Senior External

Relations Officer for Programmes
Dr F. M. JOFFRE, Senior External

Relations Officer

United Nations Relief and Works Agency for
Palestine Refugees in the Near East

Dr J. H. PUYET, Director of Health

Mr P. BERTRAND, UNRWA Representative in
Europe

United Nations Development Programme

Mr S. ANDERSEN, Assistant Administrator
and Director, UNDP European Office

Miss R. COLLOMB, External Relations
Officer, UNDP European Office

United Nations Environment Programme

Mr G. BIRYUKOV
Mr A. DIAMANTIDIS

United Nations Industrial Development
Organization

Mr A. PATHMARAJAH, Special Representative
of the Executive Director

United Nations Institute for Training and

Research

Mr H. GEISER, Officer -in- charge

International Narcotics Control Board

Mr S. STEPCZYÑSKI, Secretary of the
Board

Mr F. RAMOS- GALINO, Deputy Secretary of
the Board

United Nations Fund for Drug Abuse Control

Dr B. REXED, Executive Director

Office of the United Nations High
Commissioner for Refugees

Mr T. LUKE, Chief, Programming and

Co- ordination

Miss C. L. HAMLISCH, Inter -Agency
Affairs Officer

International Labour Organisation

Mr M. CARRILLO, Liaison Officer
(International Organisations),
Official Relations Branch

Dr D. DJORDJEVIC, Occupational Safety
and Health Branch

Mr A. LAHLOU, International
Organisations, Official Relations
Branch

United Nations Educational, Scientific
and Cultural Organization

Professor A. TRAPERO -BALLESTERO, Chief,
Equivalence of Studies and Diplomas,
Division of Higher Education and the
Training of Educational Personnel

International Bank for Reconstruction and
Development (World Bank)

Dr K. KANAGARATNAM, Director, Population
Projects Department

Dr J. A. LEE, Environmental and Health
Adviser
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World Meteorological Organization

Mr L. M. MIRIDONOV, External Relations
Officer, Office of the Secretary -

General

Inter -Governmental Maritime Consultative

Organization

Mr F. D. MASSON, IMCO Liaison Officer

in Geneva

Commonwealth Secretariat

International Atomic Energy Agency

Mrs M. OPELZ, Head, IAEA Office in
Geneva

REPRESENTATIVES OF OTHER INTERGOVERNMENTAL
ORGANIZATIONS

Sir Kenneth L. STUART, Medical Adviser
Dr P. I. BOYD

Dr N. A. DE HEER, Executive Director
Dr V. K. KYARUZI, Regional Secretary
Mr K. G. MATHER, Chief Executive Officer

Intergovernmental Committee for European
Migration

Dr C. SCHOU, Chief Medical Officer

International Civil Defence Organization

Dr E. MUSSO, Member of the College of
Advisers

Mr M. BODI, Secretary -General
Mr M. H. SEDDIK, Director, Studies and

Training Division

International Committee of Military
Medicine and Pharmacy

Dr E. EVRARD
Dr C. DÎAZ-COLLER
Mr A. HUBER

League of Arab States

Mr A. EL ASSAD, Deputy Secretary -

General
Dr Z. A. HAMDI, Director, Health

Department
Dr A. SAFWAT, Health Department

Organization of African Unity

Mr N. DJOUDI, Ambassador, Assistant
Secretary -General

Dr M. H. RAJABALLY, Director, Health
and Nutrition Division

Mr M. SEKOURI -ALAOUI, Attaché,
Permanent Delegation of the
Organization of African Unity at

Geneva

Organization for Economic Co- operation
and Development

Dr R. HILLIARD, Director for Environment

REPRESENTATIVES OF NONGOVERNMENTAL ORGANIZATIONS
IN OFFICIAL RELATIONS WITH WHO

African Medical and Research Foundation
International

Dr A. M. WOOD

Christian Medical Commission

Dr Katherine JOBSON
Dr S. J. KINGMA
Dr E. R. RAM
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Council for International Organizations of

Medical Sciences

Dr A. GELLHORN
Dr Z. BANKOWSKI

European Society for Clinical

Investigation

Dr W. A. MULLER

International Academy of Pathology

Dr S. WIDGREN

International Air Transport Association

Mr R. W. BONHOFF

International Association for Accident

and Traffic Medicine

Mr R. ANDREASSON

International Association of Logopedics

and Phoniatrics

Professor A. MULLER

International Association of
Microbiological Societies

Professor R. -H. REGAMEY

International Committee of Catholic Nurses

Mrs E. VAN DER GRACHT -CARNEIRO

Mr P. D. M. SLEIJFFERS

International Committee of the Red Cross
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VERBATIM RECORDS OF THE PLENARY MEETINGS

FIRST PLENARY MEETING

Monday, 8 May 1978, at 15h00

President: Dr S. TAPA (Tonga)

1. OPENING OF THE SESSION

The PRESIDENT:

Distinguished delegates, ladies and gentlemen, as President of the Thirtieth World Health
Assembly I have the honour to declare open the Thirty -first World Health Assembly.

It is also a pleasure for me to welcome, on behalf of the Assembly and the World Health
Organization, Mr H. HUriimann, Federal Councillor, Head of the Federal Department of the
Interior, representing the Swiss Government, Mr W. Donzé, President of the Conseil d'Etat of
the Republic and Canton of Geneva, Mr M. Aubert, President of the Grand Conseil,

Mr R. Emmenegger, Administrative Councillor, representing the Mayor of the City of Geneva,
Mr A. Knechtli, President of the Municipal Council of Geneva, Professor J. Thorens, Rector of
the University of Geneva, Mr L. Cottafavi, Director- General of the United Nations Office at
Geneva, the Directors -General of the specialized agencies, their representatives and the
representatives of the various United Nations bodies, the delegates of Member States, and the
representatives of Associate Members. I extend a special welcome to Djibouti, which has
become a Member of WHO since the last Health Assembly, bringing the present number of Member
States to 151.

I also welcome the invited observers for non -Member States, the observers of the
national liberation movements invited in conformity with resolution WHA27.37, and the
representatives of intergovernmental and nongovernmental organizations in official relations
with WHO. And here I would like to acknowledge the presence in particular of
Mr Alexandre Hay, President of the International Committee of the Red Cross, and
Mr J. A. Adefarasin, President of the League of Red Cross Societies. Today is a great day
for the Red Cross, which celebrates the 150th anniversary of the birth of Henry Dunant, and
I wish to extend to the International Committee and to the League, in the name of the Assembly,
our warmest congratulations on this auspicious occasion. I also welcome among us the four
representatives of the Executive Board.

I now give the floor to Mr Cottafavi, Director -General of the United Nations Office at
Geneva.

2. ADDRESS BY THE DIRECTOR- GENERAL OF THE UNITED NATIONS OFFICE AT GENEVA

Mr COTTAFAVI (Director -General of the United Nations Office at Geneva):

Mr Chairman, excellencies, distinguished delegates, ladies and gentlemen, it is a great
pleasure for me to welcome you for the first time at the Palais des Nations as Director - General
of the United Nations Office at Geneva, on the occasion of the Thirty -first World Health
Assembly, and particularly since this Assembly takes place at a time when the World Health
Organization celebrates its thirtieth anniversary. The Secretary - General of the United

Nations, Dr Kurt Waldheim, has asked me to convey to you his warmest congratulations on this
memorable occasion, as well as his best wishes for the success of this Assembly. The World
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Health Organization has, through the years of its existence, established an always remarkable
and often splendid record of achievement in the universal fight against epidemics and disease
and in the pursuit of establishing adequate standards of health for all peoples.

Attention has lately been directed by the World Health Organization towards a consolidated
approach to the control, if not eradication, of tropical diseases, cardiovascular diseases
and other so- called great killers of our times. The effect of all these ailments, which are
of such great concern to mankind, is the premature ending of millions of lives throughout the

world as well as great human suffering and often concealed but real barriers against economic
and social progress. It also becomes gradually clear, as your Director - General Dr Mahler has

repeatedly stated, that the enormous efforts required cannot be left to a single organization
or to a single professional group. A programme such as the one for primary health care, for
example, cannot be viewed in isolation as a subject of sectoral responsibility limited to
ministries of health at the national level and to the World Health Organization at the inter-
national level. The spirit of the United Nations and its great concept of international

cooperation, which developed originally in times of crisis, are based on a collective effort by
the entire international community. In recent times the feeling seems to have become wide-
spread that the United Nations and its specialized agencies consist of a group of headquarters
buildings filled with international civil servants and also delegations producing many speeches
and documents in endless conferences, and to the general public this might appear as the only
contribution to the international landscape. It might perhaps be precisely the endless
meetings, combined with the subsequent efforts throughout the world which organizations such
as the World Health Organization have carried out so successfully over the past decade, that
finally result in lastLng benefits for all. We are hardly aware any more of what it means
not to be asked by national health services for compulsory smallpox inoculation and we seem
too easily to forget that it is the intensive and untiring efforts on a worldwide scale under
the coordination of the World Health Organization that have made this great achievement
possible. The concern for resolving the major problems with which the world is faced and

the necessity for solidarity to resolve them have been expressed in what is called the New
International Economic Order. Thus the problem of having adequate standards of health for
all is closely linked with adequate action in the economic and social sectors.

It seems, however, to be the paradox of our times that, while efforts are being made on
a worldwide scale to protect the human being and his environment and to reach a better
standard of life for all, the armaments race in many countries is proceeding at an accelerated
pace and with dimensions never known before in the history of mankind. The cost of producing
the destructive capacity of weapons held by many countries is much higher than mankind is able
to allocate for its progress and wellbeing. There are encouraging signs, however, that
governments are willing to examine this paradox and attempt to find alternatives that are more
rational. The forthcoming special session of the United Nations General Assembly on

disarmament will address itself to these matters. Other conferences already scheduled, such
as the World Conference to combat Racism and Racial Discrimination, will address themselves to
another paradox which should not exist on this earth. The Conference on Science and
Technology for Development scheduled for next year may open new avenues to harness knowledge
for the benefit of mankind as a whole. It is in these areas that the World Health
Organization can undoubtedly make important contributions, remote as they seem from the
subjects with which medical science has normally concerned itself.

The United Nations is in the process of restructuring and adapting itself to present
needs so that it can serve the community of nations more adequately, not only now but for the
years to come. Discussions are taking place between the Secretary -General of the United
Nations and the newly appointed Director -General for Development and International Economic
Cooperation and the heads of all the organizations which we call the United Nations system, in
order to work out, jointly, effective methods and solutions in a consolidated and multi-
disciplinary approach to the tasks entrusted by Member countries to the United Nations and its

specialized agencies and programmes. May I express to my friend and colleague the
Director -General, Dr Mahler, our appreciation of his excellent and constructive leadership and

cooperation in this process.
While more and more programmes of international concern are daily coming to light, their

complexity and dimensions and the need for effective worldwide cooperation become also
evident, but it is an obvious fact that none of these efforts can ever have a hope of success

unless health and preservation of life to the utmost, from early childhood to advanced age,

are assured. In fact, it is not only the body but also, through the body, the mind which

has to be considered. Mens sana in corpoxe sano, as the Romans used to say. The World

Health Organization and the medical profession have an enviable and challenging role to play.



FIRST PLENARY MEETING
45

Again, on behalf of the Secretary -General and on my own behalf, may I express to you my
congratulations on the thirtieth anniversary of the World Health Organization and best wishes
for the success of your current Assembly.

3. ADDRESS BY THE REPRESENTATIVE OF THE SWISS GOVERNMENT

The PRESIDENT:

This Assembly, as you all know, marks the thirtieth anniversary of the World Health
Organization and this is the reason why the Swiss Federal Government has delegated
Mr Hans HUrlimann, Federal Councillor, as its representative at this inaugural meeting.

Mr HUrlimann, we are deeply honoured by your presence with us today, and it is my privilege to
give you the floor now to address the Assembly in the name of the federal, cantonal and
municipal authorities of the host country.

Mr HURLIMANN (representative of the Swiss Government) (translation from the French):

Mr President, Mr Director -General, ladies and gentlemen, it is my privilege, on the
occasion of the thirtieth anniversary of the World Health Organization, to convey to you the

congratulations and good wishes of the Conseil fédéral, together with those of the Geneva
Government. Through those bodies, which I have the honour to represent here, the entire
Swiss people associates itself with this message.

It is the task of the World Health Organization, one of the most important of the
United Nations specialized agencies, to promote health in the world. And like the United
Nations it is moving toward universality and assuming ever broader functions.

Only a short while ago we were living in an extraordinary period of economic growth and
had implicit faith in the omnipotence of science and technology. Swept along in a mad rush
we hardly allowed ourselves time to consolidate the ground that we won. Now at last we are
realizing that people must be the primary consideration in any development process and that
where people have not been sufficiently catered for reappraisals have to be made, sometimes
difficult ones. Morals and culture are being gradually restored to the position which they
ought never to have lost.

In the last few years the World Health Organization has been steadily shifting the main
thrust of its activities toward the Third World; and it has been given a mandate to use more
than half its budget for this purpose. Priority attention has to be given to those who have
been most neglected, without forgetting that health is closely linked with nutrition,
environmental health, education, and social and economic conditions. The time has passed
when health was thought of solely from the medical point of view. To speak about health
without associating the social component with it is now unthinkable. Your Organization and
its Director -General, Dr Mahler, have done a great deal to bring about this change of attitude.
They are to be congratulated therefore on the objective they have set themselves for the year
2000: that of ensuring the health of everyone in the best possible conditions.

Health knows no frontiers. As with everything else to do with the community of nations
as a whole, the interdependence of States is constantly increasing. This trend is
particularly striking in the relations between the developed and the developing countries.
An example of this is smallpox eradication, which has eliminated the danger of transmission,
is making mass vaccination unnecessary and is resulting in substantial economies.

Research in the developed countries can contribute to disease control in the Third World;
while the developing countries in their turn can provide, from their age -old experience, new
stimuli to modern medicine.

Thanks to the untiring work of your Director- General and to the enthusiasm for which he
is now famous,your Organization, having reached maturity, is able to aim at the highest goals.
I should like to pay a tribute also to the Director -General's predecessors: it is they who
created the conditions for the present development. It is only right for me to congratulate
also the administrative services, which have made it possible to accomplish what has been
achieved.

The links between the Organization and the Swiss authorities, both federal and cantonal,

our institutions, our specialists and our population are as old as the Organization itself.
Switzerland, which has been a member of WHO since its foundation, considers itself fortunate in
being also the Organization's headquarters. The ties uniting us are now beyond counting,
they are so close and numerous - like those in a big family. One is particularly in evidence
today, when Geneva is celebrating the hundred and fiftieth anniversary of the birth of
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Henry Dunant. Concern for the wellbeing of the citizens of the entire world is, in this
international city, an old tradition.

Ladies and gentlemen, our authorities are aware of WHO's economic problems, and so far as
it lies within their power they are always prepared to consider steps to ease those problems.
Our contributions to the special programmes, and to the Special Programme for Research and
Training in Tropical Diseases, in particular, are evidence of this.

On behalf of the Swiss Government, the Republic and Canton of Geneva and the entire Swiss
people I declare that we are proud to belong to the World Health Organization. We hope the
Organization will continue to work to promote health throughout the world.

4. ADDRESS BY THE PRESIDENT OF THE THIRTIETH WORLD HEALTH ASSEMBLY

The PRESIDENT:

Distinguished delegates, ladies and gentlemen, this has been an appropriate opening for
an anniversary Assembly, and what an honour to preside on such a significant occasion: I

shall soon terminate my term of office, so as we enter the working part of our meeting, allow
me to share some thoughts with you.

I have already welcomed the latest Member of our Organization. Djibouti's joining us
brings our Organization yet another step forward to near -universality. Also, the observers
from national liberation movements on the way to full nationhood will, I am confident, further
enrich this Organization as they attain their legitimate aspirations. WHO is committed to
this human advancement and the current Anti -Apartheid Year has our full support.

An anniversary, especially one that marks full maturity, is not so much an occasion for
festivity - though I want the mood to remain joyous - as an occasion to ponder upon the past
in order to better frame our future, with fuller understanding of the social and the personal
aspirations of man, and a healthier world for him to live in.

Thirty years ago last month, WHO was born into a war -torn world, with a shattered
humanity groping for justice and a saner environment. In spite of that gloomy situation,
the political united nations of the world, full of hopes, aspirations and goodwill, established
their technical World Health Organization, appropriated $ 5 million as its budget and, while
indicating that "the enjoyment of the highest attainable standard of health is one of the
fundamental rights of every human being," defined the objective of the emerging Organization
as "the attainment by all peoples of the highest possible level of health ".

Since then WHO has wasted neither time nor effort. It has continued to search out the
priority problems in the world and to seek solutions for them. To this end, it has expanded
its activities, increased its resources, developed its methods and methodologies, including
greater involvement of its ever -increasing membership and more active participation of the
world community.

I shall not review in detail WHO's achievements of the last three decades. Suffice it
to state that, thanks to the coordinated and unrelenting work of WHO and its Member States,
the world health situation in 1978 is in no way comparable to that of 1948. Striking
accomplishments have been achieved, the last of which - but by no means least - is the global
eradication of smallpox, an achievement that would have been impossible without the primary
role undertaken by this Organization.

As a further step towards its original goal, WHO intends to orient efforts and resources
so as to provide health for all by the year 2000. This is not an easy task, but it is a
real challenge that could only be met by concerted global efforts coordinated and guided by
this body. In spite of all the progress made possible by the gains of science and technology,
it is still a major human tragedy that the basic needs of a quarter of the world's population,
the health needs of one billion men, women and children, remain unmet. So much remains to be
done, not only by WHO in the health field, or by the United Nations agencies, but also by all
other organizations in the field of social advancement, moral uplifting, economic sufficiency,
education and human equity.

The past three decades were exciting years, full of challenges. The Organization func-
tioned as a technical leader and innovator, teacher, stimulator, promoter, coordinator and
collaborator in the area of international health. At the same time WHO itself was growing up,
learning, maturing and adapting itself to the evolving patterns of international cooperation
and to the crucial needs of the developing world. We have had our setbacks; but, after 30
years, we can enumerate significant gains and can be proud of our record. As for the immediate
past year, during which I have had the honour to preside over the Organization, the work
performance will be reported to you by our Director -General. I should not like to anticipate
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this important stocktaking made to the sharing Member States, and I will mention only a few

activities that have struck me as being of particular importance during my term of office.

The putting into motion of the concept of technical cooperation as a guiding principle
of WHO's work was of major importance in reorienting the programme and budgeting of WHO's work.
Coming as I do from a developing and recipient country, I find the introduction of the term
"technical cooperation" an important advance over "technical assistance ", and a reflection of

the basic change in WHO's approach.
I am also proud that the Sixth General Programme of Work, 1978 -1983, was launched during

my term of office and that its first year coincides with the Organization's anniversary.
Subdivided into six major areas of concern - development of comprehensive health services,
disease prevention and control, promotion of environmental health, health manpower development,
promotion and development of biomedical and health services research, and programme development
and support - this should be considered an appropriate commemorative landmark. I ask all the

representatives of Member States to see to it that its relevant components are adhered to and
implemented in their own countries.

It may sound paradoxical to reflect on demises on such a happy birthday celebration, but
it is with pleasure that I note the "death certificate" for smallpox delivered to Asia earlier

this year. We are now in the final push in Africa and I leave to my successor the pleasure
of announcing that ultimate certification!

Another development in which we all rejoice is the drawing -up of the WHO list of essential

drugs. This will be of immense help in meeting the basic health needs of developing countries,
in responding more effectively to WHO's important emergency relief action, and in cutting the
burden constituted by the proportion of pharmaceutical costs in a country's health expenditure.

You will be debating these and other health matters during the next three weeks.
I invite you to make full use of the opportunity to take part in all the discussions, so that
our deliberations will truly reflect the views of the Member States - your views. You will
also have full opportunity to discuss the Director- General's report.

Allow me here to express my esteem and admiration to Dr Mahler for the dynamic way he has
led this Organization over the past five years. I am personally delighted that the Executive
Board has nominated him for another term as Director -General - a wise decision that I am sure
this Assembly will endorse wholeheartedly.

A year ago, in closing the last Assembly, I expressed the hope that this year it would be
possible for speakers to make their deliberations from the rostrum at plenary meetings, and
I propose that we start this on an experimental basis now. This should add considerably to
personalizing Members' interventions and to establishing that contact which is so essential for
our Assembly.

Before concluding it would be improper of me if I neglected to mention one other problem
which has been affecting, in various degrees, all countries and all governments in their
current developmental efforts. I have in mind the international monetary situation, the
adverse effect of which has not spared our Organization. May I add that, negative as it is,

this financial phenomenon is at the same time another indication of the underlying unity of
the world we live in; we in the health professions should see to it that the positive,

unifying elements take the upper hand.
Fellow delegates, with your rich knowledge and experience representing so many varied

cultures and socioeconomic conditions, you will soon be considering the achievements and
failures of the World Health Organization, the obstacles to its work, and the ways to progress.
As in the past, you will debate in dignity and decide without partiality the immediate
programme of the Organization and its long -term orientation.

Dear Dr Mahler, dear Dr Lambo, ladies and gentlemen, in the course of the past twelve
months I have had the signal honour and the good fortune to work with you within this
Organization. Throughout the year I have had an exceptional opportunity to see and participate
in the magnificent work done by you and by all within WHO, and to assess the high esteem it
enjoys outside. I consider myself fortunate in meeting so many people engaged in the struggle
for better health and social justice, and in sharing experiences through this world platform.

I tried to perform my presidential duties to the best of my ability and I hope that
I have succeeded in some measure. For my success, I should like to thank all those who placed
their confidence in me and who helped me in every way. I should, in particular, thank my
immediate collaborators, without whose assistance this office could not conceivably function.
To my successor, whom you will be choosing shortly, I extend every best wish for wisdom and
force in guiding the noble task of this Organization. I wish the Thirty -first World Health

Assembly every success possible.
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Ladies and gentlemen, before the distinguished officials who have kindly attended the
opening of this Assembly leave us, I should like to thank them once again for the honour they

have done us. I shall now suspend the meeting for a moment. Please remain in your seats;

the meeting will be resumed in a few moments.

5. APPOINTMENT OF THE COMMITTEE ON CREDENTIALS

The PRESIDENT:

The meeting is resumed. We now come to item 1.2 of the provisional agenda: Appointment
of the Committee on Credentials. The Assembly is required to appoint a Committee on
Credentials in accordance with Rule 23 of the Rules of Procedure of the Assembly. In
conformity with this Rule, I propose for your approval the following list of 12 Member States:
Angola, Austria, Burma, Congo, Finland, Jamaica, Jordan, New Zealand, Nicaragua, Romania,
Swaziland and Yemen. Are there any objections to this proposal?

If there are no objections, I declare the Committee on Credentials as proposed by me
appointed by the Assembly. Subject to the decision of the General Committee, and in
conformity with resolution WHA20.2, this Committee will meet on Tuesday, 9 May, probably at
the beginning of the afternoon, when in the plenary meeting we have started the general
discussion on the reports of the Executive Board and the Director -General.

6. ELECTION OF THE COMMITTEE ON NOMINATIONS

The PRESIDENT:

We now come to item 1.3: Election of the Committee on Nominations. This item is
governed by Rule 24 of the Rules of Procedure of the Assembly. In accordance with this Rule,
a list of 24 Member States has been drawn up which I shall submit to the Assembly for its
consideration. May I explain that, in compiling this list, I have applied a purely
mathematical rule based on the numbers of Members per region. This gave the following
distribution by region: African Region, 6 Members; Americas, 5 Members; South -East Asia,
2; Europe, 5; Eastern Mediterranean, 4; Western Pacific, 2. I therefore propose to you
the following list: for the African Region - Cape Verde, Gabon, Kenya, Mauritius, Nigeria,
Upper Volta; for the Americas - El Salvador, Guatemala, Mexico, Paraguay, United States
of America; for the Eastern Mediterranean Region - Kuwait, Pakistan, Sudan, Tunisia; for the
European Region - Algeria, Belgium, France, Union of Soviet Socialist Republics, United Kingdom
of Great Britain and Northern Ireland; for the South -East Asia Region - Indonesia, Mongolia;
for the Western Pacific Region - China, Philippines.

Are there any observations or additions to the list? In the absence of observations I
declare the Committee on Nominations elected.

As you know, Rule 25 of the Rules of Procedure, which defines the mandate of the Committee
on Nominations, also states that "the proposals of the Committee on Nominations shall be
forthwith communicated to the Health Assembly ".

The meeting is adjourned.

The meeting rose at 16h00.
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Tuesday, 9 May 1978, at 9h30

President: Dr S. TAPA (Tonga)

later: Mr K. MOHAMMED (Trinidad and Tobago)

I. FIRST REPORT OF THE COMMITTEE ON NOMINATIONS

The PRESIDENT:

The Assembly is called to order. The first item on our agenda this morning is the
consideration of the first report of the Committee on Nominations. This report is contained
in document A31/50. I invite the Chairman of the Committee on Nominations,
Professor Sulianti Saroso, to kindly come to the rostrum and read this report.

Professor Sulianti Saroso (Indonesia), Chairman of the Committee on Nominations, read out

the first report of that Committee (see page 726).

Election of the President

The PRESIDENT:

Thank you, Professor Sulianti Saroso. Are there any observations?
In the absence of any observations, and as it appears that there are no other proposals,

it will not be necessary to proceed to a vote since only one candidate has been put forward.
In accordance with Rule 80 of the Rules of Procedure, I therefore suggest that the Assembly
approve the nomination submitted by the Committee and elect its President by acclamation.

(Applause)
The Honourable Kamaluddin Mohammed is therefore elected President of the Thirty -first

World Health Assembly and I invite him to take his seat on the rostrum.

Mr Mohammed took the presidential chair.

The PRESIDENT:

Distinguished delegates, ladies and gentlemen, may I take this opportunity to express my
deep and sincere gratitude to all of you present here this morning for the high honour which
you have conferred upon me, my country and the people of the Americas whose turn it is to
occupy the seat of the presidency. I would like to state our total commitment to the aims
and objectives of the World Health Organization, and to pledge my full support to ensure that
the deliberations of this Assembly will be held with the utmost speed and effectiveness and
that the deliberations which we conclude here at this session will be of benefit to all

humanity. Thank you very much indeed for the high honour which you have reposed in me.

Dr MANLEY (Jamaica):

The Jamaican delegation is particularly pleased to express its satisfaction at the
election of our distinguished Caribbean colleague, the Honourable Minister Kamaluddin Mohammed,
Health Minister of Trinidad and Tobago, to the office of the presidency of this World Health

Assembly. As somebody held in high regard in our Region, with a long and wide record of
distinguished public service, we are confident that your experience and judgement will enable
you to guide this Assembly to a very successful conclusion of its work. It is in this spirit,

Mr President, that we extend to you our warm fraternal congratulations.

-49-
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The PRESIDENT:

I thank the distinguished delegate of Jamaica for his very kind remarks.

2. SECOND REPORT OF THE COMMITTEE ON NOMINATIONS

The PRESIDENT:

Now, ladies and gentlemen, we shall proceed to invite the Assembly to consider the second

report of the Committee on Nominations. This report is contained in document A31/51. May

I ask the Chairman of the Committee on Nominations, Professor Julie Sulianti Saroso, to read

this second report.

Professor Sulianti Saroso (Indonesia), Chairman of the Committee on Nominations, read out

the second report of that Committee (see page 726).

Election of the five Vice -Presidents

The PRESIDENT:

Thank you very much, Professor Sulianti Saroso. And now we invite the Assembly to

consider the nominations proposed, seriatim.
Nominations for the five Vice -Presidents of the Assembly. Are there any observations?

If there are none, can the Assembly now decide to declare the Vice -Presidents elected by

acclamation? (Applause)
We shall now determine by lot the order in which the Vice -Presidents shall be requested

to serve, should the President be unable to act between sessions. The names of the five
Vice -Presidents have been written down on five separate sheets of paper which I am going to

draw by lot. The Vice -Presidents will be requested to serve in the order in which the lots

have been drawn. Dr D. A. Missontsa, Dr U. Frey, Dr Hussein A. R. Gezairy,
Professor Y. Sujjavanich, and Dr A. Tanaka. This is the order in which the five Vice -

Presidents will serve.
I now have very great pleasure in inviting the five distinguished delegates to come forward

to the rostrum. We are just informed that Dr Missontsa's plane has been delayed, but he will

be arriving here tomorrow. We welcome those who are present and wish them every success.

Election of the Chairmen of the main committees

The PRESIDENT:

Now we shall proceed with the nomination for the Chairman of Committee A. Are there any

observations? There seem to be none, so we invite the Assembly to elect the Chairman of

Committee A by acclamation. (Applause)

Thank you very much indeed. Dr A. -R. Al -Awadi of Kuwait is hereby declared elected

Chairman of Committee A by acclamation.
Nomination for the Chairman of Committee B. Are there any observations on this

nomination? There seem to be none. Therefore I declare Mr M. K. Anwar, of Bangladesh,
elected Chairman of Committee B. (Applause)

Establishment of the General Committee

The PRESIDENT:

Now we have nominations for the other members of the General Committee. According to
Rule 31 of the Rules of Procedure of the Assembly, and in order to have an equitable
geographical distribution of the General Committee, the Committee on Nominations has proposed
the names of 16 countries which, added to the officers just elected, would constitute the
General Committee of the Assembly. If there are no observations, I shall declare the

16 countries elected.
There seem to be no observations, so the 16 countries mentioned in the document are hereby

elected. I would like to take this opportunity to thank the Chairman of the Committee on
Nominations for the reports presented to the Assembly.

The next items on our agenda would normally be item 1.8 - Method of work of the Health
Assembly and of the Executive Board, and item 1.9 - Adoption of the agenda and allocation of
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items to the main committees. However, in accordance with Rule 33 of our Rules of Procedure,

these items should be first considered by the General Committee, which will transmit its

recommendations to the Health Assembly. The General Committee will deal with these matters

at its first meeting, which will be held at 12h30 today, and its recommendations will be

examined by the plenary this afternoon at 14h30.
There is, however, one recommendation of the Executive Board to which I wish to draw the

Assembly's attention now, since it concerns the general discussion on items 1.10 and 1.11 which
is likely to start as early as this morning, that is to say, before the meeting of the General

Committee. This recommendation, which you will find in operative paragraph 5(4) of resolution

EB61.R8 (Official Records No. 244, page 6), reads as follows:
"that delegates participating in the general debate in plenary meetings of the Health
Assembly should speak from the rostrum rather than from their seats, through arrangements
which ensure efficient use of time, and that in connexion with procedural motions, points
of order and explanations of vote they should as a general rule speak from their seats ".
I would now like to invite the Assembly to accept this recommendation and I hope that it

can be implemented immediately, on an experimental basis. This would allow us to proceed with
the next items on our agenda in accordance with the procedure recommended by the Executive
Board, but without prejudging the results of the in -depth study, which the Assembly will no
doubt wish to make, of the recommendations of the Board on the method of work. In order to
save time, whenever one delegate is invited to come to the rostrum to make a statement the next
delegate on the list of speakers will also be called to the rostrum where he or she will sit
until his time to speak has come. In fact, this is nothing new to the United Nations system.
The established practice in our sister agencies is that speakers addressing the assembly do so
from the rostrum. Is there any objection to the proposal made here by the administrators?
There seem to be no objections, so I take it that the proposal - to have speakers come to the
rostrum and while one is at the microphone the other takes a seat on the rostrum - is adopted.
Do I have your approval please? The proposal is accepted.

3. REVIEW AND APPROVAL OF THE REPORTS OF THE EXECUTIVE BOARD ON ITS SIXTIETH AND SIXTY -FIRST
SESSIONS

The PRESIDENT:

We shall now consider item 1.10, which concerns the review and approval of the reports of
the Executive Board on its sixtieth and sixty -first sessions. Before giving the floor to the
representative of the Executive Board, may I explain briefly the role of Executive Board
representatives at the Health Assembly and of the Board itself, in order to avoid any
uncertainty on the part of some delegates to the World Health Assembly.

In recent years there has been a reinforcement of the role of the Executive Board which,
according to WHO's Constitution, is to give effect to the decisions and policies of the Health
Assembly in acting as its executive organ and to advise the Health Assembly on questions
referred to it. The Board is also called upon to submit proposals on its own initiative and
to study all questions within its competence, including the preparation of a general programme
of work for the Organization for submission to the Health Assembly.

As you are aware, the Board now appoints four members to represent it at the World Health
Assembly. The role of the Executive Board representatives is clearly to convey on behalf of
the Executive Board, to the Health Assembly, the views expressed during the Board's

consideration of items which need to be brought to the attention of the Health Assembly and to
explain the rationale behind and the nature of any recommendations made by the Board for the
Assembly's consideration. During the debate in the Health Assembly on these items, the Board
representatives are also free to respond to any points raised whenever they feel that
a clarification of the position taken by the Board might be required. Statements by Executive
Board representatives, speaking as members of the Board elected to represent its views, are
therefore to be distinguished from statements of delegates expressing the views of their
individual governments.

Having explained this, I now have great pleasure in giving the floor to the representative
of the Executive Board, Dr S. Butera, Chairman of the Executive Board.

Dr BUTERA (representative of the Executive Board) (translation from the French):

Mr President, dear Dr Mahler, Director -General of WHO, distinguished delegates, ladies
and gentlemen, it is for me a great privilege and a pleasant duty to present to you an outline
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of the discussions that took place and of the decisions and resolutions that were taken at the

two sessions of the Board which preceded the present World Health Assembly. The points I am

going to refer to represent, of course, only some particularly salient features among many
others that I should like to draw to your kind attention.

First I should like to emphasize that, before considering the programme budget proposals,
the Board reviewed the implementation of the programme budget policy and strategy approved by

the Health Assembly in resolution WHA30.30. In so doing, the Board confirmed the importance
of technical cooperation not only between the Organization and its Member States, but also

among the Member States themselves, both developing and developed, for the purpose of
promoting self -reliance with interdependence in an ever more complex and interacting world.
In this connexion the Board considered a number of proposals designed to make technical
cooperation more effective at the national as well as the regional and world levels.

With regard to "country health programming ", for example, the Board recognized that,
because of many obstacles, the progressive adaptation of management techniques to health
problems was still only beginning and it was important to determine the extent to which those
obstacles existed in the various countries, for unless they were taken into account the
measures taken to rationalize management techniques would be practically doomed to failure.
The Board felt convinced that an efficient health system and effective management staff were
indispensable for the sound execution and final success of projects. On the subject of
medium -term programming, the Board took the view that at the present juncture the organization
of national health has become a major undertaking on behalf of the communities concerned, and
it was therefore right that it should be planned by the best methods available and its operation
supervised by competent personnel in order to ensure that health budgets were fully utilized
for the launching and development of health programmes contributing to social progress.

Concerning the evaluation of health programmes within the countries and at WHO, the Board
felt it should not be taken for granted that what was being done was the best way to achieve
health for all by the year 2000, even though we have done our best to formulate programmes and
determine objectives. Watchful evaluation was necessary in order to improve both the planning
and the implementation of programmes. In considering the development of information systems,
the Board suggested that this programme should provide a factual basis for decisions and thus
help to reduce the subjective element in the adoption of general policy decisions and introduce
quantitative data into operating decisions. That was the way turn
Organization's potential for the development of world health.

One of the approaches that the Board considered particularly effective for strengthening
technical cooperation in many countries was increased participation by nationals of those
countries in the work of WHO. This also constitutes a new practice calculated to stem the
"brain drain" in the health sphere. The Board did not neglect to consider the possible
repercussions for WHO's programme budget policy of any centralized approach to the financing
of technical cooperation activities, i.e. the restructuring of the United Nations system and
the attitudes of governments towards WHO's function in regard to technical cooperation. As
is recorded in resolution EB61.R19, the Board noted that the decisions taken by the United
Nations General Assembly on the restructuring did not derogate from WHO's constitutional
responsibilities.

Continuing its deliberations, the Board analysed examples of strategies for the
reorientation of programmes. Thus, the Board concentrated its attention on the report of the
Director -General summarizing the discussions of the Advisory Committee on Medical Research
(ACMR) at its nineteenth session on the report submitted by the Director -General to the
Thirtieth World Health Assembly on the development and coordination of biomedical and health
services research. The Board noted with gratification that WHO's research activities were
more and more socially oriented and that the ACMR, at both the global and the regional levels,
was laying ever greater stress on health services research.

As for the Special Programme for Research and Training in Tropical Diseases, its execution
seems to be proceeding according to plan and the inclusion of trans -disease research (including
socioeconomic studies) in this programme represents a notable step forward. The summarized
conclusions reached by the Board on this important subject are recorded in resolution EB61.R36.

In order to place WHO's role in proper perspective, the Board stressed that the transfer

of valid and appropriate technology was essential if WHO was to be able to attain the objective
of health for all by the year 2000. One of the goals of appropriate technology is to foster
national self -reliance and we must endeavour to show how efforts should be directed with this
in view. The Board stressed that the need for appropriate technology was making itself felt
not only for the developing countries, but also for the industrialized countries because of
the ever -increasing costs of their health services. It was suggested that a study of
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behavioural factors would help to overcome resistance to change among professionals as well as
among consumers.

A tenet of the new programme budget policy and strategy is that primary health care
represents a previously unsuspected force for implementing various essential health
programmes so that their results can benefit the largest possible number of people. The

Board drew attention to the fact that the International Conference on Primary Health Care,
which is to be held in September 1978 in Alma -Ata, in the Soviet Union, is not an end in
itself but a commencement and an orientation towards the redefinition of development whereby
a reduction in social and other disparities can be progressively achieved.

The Board took note of the reorientation of the mental health and health manpower
development programmes.

Addressing itself to the activities undertaken in pursuance of resolution WHA30.51, the
Board agreed that malnutrition was one of the most urgent problems facing the world, but at
the same time recognized that the matter was a complex one, since nutritional policies and,
to a still greater extent, major political choices with regard to food production, were one
of the most sensitive areas of national politics. The Board endorsed the principles of the
proposed programme, which aims at finding rational approaches to the utilization of national
resources in the fight against malnutrition.

On the subject of environmental health, the Board endorsed the recommendations of the
United Nations Water Conference aimed at enabling everyone to be provided with drinking -water
and hygienic waste disposal facilities by 1990.

In accordance with the provisions of Staff Regulation 12.2, the Board adopted resolution
EB61.R20 confirming the amendments made to the Staff Rules by the Director -General. Those
amendments resulted from an overall review of the Rules and constituted their first major
revision for over twenty years. They were of a drafting nature and entailed renumbering of
the Rules. The few minor changes of substance that had been included in the amendments were
considered necessary in the interests of sound personnel management and of consistency within
the United Nations system.

To close this first chapter the Board concluded, in the light of its review, that a major
reorientation of WHO's programme, including a substantial shift of resources to technical
cooperation, was being undertaken by the Director -General in 1978 and 1979. The Board
considered that that reorientation faithfully and adequately reflected the programme
policy and strategy approved by the Assembly.

Chapter II of the Board's report, entitled "Programme review ", deals with the study
undertaken by the Board on a number of technical programme matters and regional matters. For
a review in depth of the allocations of funds to certain programme areas, the Board referred
to the findings in the studies made by its Programme Committee. In the light of these studies
and findings, the Board expressed regret that primary health care and the Expanded Programme
on Immunization did not always seem to have received the attention and emphasis they deserved.

Considering that malaria remains one of the major causes of the high morbidity and

mortality recorded in a very large number of countries, the Board stressed the importance of
intensifying research with a view to developing new control methods, particularly an anti -

malaria vaccine, and of involving field staff in applied research. It was pointed out that,
in order to be effective, malaria control programmes require reasonable health coverage and
should form an integral part of a primary health care system. The Board urged that WHO give
suitable priority to worldwide control activities such as could eventually lead to the
eradication of malaria, and that it reiterate its appeal to the governments concerned to face
up to the importance of the problem and launch appropriate programmes and projects to solve it.

Concerning smallpox eradication, the Board noted that the last known case of the disease
in the world had been recorded at Merca, in Somalia, at the onset of the eruption on
26 October 1977. However, WHO could not categorically assert that this was really the last
case of smallpox until two years had elapsed without any other case coming to light. The
Board requested the Director -General to establish an International Commission for the Global
Certification of Smallpox Eradication. It also reviewed the policy to be applied with regard
to smallpox vaccination.

Drug policies and management are among the vital concerns of the Executive Board, which
considered the report of the Expert Committee on the Selection of Essential Drugs and a progress
report from the Director -General on pharmaceutical policy and management indicating the new
lines along which activities in the pharmaceutical field must be directed in order to meet
countries' basic needs. The problem which the developing countries are going to have to
face in the years to come is above all one of supply and distribution. It was therefore
emphasized that the establishment of an infrastructure capable of ensuring the delivery and



54
THIRTY -FIRST WORLD HEALTH ASSEMBLY, PART II

distribution of the essential drugs in the context of primary health care was an indispensable

preliminary. The Board therefore proposed that the Organization should launch a world

programme of international cooperation with the long -term objective of strengthening the

national capabilities of developing countries, on the one hand in the field of selection,
supply and proper use of essential drugs to meet their real health needs and on the other

hand, wherever feasible, in the local production and quality control of such drugs. In the

short term the aim of the action programme is to make available the essential drugs and
vaccines to the governments of the less developed countries under conditions enabling the

majority of the population to benefit from them. Of course, the launching of the proposed
action programme, the importance of which will be obvious to all, requires thorough study,
and an ad hoc committee of the Executive Board is to contribute to this. In addition,

emphasis was laid during the discussion on cooperation in this domain between the developing

countries.
For the purpose of considering this second chapter of the report it must be noted that,

independently of certain modifications in the budget, the use of the increased funds
allocated to the Regional Directors' Development Programmes constituted the major change in
the original proposed programme budget for 1978 -1979. In the light of its examination of
this matter, the Board concluded that the programmes and projects which it was intended to
finance from the Regional Directors' Development Programmes in 1978 and 1979 were consistent
with approved programme budget policy for the development of technical cooperation.

In regard to chapter III of the Executive Board's report, dealing with the financial
aspects of the revised proposed programme budget for 1979, the Board was considering this item
at a time when a drastic and continuous decline was taking place in the value of the United
States dollar in relation to the Swiss franc. As stated in chapter III of the Board's report,
the Director -General considered it necessary to submit additional requirements for 1979 in
order to meet the cost of adjusting the budgetary rate of exchange between the United States
dollar and the Swiss franc. After making allowance for certain savings described in the
report, the Director- General proposed additional requirements for 1979 totalling $ 6 600 000,
which would make it possible to adjust the budgetary rate of exchange for that year to 2.17
Swiss francs per United States dollar.

Thus the revised effective working budget level proposed by the Director -General during
the meeting of the Executive Board in January last was $ 182 120 000, which represents an
increase of $ 10 520 000, or 6.13 %, compared with the 1978 budget together with the
supplementary budget for that year. Approximately four - fifths of the total increase represents

an increase in costs. In the light of its examination of the revised proposals, the Executive
Board decided to recommend that the Thirty -first World Health Assembly approve an appropriation
resolution for 1979 involving an effective working budget of $ 182 120 000.

The Board viewed with deep concern the ever -growing impact of currency fluctuations on
the Organization's budget and recognized that the very serious financial problems caused by
the continued and dramatic decline in the value of the United States dollar in relation to the
Swiss franc were clearly beyond the control of the Director -General. Considering it
essential that an attempt be made to find a more radical and long -term solution to the
financial problems caused by currency fluctuation, the Board decided as a first measure to ask
its Programme Committee to undertake a study of the problem as it affects WHO. The financial
problems caused by the decline in the value of the United States dollar in relation to the
Swiss franc forced the Director -General to submit certain other proposals (including
a supplementary budget for 1978) in order to overcome, or at least reduce, its repercussions
on the Organization's budget. To avoid asking Member States for supplementary contributions
in 1978, all the casual income had to be used to finance these proposals. The Board approved
this method, but the result is that no casual income will be available to help to finance the
1979 budget.

At its sixty -first session, in January last, the Board also considered the tentative
budgetary projections for the biennium 1980 -1981 on the basis of the Director -General's report
and the report of the Executive Board's Programme Committee. Consideration of these
projections is of historic importance, since it is the first time in the history of WHO that
the governing bodies of the Organization have helped to establish the WHO programme budget
level at such an early stage. During its discussions the Board noted that, compared with
other United Nations agencies, the regular budget of WHO had shown by far the lowest
percentage growth between 1972 and 1977. WHO has been held up as an example of budgetary
moderation and sound management in this period of worldwide economic uncertainty and monetary

crisis. The Board also noted that it was cost, rather than real, increases that accounted
for the greater part of the growth in the WHO budget. The Board considered, however, that
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in future the programme budget document should give more detailed information about the

various cost factors and the assumptions on which budgets were based.
As for the allocation of the tentative budget projections among the regions, the Board

was informed that, in view of the number and complexity of the quantitative and qualitative
factors involved, the Director -General had, in fact, in the light of certain relevant data,

arrived at an equitable distribution. In doing so he had paid special attention to the
least developed countries and studied the possibility of mobilizing further extrabudgetary
resources within each region.

The Board also examined comparative trends in the economic growth of the Member States in
order to determine whether it would be possible to use them as a basis for establishing an
appropriate rate of growth for the WHO budget. It emerged clearly from the figures provided
that the growth in real terms of the WHO regular budget had not exceeded the corresponding
rates of economic growth of the Member States during the last few years. The Board
considered that at best the real growth rate in all the Member States (and not merely the
10 highest contributors) was one of the factors to be taken into consideration in determining
future growth in real terms of the WHO regular budget. The Board concluded by adopting
resolution EB61.R18 (see Official Records No. 244).

During its sixty -first session the Board considered the important question of proposing
a nomination for the post of Director -General, whose five -year term of office will begin on
21 July 1978. The Board gave careful consideration to the efforts made by Dr Halfdan Mahler,
our present Director -General, to promote and develop the various worldwide WHO programmes.
Since his appointment in 1973 Dr Mahler has shown exceptional qualities of devotion to duty,
imagination and competence.

On his initiative the new primary health care programme aiming at universal coverage with
a view to achieving the social objective of health for all before the year 2000 is being given
new impetus, a fact to which the Alma -Ata Conference to be held in September this year bears
timely witness. The steadfast application of the historic resolution WHA29.48 reinforcing
the role of technical cooperation between WHO and the Member States must also stand to his
credit. This resolution led to the launching of a reprogramming operation that will make
a further amount of $ 42 000 000 available for use between 1978 and 1981 for technical
cooperation purposes. Country health programming was inaugurated not long ago with the aim
of enabling Member States to strengthen their capacity for self -reliance in solving their
public health problems.

Since Dr Mahler has been head of the WHO Secretariat, the glamour has been taken out of
sophisticated technology, which has gradually yielded place to appropriate technology, adapted
to the needs of the different countries, with a view to reducing the considerable gap existing
between theory and practice. In Dr Mahler's opinion the principle of social justice must be
reflected at country level in the fair sharing of services and goods. Considerable efforts
have been made in the promotion and development of research and in training at national,
regional and headquarters levels with a view to resolving worldwide health problems.

Improvement in the participation of nationals of developing countries in the management
of WHO programmes remains one of Dr Mahler's deepest concerns. The Board noted that 1978 is
only the beginning of the strategic redeployment of WHO programmes in the light of the new
programme budget policies and strategies approved in 1977 by the Thirtieth World Health
Assembly. Throughout our work in the Board we could see that a large -scale redeployment was
in progress and we witnessed on numerous occasions the energetic efforts made by Dr Mahler and
his assistants in the Secretariat to place the WHO locomotive on the wider track of technical
cooperation.

On the basis of these considerations the Board therefore enthusiastically reaffirmed the
confidence it had expressed in Dr Halfdan Mahler five years before. Thus in resolution
EB61.R2 the Board submits to you the proposal that in accordance with Article 31 of the
Constitution Dr Halfdan Mahler shall be appointed Director -General of WHO.

Finally, to meet the Assembly's wishes the Board considered the question of the duration
of this present Assembly. It was decided that the closure of the Thirty -first World Health
Assembly shall be not later than Wednesday, 24 May 1978. This decision is embodied in
resolution EB61.R40.

This has been a brief outline of the main discussions held by the Executive Board during

its last two sessions. The decisions and resolutions on the different items on its agenda

will be the subject of your deliberations in the forthcoming days. I should like to take

this opportunity of stating that during the two sessions consciousness of the collective and
individual responsibilities of the members of the Board was strikingly demonstrated. This

enabled the Board to play its true role to the full and I am particularly gratified that
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this should have taken place under my chairmanship. However, if our work has been so highly
productive it is thanks to the extremely effective cooperation of the Secretariat, which was
unstinting in its support of our efforts throughout our discussions and deliberations, and it
is in all sincerity that I hereby express, on behalf of my colleagues on the Board, our
profound gratitude to the members of the Secretariat. We trust that this climate of
confidence and cooperation which has promoted fruitful interchanges between the Secretariat
and the Board will serve as an example to future Executive Boards for the greater success of

our Organization.

The PRESIDENT:

I take this opportunity on behalf of the Assembly to thank Dr Butera very sincerely for
his very impressive report. I am sure that all distinguished delegates present here will
want to express, not only to Dr Butera, but to members of the Executive Board and the

Secretariat, warmest congratulations and our appreciation for the work which has been done in
this respect.

If I may be permitted, may I make two observations on the report. The first one is to
welcome the recommendation for the continuation in office of our distinguished
Director -General, Dr Mahler, and the second with respect to a fixed date (not later than
Wednesday, 24 May) for the closure of this Assembly. I am sure that all delegates who are
accustomed to coming to these meetings will understand the importance of trying to expedite
our work and to get through at an earlier time than has been normally possible.

4. REVIEW OF THE REPORT OF THE DIRECTOR -GENERAL ON THE WORK OF WHO IN 1976 -1977

The PRESIDENT:

It is now a great pleasure for me to give the floor to the distinguished Director- General,
Dr Mahler, so that he may present his biennial report on the work of WHO in 1976 and 1977,

shown as item 1.11. This report is contained in Official Records No. 243, which is published

in the form of an olive green volume.

The DIRECTOR -GENERAL:

Mr President, honourable delegates, ladies and gentlemen, I believe that Official Records
No. 243, as well as my own personal introduction to it, adequately reflects the whole
Secretariat's record. So with your permission I will once more permit myself to address the
Health Assembly on the general state of world health.

This year we are celebrating WHO's thirtieth anniversary. It is an occasion to look

into the future. The next century is on history's doorstep, and we must step in now to
ensure that those who follow us on this globe indeed will reach that social target that you
decided on one year ago - the attainment by all the citizens of the world by the year 2000 of
a level of health that will permit them to lead a socially and economically productive life.

In order to look forward with vision it is wise to glance backward with perception - not
to be bound by history, nor to blame ourselves or our predecessors, but to learn lessons as a
springboard to the future.

WHO was born in a world groping for unity and dignity out of the ruins of war. Yet its

membership represented only a tiny fragment of the world. Unity is an affront to those who

are excluded from it, and dignity an illusion unless all people can enjoy it. Today, our

membership is almost universal, yet the world is still far from being united. It has become

smaller, yet larger: smaller, because improved communications have brought living history
into the homes and have opened the eyes of all to the privileges of the few; larger, because

perspectives have broadened and internationalism has become part of our way of life. The

struggle of the developing countries for a New International Economic Order has brought the
Third World together in unprecedented cohesion in spite of national political differences, and
has overshadowed by its drama and intensity the fight for the supremacy of political ideologies
and spheres of influence. This is the canvas on which world history will be painted in the

coming generation; this is the background against which health policies will have to be

forged. For health and development are inseparable, development is dependent on policies,
and health development must go hand in hand with political action. National liberty has not
necessarily meant freedom from health slavery. But health liberty could be attained univer-
sally if we applied intelligently and justly the means at our disposal.
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Thirty years ago health technology had just awakened and was full of promise. Since then
it has surpassed all dreams, only to become a nightmare. For it has become oversophisticated
and overcostly; it is dictating our health policies unwisely; and what is useful is being
applied to all too few. Based on these technologies, a huge medical industry has grown up
with powerful vested interests of its own. Like the sorcerer's apprentice, we have lost
control - social control - over health technology. The slave of our imagination has become
the master of our social creativity. We must now learn to control it again and use it wisely,
in the struggle for health freedom. This struggle is important for all countries; for the
developing countries it is crucial, decisive.

WHO in the course of its evolution has in many ways mirrored worldwide historical
developments. It strove for unity and universality, only to discover that sometimes the two
are not easily reconciled. As newly independent countries joined the Organization, the
widely different needs of Member States became apparent. To deal with them, the regional
arrangements were strengthened. These no doubt led to regional solidarity, but the solidarity
of each region carried within it the seeds of global fragility. Global policy often became
too far withdrawn from national reality, and global action often did not adequately respond to
national need. Similarly, local activities often did not adequately reflect global policies.

These contradictions between global guidance and national execution often led to a far less
than optimal use of WHO's resources in countries. Moreover, different aspects of the same
programme, provided on the one hand by headquarters and on the other hand by the regions,
became divorced from one another, whereas they clearly should have been closely interlinked to
be effective. Research was separated from service and became a central prerogative from which
the regions were excluded. Also, excessive attention was often paid to the development and
refinement of health technology - little to its proper application in countries.

Then came the re- awakening of Member States, their disillusionment with research that led,
not to action, but to the need for further research, their frustration with ever -growing
amounts of technical information which they could not use, their dismay at uncoordinated
programmes descending on them from above and leading to disjointed and ineffective technical
assistance projects in countries. They reacted, democratically but firmly, in the
Organization's governing bodies. They demanded coherent WHO programmes that would help them
to develop cohesive national programmes. They insisted on a more equitable distribution of
health resources throughout the world, starting with WHO's resources.

Under the policy guidance of the Health Assembly, WHO responded with singular sensitivity
to the pulse of history. The Fifth General Programme of Work already laid emphasis on the
integration of programmes within Member States and on ways of ensuring coordinated inter-
national support for them. The Sixth General Programme of Work is even more explicit, and
stresses the basic principle of giving priority to problems of developing countries. WHO's
managerial methods were strengthened to cope with programme formulation, implementation and
evaluation, and to provide information support. A new programme budget policy and strategy
was adopted which emphasized the need for national self -reliance in health matters, the
replacement of supranational technical assistance by international technical cooperation, the
social relevance of all WHO's programmes, and the mutually supporting action of WHO's coordi-
nating and technical cooperation roles. One year ago the Health Assembly had the vision and
imagination to define the social health target for the coming decades that I have already
referred to. It is a landmark in public health history - both as an expression of inter-
national health solidarity and as an act of faith in the possibility for even the most
underprivileged on this earth to attain to an acceptable level of health and quality of life
within the foreseeable future.

In my addresses to the regional committees last year I indicated how this target could be
reached by sketching a blueprint for health for all. In it, I outlined the programmes that
demand priority attention and the mechanisms required to formulate and deliver them, as well
as the obstacles to be foreseen and ways of overcoming them. I will mention today only some
of the most important programme features.

The blueprint emphasizes the overriding importance of primary health care, that is,
essential health care made universally accessible to individuals and families in the community
by means acceptable to them, through their full participation and at a cost the community and
the country can afford. I repeat my firm conviction that, if primary health care could be
provided for all, far more than half the battle of ensuring an acceptable level of health for
all would be won. Clearly primary health care cannot be effective alone; it has to form
part of a broader health system, but the other components of that system must be organized in
such a way as to support primary health care and not to undermine it as is so often the case
today.
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The blueprint highlights the integration of a variety of programmes within the health
system in general and within primary health care in particular. It gives top priority to
proper nutrition, and to safe drinking -water and a healthy environment. It also gives high
priority to the communicable diseases, which unfortunately will remain a scourge for many
years to come. It shows how their control will need a proper blend of economic, social and
technical measures that are appropriate to each country's epidemiological situation and economic
and social circumstances. Realism, based on sound information, is the note the blueprint
strikes for dealing with such problems as cancer, cardiovascular diseases and mental and oral

health.
The blueprint mentions two types of research - one aimed at generating new knowledge and

the other at applying existing knowledge. The second is as important as the first, and even
more urgent. So much could be achieved by applying what we know now, yet this often depends
on social and political factors no less than on technical factors. The blueprint stresses the
need to develop and use health technologies that are more appropriate than many of those we now
apply. These include, for instance, drugs; we must learn to live with fewer drugs, and a

recent WHO expert committee has shown that indeed we can. Finally, most important of all is
the production of the right number of the right type of health workers to conceive and deliver
health programmes and, above all, to manage health systems. They are crucial to the attain-
ment of health for all by all, and they must be socially attuned as well as technically trained
to respond to people's real health needs.

The targets of a number of WHO's newer programmes, such as the immunization of all
children against common infectious diseases and the provision of safe drinking -water supply
and sanitation for all by 1990, are promising beginnings to the implementation of this blue-
print. To translate it into universal action will require a combination of unprecedented
worldwide social conviction, technical wisdom, managerial competence, economic imagination,
and - above all - political determination.

Permit me to summarize some of my social convictions about health development, in the hope
that those of you who share them will be assured and that those who do not will be convinced.
Health is a fundamental universal human right, as WHO's Constitution clearly states, and its
attainment is an essential social goal. The just distribution of health resources is as
important as their quantity and quality. To reach a more equitable distribution, it is
important to pay much more attention to those least served, the social periphery, the disease -
ridden majority. Our guiding principle should be the greatest health benefit for the
greatest number at the lowest cost.

Health is best pursued as a part of overall development. Development implies social
progress no less than economic progress, since its principal aim is to improve the quality of
life. Without health, life has little quality, for even if health is not everything, without
it the rest is nothing. Health, economic and social development are thus intimately inter -
linked. Indeed, health development, which is universally acceptable by all people no matter
what their political convictions, can be used as a powerful lever for social and economic
development.

If social and economic factors, including the influence of the environment and individual
and community life styles, are responsible for most ill health, wisdom demands that we deal
first and foremost with these factors. Technical policy must therefore respond to social
policy rather than to the search for technical perfection. It must also take account of the
social and economic consequences of its application. It follows that health technologies
must be applied in the right mixture along with the technologies of the other social and
economic sectors, such as agriculture, industry, education, or the environment. But health
technology itself needs critical re- examination. All the medical techniques, the plethora of
equipment and drugs, the complicated facilities, the labyrinth of logistic support, and the
hordes of supporting staff would be justified if they were effective, but the effectiveness of
much of them remains unproved.

I am not doubting the sincerity of those who apply the ever- growing range of health
technologies at ever - increasing costs to society. But I am challenging them to reassess the
usefulness of those methods and to reflect on their cost and on society's ability to pay for
them. For these technologies are appropriate only if they are effective and can be applied
for the benefit of the whole of a society in a manner it can accept and is ready to pay for.
For developing countries it is more important to generate and apply health technologies
suitable for them than to receive from the affluent countries ready -made solutions whose worth
in many cases has not been proved. Only by so doing will the developing countries be able to

accumulate those resources for investment and reinvestment which will permit self -reliant
health development.
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Wisdom also demands that health measures be applied where they are most needed, most
effective and least costly. This is the rationale for the growing insistence on the delivery
of primary health care. It is also the rationale for organizing the other levels of the health
system so as to support primary health care.

Health technologies, however appropriate they may be, have to be properly applied
wherever they are required as part of health programmes, and these have to be integrated within
health delivery systems. To do so requires managerial competence that is all too often sorely
lacking.

By health management I mean many things. First of all it implies the determination of
national health policies and their translation into feasible plans, including the sharp
definition of priorities. Priority programmes have to be properly formulated. These are
national processes because in order to be productive they have to stimulate community action
for health so as to ensure that social health needs become known and that these give rise to
appropriate social, technical and political responses. These national processes must include
national health programme budgeting that reflects social policies by ensuring the preferential
allocation of resources to those programmes that have been defined as social priorities, and to
the services and institutions delivering them. The process as a whole and its individual
components have to be monitored and controlled. They have to be evaluated with the aim of
constant improvement, and throughout they must receive sound information support.

To ensure managerial competence, there is a very urgent need to revise the training being
given in health management throughout the world. Few - if any - training programmes are
today preparing health managers adequately for the tasks I have just referred to. Yet these
tasks are essential, crucial, for the world if we are to reach the main health target you
have decided upon. The need is no less urgent to revise the training of health workers in
general, and of professional health workers in particular. I appeal to these professionals
to accept the new roles that are being offered to them in addition to the exercise of their
clinical skills - those of health leaders, educators, guides and generators of simpler and
socially acceptable technologies. To fulfil these roles, they will require a combination
of scientific and technical knowledge, social understanding, psychological sagacity, managerial
acumen, and, above all, political persuasiveness. How long will they continue to evade this
exciting challenge and remain cloistered in their clinical monasteries?

The health professions are not alone in their conservatism. Classical economics too is
in danger of estranging itself from the aims of society by confusing economic growth with
development and by constantly demanding economic proof of social benefits. Can these
benefits really always be expressed in economic terms? Surely it is the other way round:
development has to be proved in social terms. It has to be capable of augmenting the
energies of the people, stimulating their creativity, and raising the quality of life. The
greatest potential energy in the world is human energy, and health is the fuel that can
generate it. The spark that can fire it is imagination. There were high hopes that such
imagination would manifest itself in establishing and realizing a New International Economic
Order. What has happened to it? Even an amateur economist like myself cannot fail to
realize that if the rich countries want to remain rich they will have to make the poor
countries become less poor in a spirit of equal opportunity.

The imitation of alien economic models for funding health development is as futile as the
imitation of alien health systems. A remarkable level of social and economic wellbeing,
including health, has been achieved in a few developing countries, through the socially just
availability of as little as US$ 200 per person per year. And all these resources could
be generated by the developing countries themselves on condition that the vital principle of
equal opportunity is not talked to death by the rich countries in a self- defensive smokescreen
of doing good, but is aggressively applied with enlightened self -interest. What is preventing
this process from taking place? Is it inertia or incredulity, apathy or lack of imagination,
or obsession with outmoded economic models? Or is it above all an appalling lack of national
and international leadership and readiness to take risks?

What can we do to open people's eyes to the shocking state of world health and to the
unprecedented opportunities for improving it? We can, each and every one of us, use our
powers of persuasion on the politicians of the world who shape its destinies. We can impress
on them that worldwide social expectations have risen to dizzy heights from which a rapid
fall will spell disaster. Yet these expectations can be satisfied with the means at our
disposal and those that we could generate. What is most required - once more is political
determination in support of social purpose. You have shown that WHO has both. Every one of
you has a historic mission to fulfil in your country, as well as collectively in this Assembly.
You can have a profound influence in your country by making sure that progressive health
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policies become an integral part of national political decision -making. And you can have a
no less marked effect by declaring to the world once more in this Assembly the steadfast will
to attain the goals for health that it has solemnly proclaimed.

You have defined the main health target of governments and WHO for the coming decades, and
I have done my best to respond by sketching a blueprint for reaching it and by indicating the
main requirements to activate this blueprint. If you agree to the blueprint, no time should
be lost in putting it into action. The Executive Board has undertaken to formulate a strategy
for attaining health for all by the year 2000. This global strategy will no doubt be based on
national strategies, but, by virtue of its worldwide perspective, and guided by the
Organization's General Programme of Work and programme budget policy and strategy, as well as
by the health doctrines and ideology that you have built up over the years, it will be much
more than the aggregate of national strategies. Nevertheless, action must begin in Member
States and end there, making the most of international collaboration on the way.

If you define sound national health policies to attain the world health target, WHO will
be much better able to synthesize them into appropriate international health policies from
which you in turn will derive support. If you formulate sound national health programmes,
followed by national health programme budgeting to ensure that programme priorities are
preferentially implemented, WHO will be the better able to formulate its medium -term programmes
and programme budgets to ensure an appropriate response to your needs. If you can quantify
your needs to attain your goals, and can estimate the cost, WHO will be the better able to
estimate global costs, to alert the world to the magnitude of the problem, to devise ways of
resolving it, and to help channel multilateral and bilateral support in partnership efforts
for its solution. But let me underline again that, only if all of us have the political guts
to set priorities and define strategies so as to make the health dollar work far more
effectively than it does today in most developed and developing countries, will we have a
reasonable chance of success.

Successful world action for health depends on a unity of ends and a variety of means.

The factors involved are highly diverse yet closely interwoven. Deficiencies in one will

lead to defects in the others and weaken the total effort. Only by interlinking them and

ensuring their singleness of purpose will we reach our health goals. Thus - I say it again -

health policy must be formulated and implemented in consultation with other sectors of
government and society, taking account of social, economic and political factors as well as of

technical and managerial factors.
The different aspects of the health system are also closely interlinked. Thus, primary

health care requires the integration into it of a multitude of health programmes, and the
close support of all other levels of the health system as well as of other social and economic

systems. Preventive measures cannot be separated from curative measures - preventive measures

give social credibility, curative measures personal confidence. The technical content of
health programmes, no matter how appropriate in theory, becomes appropriate in practice only

when the systems delivering it are properly managed. The learning process for health workers
has to be closely linked with the functions they are to perform and the people they are to

serve. Health research, too, has to support the attainment of health goals, and the whole
range of laboratory, clinical, epidemiological and operations research has to be harnessed, as

required, to this aim.
It is obvious, then, that health is indivisible. This indivisibility is of paramount

importance within each individual country where it encompasses the different components and
levels of the health system and relationships between the health system and other systems.
Above all, it applies socially, for the attainment of health depends on the mutually supporting
actions of individuals, families, communities, health workers of all types, politicians, and
society as a whole.

The principle of health indivisibility is also important for intercountry relationships.
In the past, this was realized mainly in relation to preventing the spread of communicable

diseases. Today it is widely understood that cooperation among countries is essential to
deal effectively with the broad spectrum of health problems facing the countries of the world.
International health cooperation, among countries in regions, between developed and developing
countries, and at the global level, carries technical, social and political benefits for all

those involved. These include the sharing of relevant knowledge and experience and the
transfer and exchange of suitable technology and resources. Technical cooperation among all
countries thus becomes a supreme example of the indivisibility of world health. For if the

health of any one country lags far behind the others, this is a shameful reflection on the
world community.
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World health is indivisible and WHO is its unifying agent. It is the Organization's

duty to make world health visible, tangible and attainable. But the Organization is nothing

in itself. It is only something when it succeeds in fostering cooperation among Member States;

this is of the very essence of its Constitution. WHO, too, must determine its policies in

accordance with the collective social convictions of its Member States; recent years have
witnessed striking examples of this trend. WHO must define its technical goals in the light
of these policies, and must strengthen its managerial system to achieve these goals; the

Organization is indeed striving to improve its capability of doing so. It must also exert its
full influence in the international political arena to ensure a proper place for health in all
international action for development. The degree to which it does so will depend on all of
us, whether we act individually or collectively. When we act individually, we must bear in
mind the collective spirit that inspired our policies; when we act collectively, we must bear
in mind the sovereignty of each Member State and at the same time its solemn pledge to
sacrifice a little of it in the interest of international health solidarity.

WHO must provide an integrated response to the needs of Member States; for them there is

only one Organization and it matters little where the action is taken. What does matter is
that action is being taken, that it is timely and that it is appropriate. For this to happen,
serious dialogues between Member States and their Organization are essential. To adopt high -

sounding resolutions in this Assembly and in the regional committees, and then to make
opportunistic requests at country level for unrelated technical assistance projects that cannot
possibly have lasting effects on people's health, is to make a travesty of the relationships
between Member States and their Organization. Only if we can ensure the mutually supporting
nature of our actions in countries and at regional and global levels will we be able to face
our collective challenges with complete confidence. This will give us added moral strength to
urge concerted action by all the social and economic sectors that are involved in human

development.
What does this mean for the way we work within the Organization? In recent years, the

regional committees, the Executive Board and the World Health Assembly have played an
increasingly important role in the work of WHO, adopting new policies and indicating new
programmes to reflect the changed world health situation and political climate. Now that we
have embarked on the realization of these policies and the implementation of these programmes,
we must give further thought to the working relationships between these organs and the
Secretariat that supports them. We must ensure that the right relationships exist between
WHO staff in countries and the national authorities concerned; between the regional offices
and the regional committees; among the regional offices themselves; and between the regional
offices, the global office, the Executive Board, and World Health Assembly. Decentralization
of management must not lead to fragmentation of effort. On the contrary, it must strengthen
unity of effort as prescribed by the Constitution; otherwise, it will become counter-
productive. The greater the need for all the organs of WHO to act in unison to provide an
integrated response to countries' needs, the greater is the challenge to make sure that
regional arrangements do indeed foster this unity. Just as national self -reliance does not
imply national self- sufficiency, since all countries have much to gain from cooperation with
others, so regional self -reliance does not imply regional self- sufficiency. The managerial
and technical strengths of our regional structure must be made to match its undoubted political
advantages, and together must be harnessed to the global effort. If world health is
indivisible, the World Health Organization must be indivisible too. I can assure you that the
Regional Directors and I will continue to do everything in our power indeed to keep it so.

Mr President, honourable delegates, confident in the conviction that WHO is indivisible,
I am taking the unusual step of appealing directly from the platform of this Health Assembly to
the political leaders of the world. Health aspirations are less politically controversial
than most other social aspirations, even if the best ways of realizing them may be highly
controversial. Let us, then, exploit together to the full this measure of national and inter-
national political agreement. The pursuit of health is not as marginal as political
priorities would seem to indicate. By striving for health you will be promoting development,
for development is only real if it provides relief from social as well as economic pain. Make
WHO's goal of health for all by the year 2000 the social target for the end of this century!

I know that many of you have doubts about the feasibility of a New International Order;
I do not share them. I know that many of you will have equal doubts about attaining health
for all by the year 2000; again, I do not share them. I also know that others among you
will fear that my proposal is a social smokescreen to hide the world's unwillingness to bring
about the New International Economic Order. It is not; and I see no cause for fear. If

you are vigilant and we are steadfast, the two will surely complement each other.
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Political leaders of the world, use the neutral ground of health to promote the global
development dialogue! WHO has already shown in shaping its policies that such dialogue among
countries of all shades of political ideology is not only possible, it is highly fruitful.
Use health as a powerful lever for social and economic development! More than that, use it
as a platform for peace! The farsighted Constitution of our Organization declared more than
30 years ago: The health of all people is fundamental to the attainment of peace and
security . . . ". If you can find one subject on which the people of the world can agree
across national barriers and in spite of political and ideological differences - exploit it to
the full! World health can be that subject.

The PRESIDENT:

Distinguished delegates, ladies and gentlemen, I am sure that many of you, like myself,
felt for a moment that we were not only listening to the administrative head of the World
Health Organization, but at one time or another you must have been thinking that you were
hearing the voice of an economist and above all a sociologist, a political analyst and a

politician. Those of us ministers who have to go up for elections would be very happy indeed
if we had Dr Mahler around because we would be sure we were going to win our votes with his
excellent oratory. I want to thank him very sincerely for his excellent speech, in which he
has raised many points for consideration not only by us but by our governments. We will
convey these messages and look forward to his continued guidance and leadership in this respect.

5. GENERAL DISCUSSION ON THE REPORTS OF THE EXECUTIVE BOARD ON ITS SIXTIETH AND SIXTY -FIRST
SESSIONS AND ON THE REPORT OF THE DIRECTOR- GENERAL ON THE WORK OF WHO IN 1976 -1977

The PRESIDENT:

Now we will start our general discussion on item 1.10 - Review and approval of the reports
of the Executive Board on its sixtieth and sixty -first sessions, and item 1.11 - Review of the
report of the Director -General on the work of WHO in 1976 and 1977. Before doing so let me

recall that, in accordance with resolution WHA26.1, delegations wishing to take part in the

debate on the reports of the Director -General and the Executive Board should "concentrate
their interventions on matters related to those reports, so providing guidance which may assist

the Organization in the determination of its policy "; and another factor that should be taken
into account is that "delegations wishing to report on salient aspects of their health
activities" should "make such reports in writing for inclusion in the record, as provided in

resolution WHA20.2 ".
Those delegations wishing to participate in the general discussion on items 1.10 and 1.11

are requested to announce their intentions to do so, together with the name of the speaker and

the language in which the speech is to be delivered. As soon as possible they should be made
known to the assistant to the Secretary of the Assembly. Should a delegate wish to submit a
prepared statement for inclusion in the verbatim records, or whenever a written text exists of
a speech which a delegate intends to deliver, copies should also be handed to the assistant

to the Secretary of the Assembly to assist in the interpretation and transcription of the
proceedings. As decided earlier, delegates will speak from the rostrum.

Now this is very important and I would like you to take note of it. In order to remind
speakers of the desirability of keeping their address to not more than 10 minutes' duration,

as decided by the Health Assembly a few years ago, a system of lighting has been installed.
For this reason the green light will change to amber on the ninth minute and to red in the
tenth minute; in other words, when speakers see the green light changing to amber, remember
that is the signal to say: ". . . and now, Mr President, in conclusion . . . "; otherwise the
operators may, as this is the age of the computer, take the step to put the red light on
I am sure that delegates will cooperate, because this year we have over 150 delegates here and
already there are indications of 77 countries wishing to speak. It is a well -known saying
that the shorter the speech the sweeter it is, and I am sure that delegates are quite capable
of making effective points with diplomacy and with conciseness.

May I now take the opportunity, as we still have some time, to invite the first two
speakers named on the list to approach the rostrum. First of all the delegates of Sudan and
Sweden, the first speaker being the distinguished delegate of Sudan.
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Dr MUKHTAR (Sudan) (translation from the Arabic):

Mr President, distinguished delegates, it is a great honour for me to address this
august gathering, which is meeting here to promote the noble cause of improving human health

throughout the world. I wish this Assembly every success in its efforts for the good and

welfare of humanity as a whole. I heartily congratulate you all on the thirtieth anniversary

of this Organization. On behalf of the Government, people, and delegation of the Democratic
Republic of the Sudan, I have the pleasure to congratulate you, Mr President, on your
election as the chief officer of this Assembly. At the same time I congratulate the Vice -

Presidents and the Chairmen of the main committees. Surely success will crown our work

under your sagacious leadership.
We fully support the report of the Director -General of WHO concerning the Expanded

Programme on Immunization, drug policy, the change in malaria control strategy, and the great
importance attached to country health programming in individual countries. The modern

approach used in facing and solving health problems deserves our appreciation and respect.
Mr President, I come from an agricultural country that is exerting itself to the utmost

to use its natural resources to provide food for a world threatened by hunger; accordingly,

in recent years we have doubled the cultivated area in our country. With the abundant
harvest, certain health problems have emerged despite the surveys made and precautions taken.
These take the form of an increase in the risk of schistosomiasis and malaria, coinciding
with the expansion of irrigation and agricultural projects and with the rate of agricultural
development. Malaria is still foremost among the communicable and parasitic diseases,
followed by schistosomiasis, onchocerciasis, trypanosomiasis, kala -azar and meningitis.
The greatest problem we have encountered in this connexion is the tolerance developed by the
anopheline population to insecticides, and we are now thinking of using biological control
methods. During the latter part of this year the Malaria Training Centre at Sinnar is to
accept a number of fellows from countries of the Region, who will learn something about the
sensitivity of the falciparum malaria parasite to chloroquine. As regards the other
parasitic diseases, we are still carrying out research work on schistosomiasis and snail
control. Trypanosomiasis is being controlled in southern Sudan with the generous assistance
of the Government of Belgium.

Mr President, since March 1974 Sudan has been taking part in vaccination trials against
meningitis. Our past and present trials, conducted in collaboration with WHO and the
Mérieux Foundation (France), have proved the potency of the vaccine, with which we were able
to curb meningitis outbreaks in many areas. During the present season more than one and a
quarter million vaccinations have been performed in the different provinces. This has
helped to protect hundreds of thousands of our fellow citizens from a disease which once caused
fatal epidemics in many areas.

My country attaches great importance to qualifications and training in all health fields.
Under our six -year socioeconomic plan, the postgraduate medical training scheme has started
preparing candidates for the master's degree in community medicine, internal medicine,
obstetrics and gynaecology, and paediatrics. The visiting examiners from many countries have
shown their satisfaction with the high level of instruction. This has led us to consider
increasing the range of subjects for postgraduate specialization in order to meet our country's
needs. As we have a liberal policy on emigration, we shall have to intensify the training and
preparation of various health personnel so as to meet our needs and to bridge the gap
resulting from the brain -drain towards affluent States. In the meantime, however, and within
the framework of a comprehensive policy, we are doing our best to improve employment
conditions for all workers in order to help them resist the temptation to emigrate.

My country has achieved great success as regards primary health services, and our
programme is being implemented despite the obstacles that always impede the smooth running of
any major enterprise. In 1976, which was the preinvestment year, teachers were recruited
and trained, and training centres for public health technicians were set up in a number of
provinces. This year the first batch of public health technicians has graduated. Their
services are not limited to health units, but also extend to citizens everywhere, whether at
home or in the community at large. They accompany shepherds on the move and settle down with
them in their new pastures.

Statistics are of vital importance in setting up programmes for health services planning
and development. With WHO assistance, the training centre for statistical technicians was
inaugurated in late 1977. So far 75 statistical technicians have graduated, and we hope to
receive students from sister States.
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While building the new Sudan, we are still concerned with the high infant mortality rate

which was clearly shown by the survey conducted with WHO assistance. We hope that the

Expanded Programme on Immunization, started in a number of cities against smallpox, tuberculosis,
diphtheria, pertussis, tetanus and poliomyelitis, will produce a notable decrease in the

mortality rate.
All these intensive activities in the health field could never have materialized with our

own limited resources and without the great help of international organizations and the

optimum utilization of the available resources and the generous contribution from sister and

friendly States which gave us funds and expertise. To all of them we express our thanks and

appreciation.
Mr President, we do not live in isolation from events outside our country, now that the

world has become so small as a result of scientific and technological advances. Disease may

be a menace to man, but man -made wars and aggression are threatening to annihilate mankind

completely. Consequently, we vigorously repudiate the Israeli occupation of Arab territories

and condemn the Israeli aggression on southern Lebanon and the tyrannous behaviour towards

Arab inhabitants. We support without reservation the people's struggles in South Africa,

Rhodesia and Namibia against coercion, colonialism, slavery and apartheid regimes.
We look forward to a peaceful ending to the armed conflict between Ethiopia and the

Eritrean people, which has made both parties resort to the Sudan where there are now many

thousands of refugees from both sides. This puts a heavy burden on our shoulders, most

particularly because of the health hazards. We extend our thanks to the Office of the United

Nations High Commissioner for Refugees for its valuable assistance. We believe that the

radical solution of this problem will put a peaceful end to the Eritrean issue.
Mr President, dear colleagues, thank you for your kind attention. I wish this Assembly

every success, and I would like to extend to the World Health Organization my profuse thanks

for making possible this international meeting. I would like also to thank Dr A. H. Taba,

WHO Regional Director for the Eastern Mediterranean, for his kind cooperation, and
Dr Rafik Khan for his great efforts and contribution to the improvement of the health of our

citizens.

Mrs TROEDSSON (Sweden):

Mr President, Mr Director -General, distinguished delegates, "Health for all by the
year 2000" is a main social target for WHO and all governments. To reach that goal, both
WHO and governments must emphasize primary health care. The main task is, of course, to
develop and extend basic health services in order to ensure that individuals and families
all over the world have access to essential health care.

Parallel to the development of health services, it is essential - by education and other
means - to strengthen individuals' possibilities to maintain and improve their own and their
families' health. One way of expanding WHO's activities in this field would be to develop a
new goal- oriented special programme on health services research. As stated in the biennial
report, the traditional biomedical research now has to be supplemented by health services
research of quite another magnitude than has hitherto been the case.

One important tool in primary health care is drugs. To provide the great majority of
the population with effective and safe drugs is one very important part of the health care
system. Therefore we welcome the initiative on drug policies and essential drugs. We are
happy to see that drug policies and management are not only the subject of the Technical
Discussions but are also included as a special item of the agenda. The plans for developing
national drug policies and making essential drugs generally available are important steps
towards providing adequate care for patients in all countries. The next step will be more
detailed planning and implementation of the various phases of the programme at national level.
The Swedish Government supports the proposed activities in order to tackle the vital problems
in this field, particularly in developing countries. We are ready to increase our partici-
pation in this work.

In this connexion I should like to mention that the WHO Collaborating Centre for Drug
Monitoring was transferred to Uppsala in Sweden in February this year. The Centre is well
equipped to process the adverse reaction reports received and to supply the results to WHO
headquarters according to the agreed programme. In order to improve the system, a first
conference with delegates from participating countries will be held in Uppsala this coming
autumn. We hope that it will also be a sign of intensified activities, with an increased
number of Member States participating in this collaboration.

Nutrition is another integral part of primary health care. The great interest that was
attached to this question by so many delegations during last year's World Health Assembly
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constituted the basis for continued and expanded action in this sphere. We are happy to note
that the WHO Secretariat has been working hard to develop a coherent programme to tackle these
problems within the health sector and to note its preparedness to cooperate with other
agencies, which we hope to see even further developed.

In our opinion the basis for any nutrition programme must be the participation of the
individuals and families involved and the optimum utilization of local resources. I under-
stand that the present planning is very much directed towards the concept of participation and
planning from below. We are exploring ways and means of supporting the nutrition programmes
of WHO as well as of other agencies. One important component of these programmes is the
promotion of breast -feeding and actions to counteract the excessive use of infant formulas.
Thus it would be of great value if it was possible to establish internationally recognized
rules for marketing certain types of infant food. The health sector has a great responsi-
bility in promoting the use of breast milk to the extent possible.

We would like to congratulate WHO for the development of the research and training
programmes in human reproduction and tropical diseases. It is specially important not to
draw any artificial boundaries between fundamental research and the implementation of concrete
action programmes. WHO has an important role to play in securing resources and coordinating
activities up to the point where national authorities take over the responsibility. This
year the special programme on human reproduction will stand in the focus of interest, as it
will be discussed under a separate agenda item. The Swedish Government sees this programme
as an extremely important one. It is hoped that many more countries will join in and
participate in this programme.

Finally, on behalf of the Swedish Government, I should like to take this opportunity to
compliment the Director- General and his staff for the documentation presented and the way in
which they have presented the activities of WHO. It is now 30 years since WHO was established.
We wish WHO every success in its extremely important work during the coming years.

Mr CALIFANO (United States of America):

Mr President, delegates to the World Health Assembly, it is my honour to speak today as
the first Cabinet officer ever to head the United States delegation to the World Health
Assembly. I come as President Carter's personal emissary to underscore the commitment of
the Government and people of the United States to the World Health Organization.

President Carter holds to a simple belief, which is also a central tenet of WHO, that a
decent standard of health is a fundamental human right, for the world's poor no less than
for the rich. Now this thread of personal conviction is being woven into the policies of
the Government he heads, a Government renewing its commitments to human rights and human
wellbeing.

So I come today, at the President's behest, to congratulate Mr Kamaluddin Mohammed,
the new President of the World Health Assembly, and our newly elected Vice -Presidents; to
celebrate the past successes of this Organization as it marks thirty years of effort and
achievement, and to pay special tribute to Dr Halfdan Mahler, its tireless and extra-
ordinarily able leader for the past five years, and to Dr Lambo, his energetic and dedicated
deputy; finally, to announce several initiatives of my Government in the field of
international health - efforts to be launched in partnership with WHO and with other
nations, efforts to be undertaken in the spirit of interdependence which makes WHO a model
of international cooperation.

In a world noisy with the clamour of political dispute, WHO quietly pursues work that
transcends politics. This Organization inspires nations to join hands in cooperation.
While governments and peoples talk and dream of peace
building peace. Consider the achievements of the pa
limited resources, the Organization has magnified the
bringing nations together to identify common problems
rising above narrow political and national interests.

, this Organization is steadily
st thirty years. Despite its own
usefulness of the world's resources by
and take concerted action, thereby
Recognizing the widespread lack of

access to health care among poor people, the Organization has successfully led the community
of nations to accept primary health care as a major international priority. It has brought
us within sight of a breakthrough unprecedented in history: the total eradication of
smallpox from the earth.

Yet these achievements, striking as they are, are dwarfed by the unmet challenges that
confront us. There is a gap of 30 years between life expectancy in the more developed
countries and that in the least developed countries. Two- thirds of the people in the

world's poorer countries have no access to safe drinking -water or waste disposal systems.
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Seven hundred million people are malnourished - and are thus a prey to deficiency disorders
and infectious diseases. Each year across the world 15.6 million children under the age of
five die; 15.1 million of these deaths occur in the less developed countries. Rapid
population growth retards social and economic progress in many nations, and burdens many
families and communities. Despite the urgency of these problems, the majority of people
in many countries have virtually no access to basic health care. Other basic requirements
for a healthy life are also unmet: adequate food, for example, and decent housing. Such
conditions, in a world which has the scientific knowledge and technical skill to correct
them, are a judgement upon us. As the Director -General has reminded us, social justice
demands that all the world's citizens - not just a few - enjoy sound enough health to live
in dignity and to do useful work.

My Government stands ready to give that idea continuing moral and material support.
To this end, President Carter has enunciated a statement of five principles to guide us as
we develop new policies and programmes for the United States, and as we continue our support
for the activities of WHO: (1) we will focus our efforts, as a matter of basic human rights
and needs, on the world's poor, both in rural areas and urban slums; (2) our efforts will
be directed toward helping developing nations strengthen their own institutions and
capacities to solve health problems; (3) our activities will be conducted in close
cooperation with international agencies and in partnership with other nations; (4) our

emphasis will be on the prevention of ill health, including malnutrition and infectious
diseases, and with special emphasis on the immunization of children; (5) our own national
resources will be more fully mobilized - our universities, industries and private
organizations - and we will coordinate more closely the various international health
activities within our Government.

The President recognizes that the human needs we are addressing are severe, and the
social and technical challenges enormous. So we are committing ourselves to an effort that
will be sustained over time. These world health problems are so immense that it may be
beyond the capacity of individual nations to solve them. But we have seen how much can be
accomplished when the nations of the world combine their resources, their knowledge and, above
all, their will. Before I left Washington, President Carter announced publicly his intention
to strengthen the role of the United States in international health. His announcement had
two major components: (1) it outlined five areas in currently support efforts that
we expect to expand in the future; and (2) it set out a plan for developing further
initiatives that will round out our international health activities into a more comprehensive
programme.

Let me describe, first, the five areas in which my Government, guided by the principles
I have outlined, is rededicating itself and, where possible, increasing its contributions.
First, we want to commit new resources to the battle against infectious diseases. The
United States is already deeply involved in combating the major infectious diseases. We
support WHO's Special Programme for Research and Training in Tropical Diseases; we pursue
research in our own institutions; we collaborate in disease control projects in individual
countries. To support the Special Programme over the next five years we have recently
pledged more than US$20 million. We are particularly eager to help countries, through this
work, to develop their own capability in research and training. Studies of the tropical
diseases in our own research institutions cover not only the six diseases in the Special
Programme but several others, including cholera and the diarrhoeal diseases.

The reemergence of malaria, especially in areas previously thought to be secure,
underscores the world's continuing need for basic and applied research that will lead to
more effective malaria control. To this end, we are conducting significant work to develop
a malaria vaccine and more effective drugs - efforts whose fruits we will share with the
world. We recognize, however, that these existing efforts are not enough. So we are
increasing our training and research in tropical diseases. In cooperation with WHO, we
have established a post -doctoral fellowships programme which will bring scholars from other
countries to study tropical diseases in our institutions. To help improve the research
capacity of countries where tropical diseases are a problem, we are also launching new
programmes of international cooperation. Our National Institutes of Health, for example,
will also help establish and strengthen research centres in developing countries.

We have offered to participate with WHO in developing a global epidemic surveillance
service. Surveillance, epidemiology, and disease control activities are indispensable
measures for dealing with outbreaks of disease and other hazards to public health. We stand
ready to help the Organization develop a programme for training physicians and field officers
from developing countries in disease surveillance and epidemiology; to cooperate in estab-
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lishing disease -control services in individual countries; and to provide epidemiological
support to the two tropical disease research centres in Ndola and Kuala Lumpur.

Yaws, another infectious disease, is now controllable; yet it is resurgent in several
African and Asian countries. In one country, the number of reported cases rose from less
than 3000 in 1969 to more than 70 000 in 1976; it appears to be on the increase in 12 other

African countries. While yaws is not an urgent problem on a global scale, this resurgence
clearly calls for action where it occurs. The United States is ready to work with WHO and
with various nations in intensified surveillance and control measures.

The Expanded Programme on Immunization is an endeavour we believe to be highly important,
especially as all nations prepare to observe the International Year of the Child in 1979. In

the United States we made progress in the past year in our effort to increase from 65%
to 90% the immunization rate against seven preventable childhood diseases. But

in the developing world, despite the fact that effective vaccines exist, less than 10%

of children receive immunization against preventable diseases. Five million

die each year as a result; millions more are disabled by brain damage, paralysis, stunted
growth, deafness, and blindness. Our concern for these preventable diseases abroad has led
us to develop bilateral immunization programmes in cooperation with WHO - programmes designed
to help countries strengthen their own preventive health capacities. We stand ready to go
beyond our present participation in WHO's immunization programme by increasing the numbers
of our epidemiologists and other international health workers available to join in the efforts
of developing nations. Moreover, I can announce that, in addition to the services we are
already providing, we will make available a further $200 000 in direct support to the WHO
Expanded Programme on Immunization, through a contribution to the Voluntary Fund for
Health Promotion. Our Agency for International Development, in cooperation with my own
Department, is exploring with WHO the possibility of undertaking a multi -year immunization
programme for the African Region. We - the nations of the world - must all join together to
achieve this overriding objective: to immunize the children of the world by 1990. There
could be no greater gift to the next generation. What an achievement: It is within our
reach to meet here in 12 years to celebrate the immunization of the world's children and
the establishment of a permanent global system of immunization against preventable childhood
diseases. It is an objective worthy of this great World Health Organization. It is an
objective to which my own nation is profoundly dedicated.

Second, the United States will participate in efforts to bring safe water and basic
sanitation to more of the world's people. If clean drinking -water were readily available to
all the people in the world, an estimated 50 million lives would be saved every year.
President Carter has announced as a major priority our support for international efforts
to provide clean drinking -water for the world's people. We are committed to the goals of
the 1980 -1990 International Drinking -Water Supply and Sanitation Decade. Over the next
decade, the nations of the world will make large investments in that endeavour. The United
States is currently engaged in activities to improve the technology of water and sanitation
systems and to disseminate more widely information on the application of this technology.
We plan to launch new activities in manpower and management training. My Government is also
proposing to join with others in undertaking epidemiological studies to describe as precisely
as possible the relationships among water, health and disease. This will help us set
priorities for improving water supplies..

Environmental hazards command our attention and concern. The United States is working
with WHO in evaluating the toxic effects - acute, chronic, and delayed - of chemicals and
other pollutants in air, water, food, and at places of work. As more nations become
industrialized, health problems arising from occupational hazards are likely to increase.
The prevention of these hazards is of major importance. My Government welcomes the
opportunity to share our experience with WHO and with other countries, and to learn from
them.

Third, we will work to overcome the nutritional problems which affect so many of the
world's people, both in less -developed and more- developed nations. In the United States
we are rediscovering the importance of nutrition to health. Our attention is focused on
the purity of foods, nutritional needs of high -risk groups, and problems of obesity,
elevated cholesterol, and dental caries. Elsewhere in the world, protein -calorie mal-
nutrition and other deficiencies are tragically widespread, especially among children,
limiting their development and increasing their susceptibility to serious infections. We
are cooperating with WHO, FAO and other agencies of the United Nations system, as well as with
individual countries, in an effort to make nutrition policies and goals a part of overall
social and economic planning. My Government's support for international nutrition programmes
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has increased tenfold over the past six years, from less than $ 5 million annually to almost

$ 50 million. A promising start has been made in recent years by many countries in developing
food and nutrition policies and programmes corresponding to the needs of the most vulnerable
populations. The directions for such efforts were set forth by the 1974 World Food
Conference. They were even more eloquently stated by the World Health Assembly a year ago.
In the United States we are promoting a variety of research efforts in human nutrition on
such topics as infant nutrition and breast -feeding, the special nutritional problems of
various racial and ethnic groups, and the nutritional origins of adult disease. This work
can have worldwide benefits.

Fourth, we will support worldwide efforts to prevent and treat blindness. Of all the
tragedies of the human condition, few cause so much personal misery and waste as blindness.
The stark fact is that 80% of blindness is preventable or curable, but unless we
expand prevention and treatment programmes, the number of blind people throughout the world

will continue to increase far beyond the present level. We need to make blindness
prevention and treatment a more regular part of all primary health services. Many of the
programmes to reduce blindness do not require physicians, but can be carried out by trained
community workers. The United States intends to support these programmes along the lines
of the recommendations made by the International Agency for the Prevention of Blindness. We
commend WHO for declaring this a priority problem.

Fifth, we will promote new efforts to extend primary health care. We strongly support
WHO's commitment to primary health care; it is, we believe, central to our hopes for
improving health care worldwide. Access to health care, especially for the poorest people,
must remain a principal goal. In pursuit of this goal, our Agency for International
Development will expand, over the next five years, its current expenditures of $ 70.4 million

for primary health care projects. Among these are maternal ana child health services,
nutrition, and family planning in keeping with local culture and customs. The problems
generated by rapid population growth remain a matter for world concern; the Agency for
International Development is spending $ 160 million this year for research, training and
services in family planning worldwide. Various efforts around the world to use volunteers in
health programmes - including our Peace Corps, with nearly 1000 workers in health - suggest that
it is possible to make an impact on basic health problems without great infusions of capital,
by using readily available manpower. To assist in community level health projects, and to
help increase the supply of local health manpower, we are exploring the possibility of
expanding the Peace Corps' health efforts through the creation of an International Health
Service Corps. We also intend to participate in WHO's special programme of technical
cooperation in mental health, whose efforts can readily be incorporated into primary health
care. We look forward to participating in the Alma -Ata Conference, to learning more about
the experiences of other countries and about methods for extending health services to the
underserved and the unserved.

The actions I have outlined by no means exhaust the possibilities for progress in
international health. We realize that other problems cry out for attention. Developing
the infrastructure for health systems is, for example, a compelling need. Many countries
need help in advancing health programming, creating data and financing systems; in short,
help in developing all the complex machinery that is necessary to reach people, wherever
they are, with health services. Indeed, unless we make progress in this field, our other
efforts may continually fall short of what is possible. Non -infectious threats to health

are another great challenge - for example, cardiovascular diseases, cancer, accidents and
drug abuse. As our nation launches a major effort to prevent these killers at home, we are
prepared to share our experience and research - and we wish to learn from our colleagues in
the world community.

While these initiatives focus on specific problem areas that we are addressing now, we
believe that we must do more in the future if we are to make an impact on the enormous world
health problems that confront us. Accordingly, President Carter has directed that over the
next few months we forge plans for more effective use of our resources, private and govern-
mental. We will seek, therefore, to increase support for our universities and institutions,
and for institutions in developing countries to strengthen their capabilities for research,
training, and the effective delivery of health services. We will seek to increase support
for training, both for our own people and for those from developing countries, who can work
as research scientists, educators, and providers of health care. We will seek to increase
support for international activities of our own governmental agencies whose competence
should be more readily available to international health activities.



SECOND PLENARY MEETING
69

I have spoken, Mr President, of what my Government is prepared to offer in the world

health crusade. I cannot close without acknowledging gratefully all that we have gained from
this experience in international cooperation: what we are learning about tropical diseases,
for example, is highly likely to advance our own efforts against several diseases that are
prevalent in the United States; the near eradication of smallpox worldwide has made possible
large savings to the United States and all nations, in terms of both lives and resources;
WHO's research on cardiovascular disease and cancer control holds great promise for our nation,
in which these diseases are the leading killers. So I offer this Organization not only our
continuing help, but our thanks for its help. We are, as you know, a nation seeking to
reassert our commitment to human rights at home and in the world. Our participation in this

Organization gives us an opportunity to express that commitment not simply in words, but in

deeds, for a decent standard of health is a fundamental human right. We are prepared

to do our part to make this right a reality for the entire world.l

Mr KRIEPS (Luxembourg) (translation from the French):

Mr President, ladies and gentlemen, I should like to congratulate the Director -General
and his colleagues on the outstanding work they did in 1977, also on the report they have
presented to us. This is the first biennial report prepared in pursuance of the decision
taken by the Twenty- eighth World Health Assembly. The new presentation is most successful,
including the colour of the cover, which is pleasant and inspires confidence. I cordially
thank the Director -General for the excellent way he explains to us the multitude of problems
WHO has had to cope with in the course of the year. Once again his statement brings out the
fact that health and development are inextricably bound up together.

Today we are able to say without the slightest hesitation that technical progress, which
seemed only a few years ago to be the supreme goal of all human activity, is not any longer -
at any rate technical progress in the accepted meaning of the expression - the only road
toward the wellbeing of mankind and human happiness. Development and preservation of health
are essential conditions for the success of any programme of economic development. We
therefore approve the big efforts made by the Director -General to solve the problems which
stand in the way of the development of health in the world and to stimulate the institution
of a New International Economic Order. One of the basic principles of this New International
Economic Order is that it is essential to secure the economic and health development of all
the countries in the world, and first and foremost of the countries which most need it, namely
the developing countries. In this connexion we must repeat that it will never again be
possible for health to be, or to become once more, a matter for each individual nation. The
state of health of each nation in the world inevitably affects other countries. It is in all
our interests therefore that we should collaborate with all our might in solving the enormous
health problems which still confront a large section of the human family. In the health
field also, however, there are priorities. It will always be impossible to do everything at
once for everybody.

Some of the global projects WHO has decided to carry out have been expressed in most
succinct, telling phrases: "Water for all by 1990 ", "Vaccination for all the children of the
world by 1990 ", "Health for all by the year 2000 ". Obviously the present dramatic situation
is not going to be altered one iota by applauding to the echo the idea of health for all by
the year 2000. Substance can hardly be given to this bold challenge to man's greatest
enemies - disease, infection, poverty, hunger, destitution - without close and trusting
collaboration between all countries, without a huge effort of international solidarity. Our
Director -General is well aware of this and said as much in a recent statement: "Unity - world
unity - is the most powerful means we possess to break out of the vicious circle of poverty
and disease."

In this connexion it is not surprising that the Director -General should lay so much
stress on the development of primary health care services. In the last analysis that is the
priority of priorities, the keystone of any rational and effective health system. Moreover
need for these integrated basic services is no longer being felt solely in the developing
countries, it is beginning to be felt also in the highly developed ones. It has become
imperative to develop in all countries without exception methods for improving the health of
the whole population without recourse to the use of an extremely expensive form of medicine.
Despite the fact that primary health care services do not require increasingly sophisticated
technical equipment, an army of ever more highly specialized specialists and astronomical

1 The above is the full text of the speech delivered by Mr Califano in shortened form.
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budgets, they are nevertheless capable of providing a perfectly valid solution to the most
dramatic problems in the developing countries and of rendering substantial assistance to the
efforts that are being made to contain the explosion of health costs in the industrialized
countries. What is required is a health technology which does more to satisfy the real needs
of the population as a whole and is as simple as possible without loss of efficiency. We hope
the International Conference on Primary Health Care at Alma -Ata will make a big contribution
toward bringing about a profound transformation of health planning and of health services
development in all countries in the world.

Another question given prominence in the Director -General's report is mental health.
Not so long ago mental illnesses formed a special branch of medicine. They were treated away
from the public view, behind walls and bars. We must, therefore, welcome today the
preparation of mental health programmes which are based on early case - finding and the treatment
of psychiatric and psychosocial problems, and which are part and parcel of the ordinary system

of medical care. Mental disorders have the most varied origins. Unfortunately many people
are deliberately ruining their physical and mental health by the reckless use of alcohol or by
the abuse of a wide range of drugs.

There is another rather serious problem, however, as it were on the fringe of mental
health, that I should like to mention briefly. I refer to doping: students who dope
themselves in the hope of doing better in their examinations, and particularly the doping of
athletes. In my two -fold capacity as Minister of Health and of Sport I should like to inform
you of a resolution recently adopted in London by the Ministers of Sport of the countries
belonging to the Council of Europe. This resolution reminds governments that it is their
duty to look after the physical and mental health of their countries' citizens, and condemns
practices that are designed to alter performance and are harmful to athletes and to the sport
ethic. It also calls upon governments to coordinate the action of the ministers responsible
for health and for sport and to improve coordination of international studies in this field.
I believe it would be desirable for WHO, preferably at the level of its regional offices, to
associate itself with the efforts being made by its Member States, or by groups of its Member
States, to safeguard the primary function of sport, which is the preservation and promotion
of human health, particularly the health of young people, and to put an end to the disastrous
practice of doping which is spoiling the beneficial effects of sport and ruining the health
of those who allow themselves to succumb to it.

Mr President, it is only natural at this moment when we are celebrating WHO's thirtieth
anniversary to look back at what has been done during the last three decades. A great deal
has been successfully accomplished, and much remains to be achieved. Yet we contemplate the
future with optimism. The results obtained are proof of our Organization's ability to carry
out effective programmes, on a global scale, that are imbued with profound humanity. The

direction of WHO's activities has already changed and it will undoubtedly change again, but
the ultimate objective remains unalterably the same: the highest possible level of health for
all the human beings who inhabit this world, and that in as near a future as possible.

Professor BADRAN (Egypt) (translation from the Arabic):

Mr President of the Thirty -first World Health Assembly, Mr Director -General,

distinguished heads and members of delegations, in my own name and on behalf of the delegation
of the Arab Republic of Egypt I would like to extend my hearty congratulations to you,
Mr President, on election to your distinguished office, and sincerely hope that this Assembly,
under your sagacious leadership, will achieve a host of accomplishments leading to the
realization of the Organization's objectives and the attainment of the highest possible
standard of health for all peoples. I wish also to extend my thanks for the pilot work
accomplished by the Director -General and his collaborators at the Organization's Secretariat.
During the last two years we have been aware of the serious endeavours and the continued
efforts reflected in the valuable report submitted by the Director -General, which we have
studied most carefully. I wish him every success in carrying out his great responsibilities
in the future. I seize this opportunity to extend to you all, on the thirtieth anniversary
of this successful international organization, my warm congratulations.

The clarity of its objectives after thirty years of experience and the exchange of
knowledge and close links established between those responsible for health services in
different countries represent a source of continuing hope and guidance for those who are
trying to do their best regardless of their resources. The problem now facing us is not so
much to achieve development as to adapt the advanced experience gained by the developed
countries to our own human and material conditions and resources so that it can be invested
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for the benefit of the health services. The ability to develop depends not only on knowledge
and on human or physical resources but also on the capability to integrate health development
within comprehensive development plans. Health development is an integral part of a
deliberate, and not a haphazard, process aiming at increasing the community's ability to
profit from the physical resources and human energy granted to it by Providence.

Mr Chairman, would you allow me to touch upon a number of topics in the light of the
concern and hope for more development, bearing in mind the importance of utilizing the
experience of those who preceded us in the development of health services. Firstly,
comprehensive development vis -à -vis health development; secondly, the bases of health
development; thirdly, how and where we should start and how we should continue; fourthly,
the role of the World Health Organization and the international organizations, together with

the role of international bilateral cooperation in the field of health development.
Regarding the first topic, the question of development in general and of health

development in particular is directed in the first place towards man, who is its cornerstone
and the objective of all action undertaken. He is the initiator and the recipient. He
sows the seed and harvests the crop. Although development is measured by the increase in
income, commodities and services, its essence lies in the power of the community to become
self -reliant and make continuous progress in that direction, and also in the provision of
equitable benefits for all individuals. Once we agree that man is the principal target of
development, his physical and mental competence should play a fundamental role in initiating
the development process and in obtaining results. Socioeconomic development has its impact
on health development. From the economic standpoint, population growth, the drift from rural
to urban areas, the discovery of sources of wealth and natural resources, the adequacy of

production and the maintenance of operational quality are all factors which directly affect
health status. From the social standpoint, the propagation of education is reflected in
production, the development of values affects the quality of performance, and social and
behavioural responsibilities affect the way of life. All these factors have their impacts
on health and community status. The value of striking a balance between social and economic
development is evident from many developmental norms throughout the world. If hasty social
development is not paralleled by economic development, increasing human aspirations and

expectations will lead to mental disappointment at the lack of ability to produce an output
in keeping with the expectations. This naturally has an effect on social stability. On the
other hand, hasty economic development without attention to the social aspects of education,
culture and civilization creates problems such as extravagance, drug addiction, erosion of

values and nervous breakdown. Health development is therefore the outcome of a balanced
social and economic development. Its success is fundamentally linked with it and leads to
stability of the health and mental status of the community and hence to political stability.

My second topic - the bases of health development - has been clearly defined in the
Director -General's report, and his impressions correspond completely with our view that health
coverage rests on four pillars.

The first pillar is medical education and health manpower development, which has received
great attention from WHO, especially in the Eastern Mediterranean Region. The constructive
meetings arranged have introduced into the countries of the area a new outlook whereby
teaching comes before practice and education is seen as a means for providing a specific
service with reference to a specific health problem. I would like to announce to the
Director -General the good news that we have already started a drive to develop medical
education and harness it to the service of health problems in our country and in the Region as
a whole. We are considering a new orientation for our basic health centres, especially in
rural areas, so as to make them sources of scientific knowledge and use them for field
training of students so that the medical graduate acquires the ability to help solve the
environmental and health problems of his fellow citizens. A special council has already been
formed to follow up the development of manpower. In this council the authorities responsible
for both public health services and education cooperate to develop medical education, which
needs to be closely linked with the requirements of the health services. At the same time,
the scientific standards of public health workers are also being promoted.

The second pillar is the humanitarian and social sciences, which should be incorporated
in medical education sa that medical care can be provided in appropriate administrative and
scientific atmospheres and in a context of good human relations with the community.

The third pillar, the education and information of the public, has an important role in

public health. In developing countries particularly, where education is not yet available to
all citizens, information on public health should be disseminated by all available means -
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radio, television, and other media - so that the population is made aware of the different
channels through which medical care is available, and of the preventive services.

The fourth pillar on which health coverage rests is the progressive advances in science
and technology, which have affected medical care in various ways. On the one hand, medical
practice has greatly improved through recent advances in modern technology. On the other
hand, there are the very expensive and sophisticated methods and equipment in highly
specialized branches of medicine, the use of which is not justified in communities where
money is better invested in basic health services and preventive medicine. We cannot ignore
the need for further progress by the end of the twentieth century in various directions,
including:

- appropriate construction of health care units;
- advances in sanitary engineering, particularly the provision of safe water and proper

sewage disposal;
- advances in medical engineering, as regards equipment and its maintenance;
- advances in methods of communication, in transport for emergency treatment, and in record -

keeping.

The third topic I wish to discuss today is the role of WHO and medical cooperation. We

greatly appreciate the continuous and constructive cooperation with the WHO regional offices,
which is of great help to health workers in different countries. I should also mention the

help provided in finding speedy solutions to the problems created by disasters. Importance

is also attached to the bilateral agreements between different nations, which result in the
adoption of new techniques and encourage mutual support in many health fields. I would like

also to mention the medical research information project which has been developed in Iran in

cooperation with the Regional Office.
My fourth and last topic is how and where we should start, and how we should continue.

Planning for health development in any country should consider the following objectives in the
light of the financial possibilities and the available manpower;

(1) Evaluation of the situation. For this a map showing the distribution of health and

disease is very important.
(2) Description of the health problem. Even if the broad lines of the health problem are
clearly defined, precise information is needed so as to achieve the best cost -benefit ratio in

the shortest possible time.
After these two studies have been made, the starting -point will be easy to define and

follow -up and evaluation studies should ensue.
Mr President, the delegation of the Arab Republic of Egypt greatly welcomes the step

taken by the Director -General in preparing the Arabic version of the WHO Constitution, which
will undoubtedly facilitate the spread of the principles of the Organization and lead to more
effective implementation of WHO programmes in many countries.

As we review the various health activities carried out for the people of Egypt and other
peoples all over the world, we at the same time feel deeply sorry for our compatriots living
in the occupied Arab territories, for the Israeli authorities deny them the simplest health
and human rights, as is acknowledged by the Director -General and everyone else at this Assembly.
The report of the special committee of experts set up by the World Health Assembly clearly
shows the miserable health conditions of the Arab population in the occupied territories and
the obstacles which the occupying authorities put in the way of any promotion of health

facilities. There is no doubt that the World Health Assembly will adopt appropriate
resolutions condemning this situation and providing for a lessening of their sufferings until

their rights are restored.
We all ask God Almighty that peace may prevail throughout our world for the benefit,

security and welfare of mankind.

The PRESIDENT:

I thank the distinguished delegates and representatives very sincerely, and now propose

to adjourn this meeting.

The meeting rose at 12h25.



THIRD PLENARY MEETING

Tuesday, 9 May 1978, at 14h30

President: Mr K. MOHAMMED (Trinidad and Tobago)

1. METHOD OF WORK OF THE HEALTH ASSEMBLY AND OF THE EXECUTIVE BOARD

The PRESIDENT:

Distinguished delegates, ladies and gentlemen, the third plenary session of the Assembly
is called to order. The first item on the agenda this afternoon is item 1.8, "Method of
work of the Health Assembly and of the Executive Board ". The General Committee at its first
meeting today examined the various recommendations for improving and rationalizing the work
of the Assembly made by the Executive Board in its resolutions EB61.R3 and EB61.R8, which are
to be found on pages 2, 5 and 6 of Official Records No. 244. The General Committee decided
to recommend to the Assembly that this item be allocated to Committee B for further
examination and the drawing -up of proposals for submission to the Assembly. However, with
a view to facilitating the Assembly's work, the General Committee advocated that the draft
resolution recommended by the Executive Board in its resolution EB61.R3 for adoption by the
Thirty -first World Health Assembly be placed before the Assembly immediately. You will
find this draft resolution on page 2 of Official Records No. 244. As you are aware, in
1973 the Twenty -sixth World Health Assembly adopted resolution WHA26.1,revising the terms
of reference of its main committees in order to take account of certain changes in its
method of work. Subsequent to the adoption of this resolution, the Health Assembly approved
a number of further changes in its method of work as well as the introduction of a biennial
programming and budget cycle. As a consequence, the text describing the terms of reference
of the main committees of the Health Assembly, laid down in resolution WHA26.l,should again
be modified to take account of these subsequent decisions of the Health Assembly. In this
respect, I think it would be appropriate to stress that the change in the language of this
resolution could be considered to be largely of an editorial nature, which does not affect
anything of substance as regards the functions of the two main committees, and that the draft
resolution recommended by the Board sets out the terms of reference of these committees in
a way that corresponds to the Assembly's current method of work. The draft resolution
contained in resolution EB61.R3 is therefore now before the Assembly. Is the Assembly
willing to adopt this resolution? I take it the answer is yes; the resolution is adopted.1

Distinguished delegates, with regard to those recommendations made by the Executive
Board in resolution EB61.R8 which directly affect the work of the Assembly, the General
Committee recommended that we implement immediately, on a purely experimental basis, and in
order that we may be able to assess the value of the Board's proposals, the recommendations
made in paragraphs 5(1), 5(2), 5(3) and 5(4); paragraphs 5(5) and 5(6) will be referred to
Committee B for an in -depth study. As to the recommendations made in paragraph 6, which
concern amendments to the Rules of Procedure of the Assembly on such important matters as
the election of Members entitled to designate a person to serve on the Executive Board, and
the acceptance of formal credentials, it is obvious that they require a formal decision of
the Health Assembly and cannot be implemented on a provisional basis. Therefore, the General
Committee recommended that these recommendations be simply referred to Committee B for study
together with the other recommendations made by the Executive Board on this subject, and that

Committee B be invited to consider item 1.8, "Method of work of the Health Assembly and of
the Executive Board ", or at least the recommendations contained in paragraph 6 of resolution
EB61.R8, which concern amendments to the Rules of Procedure, early in its proceedings, to

1 Resolution WHA31.1.

-73-
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allow the plenary to adopt any changes in the Rules of Procedure in time for them to be put
into force already at the present session. This proposed approach arises from a careful
consideration by the General Committee of the recommendations made by the Executive Board
and, in the interests of the smooth progress of our work, I trust that this will meet with
the unanimous approval of the Assembly, as it will enable us to work more effectively and
save a lot of time. The recommendations in paragraph 5 of resolution EB61.R8, I repeat,
will be implemented on a purely experimental basis, pending further examination by Committee B.

I would therefore respectfully ask the Assembly whether it would offer any objections to

our adopting this course of action which, as many of you will recall, has already been
followed in the past in similar circumstances and proved quite satisfactory. I think that
the Executive Board's recommendations are sound and logical, and merit a tryout at the
present session. Does the Assembly concur in this proposal? I take it that it is adopted.
Thank you very much. I take it, therefore, that the Assembly accepts the recommendations of
the General Committee on item 1.8. There is no objection, and this is so decided.

2. ADOPTION OF THE AGENDA AND ALLOCATION OF ITEMS TO THE MAIN COMMITTEES

The PRESIDENT:

Distinguished delegates, ladies and gentlemen, the Committee also considered item 1.9,
"Adoption of the agenda and allocation of items to the main committees ". The provisional
agenda (document A31/1) was sent to Members and Associate Members 60 days before the opening

of this session. The General Committee made a number of recommendations relating to the

agenda, which we now have to examine. They concern, in the first instance, deletion of
items from the agenda and, in the second instance, the allocation of items in the agenda.
With respect to deletion of items from the agenda, the following items should be deleted:
item 1.12, "Admission of new Members and Associate Members (if any) ", the reason being simply

that there were no requests for admission; and item 3.8.1, concerning advances made from
the Working Capital Fund to meet unforeseen or extraordinary expenses, since no such advances
from the Working Capital Fund had been made by the opening of the Thirty -first World Health

Assembly.
Let us turn for a minute to the allocation to the main committees of items of the agenda.

The provisional agenda of the Assembly was prepared by the Executive Board in such a way as
to indicate a proposed allocation of items to Committees A and B on the basis of the terms of

reference of the main committees. The General Committee has recommended that the items

appearing under the two main committees, as indicated in the provisional agenda, be allocated
to these committees, on the understanding that later in the session it may become necessary
to consider the transfer of items from one committee to the other, depending on the workload

of these committees. As for the items appearing on the agenda of the plenary which have not

yet been disposed of, the General Committee recommended that these be considered in plenary,
with the exception of item 1.8 concerning the method of work of the Health Assembly and of
the Executive Board, which the Assembly has already agreed to transfer to Committee B for an
in -depth study, while at the same time deciding to implement immediately, on a purely
experimental basis, some of the recommendations made by the Executive Board in this respect.

I take it that the Assembly will agree to these proposals. Thank you very much. In the

absence of any objection, it is decided. Now that the Assembly has adopted the agenda, a
revision of document A31 /1 will be issued tomorrow morning to distinguished delegates.1

With regard to item 1.14, "Director- General" and the two subitems which must be considered
in a private meeting, may I inform distinguished delegates of the decision of the General
Committee which was arrived at today. With respect to access to the meeting, in accordance

with Rule 20 of the Rules of Procedure, private meetings of the Assembly are attended by
delegations of Members (that is to say delegates, alternates and advisers), the representatives
of Associate Members, and the representative of the United Nations. Beyond that, the

General Committee has decided to admit the representatives of the Executive Board and all
members of the Secretariat whose presence was judged necessary by the Director- General. A

word about the order of the proceedings, because this is very important. The General

Committee proposed that the appointment of the Director -General should be discussed first, and

then his contract. With respect to the announcement of the decision, the General Committee
recommended that the official announcement of the decision taken during the private meeting
be made in a public meeting to take place immediately after the conclusion of the private one.

1 For the agenda as adopted, see p. 39.
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Regarding the date for the private meeting, the General Committee has decided that it will take
place on Thursday, 11 May, at 9h30, and will be followed, after a short recess, by a public

meeting during which the decision taken will be announced.
With regard to the Technical Discussions, the General Committee today recommended that

they be held on Friday, 12 May, morning and afternoon, and Saturday, 13 May, during the
morning, as indicated in the Journal. Detailed arrangements for these discussions are to
be found in document A31 /Technical Discussions/2 and Corr.'. Would Members like to make any
observations on this suggestion? There seem to be none, so it is so decided. Let me take
this opportunity, distinguished members, to recall that, as printed in the Journal, Assembly
participants who wish to take part in the Technical Discussions on national policies and

practices in regard to medicinal products, and related international problems, are requested
to return their registration forms by 12 noon tomorrow, Wednesday, 10 May. It will not be
possible for any person not having registered before the time limit I have mentioned to take
part in the discussions.

Concerning the hours of work, the General Committee decided that these should be:
plenary meetings and committees from 9h30 to 12h30, and from 14h30 to 17h30, the General
Committee to meet at 12h30 when necessary, or at 17h30, according to circumstances which may
arise from time to time.

So far as the programme of work is concerned, while examining the programme of work of
the Assembly, the General Committee noted the fact that for the first time the date of
closure of the Health Assembly had been fixed by the Executive Board. As you are aware, the
Thirtieth World Health Assembly requested the Board to fix the duration of each session of the
Health Assembly. In its resolution EB61.R40 the Board decided that the closure of the
Thirty -first World Health Assembly shall be not later than Wednesday, 24 May 1978. The

General Committee decided that the programme of work for Wednesday and Thursday should be as
follows: on Wednesday, 10 May, at 9h30, a plenary meeting, when we shall have the

presidential address and consideration of the first report of the Committee on Credentials, and
the general discussion will continue on items 1.10 and 1.11. Committee B will hold its
first meeting as soon as the general discussion is resumed in the plenary session. At 14h30
the plenary session will be resumed, and the general debate and discussion will continue.
Concurrently the first meeting of Committee A will be held. With regard to Thursday, 11 May,
the plenary meeting will, as I have said, consider item 1.14, "Director- General ", which has
two subitems that will be discussed in private meeting at 9h30. After a short recess and
the announcement of the decision on that item in the public meeting, there will also be an
announcement by the President inviting suggestions concerning the election of Members entitled
to designate a person to serve on the Executive Board and the general discussion on items
1.10 and 1.11 will be resumed. As soon as the general discussion is resumed in plenary,
there will be a simultaneous meeting of Committee B. At 14h30 on Thursday, the general
discussion will continue in plenary, and at the same time Committee A will meet; at 17h30
the General Committee will meet.

3. GENERAL DISCUSSION ON THE REPORTS OF THE EXECUTIVE BOARD ON ITS SIXTIETH AND SIXTY -FIRST
SESSIONS AND ON THE REPORT OF THE DIRECTOR- GENERAL ON THE WORK OF WHO IN 1976 -1977
(continued)

The PRESIDENT:

Now we shall continue our general discussion. Distinguished delegates, ladies and
gentlemen, before giving the floor to the first speaker on my list, let me inform the Assembly
that the General Committee confirms that the list of speakers which I shall read out to you
in a moment should be strictly adhered to, and further inscriptions will be taken in the
exact order in which they are made. These inscriptions should be handed to Mrs Mutschler
personally. To facilitate your task, the list of speakers will be published in tomorrow's
Journal. Delegates who have to leave Geneva or are not able to deliver their speech can
ask for the publication of their text in the Official Records.

At the time we adjourned for lunch we had heard five speakers, ending with the distinguished

delegate of Egypt. The next speaker on the list will be the delegate of Turkey,
followed by the USSR, Greece, Peru, Bangladesh, Iraq, Spain, Tunisia, Mauritius, Thailand,
Yugoslavia, Malta, Burundi, Morocco, Netherlands, Federal Republic of Germany, Belgium, China,
Malaysia, United Kingdom of Great Britain and Northern Ireland, Mexico, Bulgaria, Canada,
Czechoslovakia, India, German Democratic Republic, Benin, Togo, Portugal, Maldives, Sri Lanka,
Colombia, Japan, Nigeria, Panama, Niger, United Republic of Tanzania, Gabon, Hungary,
Nicaragua, Mali, Botswana, Upper Volta, Zambia, Democratic People's Republic of Korea, Poland,
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Nepal, Malawi, Argentina, Oman, the Observer of the Palestine Liberation Organization, Republic
of Korea, Papua New Guinea, Kenya, Sierra Leone, Central African Empire, Uganda, Costa Rica,
Paraguay, Indonesia, Israel, Fiji, Honduras, Guatemala, Mauritania, Lesotho, Romania, Mongolia,
Samoa, Singapore, Jamaica, Mozambique and Cuba. As I told you earlier, the list has been
extended and the further items on the list will be published at a later stage of the

proceedings.

Another list has just come to hand, so I will start again from towards the end of the
last list. Following Singapore there will be Jamaica, Cuba, Gambia, Swaziland, Liberia,
Lao People's Democratic Republic, Venezuela, Bolivia, Pakistan, Syrian Arab Republic, Ghana,
Senegal, Zaire, Albania, Angola, Viet Nam, United Republic of Cameroon, the Patriotic Front
of Zimbabwe, Ethiopia, Mozambique, the Holy See, and Somalia. That ends the list that we
have for now, and in a moment we shall be proceeding.

I would like just to mention before calling on the next speaker that the Committee on

Credentials, consisting of delegates of Angola, Austria, Burma, Congo, Finland, Jamaica,
Jordan, New Zealand, Nicaragua, Romania, Swaziland and Yemen, will meet now.

And now, ladies and gentlemen, I have very great pleasure in calling upon the
distinguished delegate of Turkey.

Dr TAN (Turkey) (translation from the French):

Mr President, Mr Director -General, distinguished delegates, ladies and gentlemen, my
delegation has the pleasure and the privilege of bringing the best wishes of the Government and
people of Turkey to the Thirty -first World Health Assembly. May I also take this opportunity,
Mr President, to congratulate you on your election as President of the Thirty -first World
Health Assembly.

The Director -General of the World Health Organization deserves high praise for his
leadership of the Organization. We have found his biennial report very stimulating and we
fully support the views it expresses. The report recalls that the main social target of
governments and WHO in the coming decades, as stated last year by the Assembly, is the
attainment by all the citizens of the world by the year 2000 of a level of health that will
permit them to lead a socially and economically productive life. Primary health care is
considered the most important of the priority programmes required to reach this target. As

Dr Mahler has said, it is the key to making essential health care available to the masses of
the world's population.

I am pleased to report that Turkey is mobilizing all the means available to it to reach
this goal. Our present intention is to make health services available to all our citizens,
rich or poor. Legislation is being prepared to provide all health services free of charge
and under the sole authority of the Ministry of Health. Treatment, including the dispensing
of drugs, will also be free of charge. Our plan provides for one health care centre for
every 7000 inhabitants. These health care centres will be attached to 100 -bed regional
hospitals and these in turn will be linked to centres providing more specialized medical care.
New legislation to bring into force a system of full -time work applicable to all staff, medical
and nonmedical, employed by the health services will help to make the best use of our medical
and health manpower, who will devote all their time and skill to those in greatest need of
health care rather than to those with the means to pay for it. Another programme in
preparation will provide for the training of enough properly qualified health staff to meet
the country's needs.

Chapter 8 of the Director -General's report deals with the prevention and control of
infectious and parasitic diseases and paragraph 8.13 refers specifically to the situation with
regard to malaria in Turkey. It is a fact that during the last four years the number of
malaria cases in some south -eastern provinces has quadrupled and last year reached 115 000.
However, I am pleased to announce that my Government is giving top priority to bringing this
situation under control, with the final aim of eradicating malaria as soon as possible. In

this connexion, I should like to thank the World Health Organization and also other bodies,
UNDRO in particular, and the many governments that have cooperated with us in this effort.

We are pleased to see, in Chapter 6 of the Director -General's report, the importance with
which family health is regarded. We agree that there is a need to identify more clearly the
problems and needs of the family as a whole, as well as to improve and reorient health care
on the basis of the family as a unit of care. WHO's work in this field is praiseworthy and
we support its work with those international governmental and nongovernmental organizations
involved with family health, including maternal and child health. We look forward hopefully

to 1979, the International Year of the Child, which will be a golden opportunity to focus the
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world's attention on children and their special needs and to give new life to existing efforts

to meet these needs.
In the short time left to me, I should like to mention our great interest in the report

by the WHO Expert Committee on the Selection of Essential Drugs.l Here, I should like to make
one specific comment and another of a more general nature. First, we have noted that the
list of essential drugs mentions codeine as the only remedy for both cough and diarrhoea. In

this connexion, I am pleased to report that a new method is now being used in Turkey for the
production of codeine, making it possible to supply the world pharmaceutical industry with
opium alkaloids obtained from poppy straw without the production of opium. With regard to the

content of the report and the new prospects it provides both as regards the strengthening of
international cooperation and the introduction of a new concept of effectiveness, I should like

to say that we fully approve of this new approach. Not long ago, in the inaugural address I
had to make to the International Congress of Pharmacology held at Ankara, I stressed the
entirely new outlook involved in this revaluation, which will enable health expenditure to be
optimized and open the way to what might become a future new discipline, namely health

economics. In addition, in order to let research workers explore these new concepts, I have
had the report translated into Turkish and have requested that work in this field should be

speeded up. I hope therefore to be very shortly in a position to submit our list of essential
drugs, based as is proper on the conclusions of the Expert Committee and adapted to our own
needs. This is another field in which the work of the Organization deserves high praise.

Dr VENEDIKTOV (Union of Soviet Socialist Republics) (translation from the Russian):

Mr President, ladies and gentlemen, on behalf of the Soviet delegation may I congratulate
you, Mr Mohammed, on your election to the high office of President of the Thirty -first World
Health Assembly. I should also like to offer our congratulations to the Vice -Presidents of
the Assembly and the Chairmen of the main committees on their election to their distinguished
positions. We are sure that under your guidance, Mr Mohammed, the Assembly will deal
successfully with the important tasks before it.

The Assembly is in the process of considering the report by the Chairman of the Executive
Board, Dr Butera, on the work of the sixtieth and sixty -first sessions of the Executive Board,
and the report by the Director -General, Dr Mahler, on the work of the Organization, a report
that for the first time covers a two -year period, 1976 -1977. Nevertheless, we cannot pass
over in silence the Director -General's reflections on the past experience and future prospects
of the Organization on the occasion of the thirtieth anniversary of WHO, for we all sincerely
wish to see man's inalienable right to the protection and strengthening of health become a
reality throughout our planet.

We are all well aware, however, that this calls not only for considerable determination
and effort by all governments and peoples but also for dedicated work by all categories of
health workers, backed up by the steady advance of scientific, medical and social knowledge
and by appropriate methodology and technology that has stood the test of experience. It will
need close cooperation by all countries and genuinely effective involvement by international
organizations, particularly by the World Health Organization.

What can usefully be said on the subject in a few minutes during the general debate at
the Assembly? Obviously, the main point is that WHO is passing through a very important phase,
a phase in which it is not only reassessing what has been done in the past but also reorganizing
its work to meet future needs. This is far from being a smooth process but is a complex and
occasionally refractory operation that may not always win through to success but may have its
distinct failings, mistakes and miscalculations. We all need to bear this in mind.

The overall aims and guiding principles of our work are laid down in the WHO Constitution
and in the most important of the Assembly resolutions, in the Organization's Sixth General
Programme of Work and in the reports by the Director -General on "Health for all by the year
2000" and other subjects. They are given more concrete expression in WHO medium -term and
annual programmes at various levels. These plans and concepts have our full support.
However, provision must also be made for running these programmes in practice, for supervising
their implementation and assessing their principal results, and for drawing the right
inferences for the future from both successful achievement and any failures.

We have something to be proud of in the long but successful fight against smallpox that
WHO began in 1958 and intensified in 1966 -1967. However, the main point is that the widely
celebrated "secret" of its success needs to be valued at its true worth and made use of in the

1 WHO Technical Report Series, No. 615, 1977.
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future. The secret líes in the properly founded scientific and methodological basis of the
programme, though not all had faith in it at the beginning, in the tremendous efforts made by
governments and health authorities in all countries, particularly those in which smallpox was
formerly endemic, and also in the fact that WHO's coordinating and organizing role was properly

formulated and put into practice at all levels.
Such matters are particularly important at the present time when planning for the Special

Programme for Research and Training in Tropical Diseases is in its closing stages, and with
regard to the further development of the Expanded Programme on Immunization. The popularity
and importance of these programmes are steadily increasing.

There is also a definite extension of the programmes for the study and control of

cardiovascular diseases, cancer and other disorders. However, these extremely important
programmes could be expanded even more energetically if greater use were made of the experience
and research potential of WHO Member States, among them the Soviet Union, as these are far
from being fully turned to account by the Organization at the present time.

Another point to be kept in mind is that in order to fulfil its functions the
Organization is faced with finding a solution to further complex financial problems. Improved
planning and evaluation of programmes ought, in the final analysis, to ensure greater efficiency
in the deployment of manpower and resources, provide much wider use of different national
currencies and contribute to overcoming the negative effect of unstable exchange rates on the
WHO programme and budget. There has long been a need for this.

The Organization is also faced with the imperative need to improve its personnel policy
and to make a more active effort to attract and renew capable staff from all countries in
accordance with the principles of equitable geographical representation. This has already
been discussed by the Executive Board, although the matter has still not been finally settled.

The expanding and increasingly complex nature of WHO's work calls for constant attention
to be paid to the working methods it uses and to the organization of a wide and free exchange
of information between the Assembly and the Executive Board on the one hand and Member States
and health workers in the field on the other. Constant efforts must be made to improve the
documentation and procedures of the Assembly and the Executive Board, bearing in mind however
that they are important international forums bringing together over 150 countries and are for
us a universal training ground in mutual understanding and cooperation. It is from this
particular standpoint, and not merely in the light of what appear to be immediate savings, that
we should also consider the matter of documents for the Assembly and the Executive Board,
publications and the use of the official and working languages.

By and large, it may be said that we are all of us confronted with many exceedingly
important and sizeable tasks and the Soviet delegation would like in this connexion to offer its
best wishes to Dr Mahler for every success in the second term of office as Director -General of
WHO, for which he has been nominated by the Executive Board.

I should now like to say a few words about what is being done in the Soviet Union.
In 1978 the USSR widely celebrated the sixtieth anniversary of the Soviet health system,

which was the first in history to follow a revolutionary new line of development, and this in
the unusually difficult conditions prevailing as a result of civil war, foreign intervention,
economic dislocation, famine and epidemic disease. Today the Soviet health care system can
draw on considerable resources in scientific and technical manpower and other resources as a

result of the development of socialist society. The Soviet Union is in the process of
implementing a comprehensive programme for the further improvement of its system of public
health care as decided upon by the Twenty- fourth and Twenty -fifth Congresses of the Communist

Party and by the Soviet Government. Considerable attention is also being given to the
provision of primary health care throughout our vast country.

The right to the protection and strengthening of health, like the other rights of Soviet
citizens, has been extended and consolidated in the USSR Constitution adopted in 1977 and
firmly guaranteed by the State.

All our forward planning is linked to the preservation of peace and the securing of

international détente. At a time when preparations are being made for the Special Session of
the General Assembly of the United Nations on Disarmament and on this very day, the thirty -third
anniversary of the ending of the Second World War in Europe, we should like to recall other
initiatives too, such as the adoption of the United Nations Declaration on the Deepening and
Consolidation of International Détente, the proposal by the USSR to conclude a worldwide
agreement on the non -use of force in international affairs, the declaration by the USSR of its
readiness to announce a moratorium on all nuclear explosions including those intended for
peaceful purposes and an embargo for a specified period on all testing of nuclear weapons.

Mr President, we are now celebrating the thirtieth anniversary of WHO - one of the most

representative of the United Nations specialized agencies. In this connexion I have the
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honour of bringing greetings from A. N. Kosygin, President of the Council of Ministers of the

Union of Soviet Socialist Republics, to those attending the Assembly. His message reads:

To the President of the Thirty -first World Health Assembly:

Dear Mr President,

On behalf of the Government of the Union of Soviet Socialist Republics, I offer
cordial greetings to those attending the Thirty -first World Health Assembly, on the
occasion of the thirtieth anniversary of the World Health Organization.

The Organization, guided by the humanitarian objective of working for the attainment
by all peoples of the highest possible level of health, which is set out in its
Constitution as one of the fundamental rights of every human being and an essential social
responsibility of governments, is making a considerable contribution to the development
of international cooperation in the fields of health care and medical research.

Such WHO initiatives as the important decisions taken in recent years with a view
to strengthening national health services, the global smallpox eradication programme now
close to completion, the active pursuit of research on the most dangerous and widespread
diseases and the organization of measures to control them, the protection and
strengthening of maternal and child health, environmental health, the training of
national medical personnel - matters of interest to all countries and particularly to
developing ones - are all considerable achievements and deserve high praise.

The work of the World Health Organization contributes to international détente and
is in harmony with efforts to ban weapons of mass destruction, stop the arms race and
prevent war, the supreme disaster for mankind.

The Soviet Union, which speaks out for peace, friendship and mutual understanding
among peoples and unfailingly supports freedom, democracy and social progress, is ready
at all times to place its experience in the health field at the disposal of the World
Health Organization and in company with other States to take an active part in working
out ways to solve the health problems facing mankind. We are pleased to see that the
World Health Organization has decided to hold an International Conference on Primary
Health Care in the Soviet Union and we shall be glad to give those attending it every
assistance to get to know what has been achieved and experienced in the health care field
by the Soviet Union in the 60 years since Vladimir Il'i6 Lenin proclaimed the world's
first socialist State.

I wish the Thirty -first World Health Assembly and all those attending it every
success in their noble work of cooperation in the humanitarian task of protecting the
health of all peoples of the world.

(signed) A. Kosygin

President, Council of
Ministers of the USSR

Professor DOXIADIS (Greece):

To the newly elected officers I wish to extend sincere congratulations and best wishes.
All of us who have been inspired by the originality of Dr Mahler and by his practical

approach wish to thank him for all his efforts. The two reports and their recommendations
we are asked to comment upon contain many valuable suggestions. It is not, however, easy to
accept them all in every country so we have to take a priority decision. It is always
difficult to have priority decisions because . . . to which one of all the valuable
recommendations could one have an objection? However, we should have the courage not to
evade the priority decision by praising everything or by doing a little bit of everything.
After all, "the crown of life is the exercise of choice ".

So for my country and I hope for many other countries, I am going to choose three points
from the two reports and from Dr Mahler's inspiring address this morning to comment upon.
All three refer to groups of persons beginning with the initial letter "P" - people, planners,

performers.
Let us start with People. The great medical historian Sigerist said that "health cannot

be forced upon the people. It cannot be dispensed to the people. They must want it, and be

prepared to do their share and to cooperate fully in whatever programme a country develops ".
So Ivan Illich in his famous book Medical nemesis said nothing really new when he put it all
the more bluntly: "health is something people do, not something people get ".

This therefore brings us to health education. If the active contribution of everyone
is essential for the success of any part of health planning or programming, we immediately
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come upon the difficulty of having different objectives and different methods according to

the different level of development of each country. However, this is not the only difficulty

from country to country. It is not so much the content of health education as to which part

of the personality of the people we are addressing ourselves. In less developed countries

with fewer educated people it is a matter of simply teaching facts, but in more advanced
countries, in countries where there is increased wealth and therefore increased formal
education, it is not a matter of imparting knowledge but of generating motives, of creating
new beliefs and new attitudes. People in developed countries have lived for many years with
the belief in a great equation, that medical care equals health, but in many of our countries
this great equation has proved to be a great fallacy. More medical care for many countries
does not equal better health because medical care, as Dr Mahler said this morning, is linked
to more advanced health technology and, if I am allowed to borrow from what one of the most

eminent writers of the twentieth century, E. M. Forster, said regarding scientific technology -
and I think the same applies for health technology - "this is an independent force that moves

on, but not on our lines; that proceeds, but not to our goals." So if we have to deal with
health education at that level may I submit to you that every country should bear in mind five
points, because if we are not imparting knowledge but generating motives we have to go much

deeper. Point 1: it has to be imparted early in life, even in the first few years of life.

This brings me to point 2: parents have to be educated as health educators and this should

begin in early adolescence for future parents; when they become parents, I think it is a

little late. Point 3 is that we have to draw in other elements of the community such as
priests and teachers, and must therefore operate closely in every country with the Ministry of

Education. Point 4 is that we doctors and health professionals are amateurs in the field of
mass communication and we have to ask for the advice of professionals in that field. Point 5

is that likely resistances have to be investigated, and I mention two traditional resistances.
The first is deep- rooted beliefs and the second, which is more modern, which is more dangerous,
is that in many societies there has been a breakdown and elimination of the distinction
between "need" and "desire ", and what is desire is considered as need.

The second group of people are the Planners. Health programming, health planning, have
been discussed and we reiterate the need stressed recently at the nineteenth session of the
global Advisory Committee on Medical Research for reformulating health policies.

We are grateful for the guidance of WHO in this field and in this connexion I would like
to mention four points which we are cultivating in my country regarding health planning and
programming. First of all, I have to convince the public not to expect quick results; quick

results have to be, perhaps, put aside in favour of proper long -term health planning and

programming. Secondly, I have to convince my colleagues of the Ministry of Finance that any
investment in planning will, in the end, save money. Thirdly, one has to gather really
full -time scientific teams. As an example, in my own ministry I have 12 young scientists;
only two of them are doctors, the rest are sociologists, economists, social workers, and they
work full time on planning. They have nothing to do with administrative duties. Fourthly,
one should have the courage to go and establish pilot projects and accept one's failure if

the pilot projects are not successful.
And I come to point 3: the Performers, which means health manpower development. Now we

have to predict, but we should not believe too much in our predictions. We know how much
predictions regarding numbers have proved false, but still we have to go on predicting, and
predicting not only numbers; we have to assess the question of quality. For example, in the
postgraduate training of doctors we have many specialists and we are trying to get them if
possible for part of their training away from hospitals because, in modern teaching or
university hospitals, the last generalist is the patient.

I mentioned three priorities. That does not mean that we are abandoning or we should
abandon the rest. We are grateful in my country for the cooperation of WHO in pollution
control through which we have already managed to cut down by 50% the sulfur dioxide content of

our air in Athens. Although we are a tobacco -producing country, we have stopped advertisements
for cigarettes on television and the radio. Before I took over my present responsibilities I
was a paediatrician, and I hope to be one till the end of my life, and we paediatricians catch
from our patients not only diseases but other things as well, and one of them is optimism.
So I am an optimist, being a paediatrician, and I have additional reason to be an optimist
because of the International Year of the Child next year, preparing the child for the world of

tomorrow. I am an optimist now and I have more optimism after listening to Dr Mahler's

address this morning. I am an optimist because I see so many young people here striving for
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a common goal, and I am an optimist because my three priorities refer all to human beings, and
we should never forget that we are striving for man. This, Mr President, is nothing new.
Two thousand years ago in my country it was said and believed that "Man is the measure of all
things ".

The discussion was interrupted to enable the President to express the condolences of the
World Health Assembly to the delegation and the people of Italy on the death of
Aldo Moro.

i
Professor NEYRA RAMIREZ (Peru) (translation from the Spanish):

Mr President, Mr Director -General, I have great pleasure in expressing on behalf of the
delegation of Peru my most sincere congratulations to the President and the other officers on
their election to direct the proceedings of the Thirty -first World Health Assembly and I wish
them every success in that difficult task.

I have been requested by the Minister of Health, who is unfortunately unable to attend,
to convey his best wishes for the success of the Assembly and to transmit to all participants
the greetings of the Peruvian people and Government who are following the work of this great
Assembly with the utmost interest. I should like also to take this opportunity of paying
homage to the brilliant work done by the Director -General of the World Health Organization and
I am fully convinced that the proposal for his re- election will become a welcome reality, to
the advantage of the Organization.

All governments recognize the people's right to health, without limitations of any kind.
It is also accepted, both in the developing and in the more developed countries, that that
right cannot become a reality because of problems deriving from many factors, such as
accessibility, relative or complete absence of resources of all kinds, inadequate distribution
of the latter and high costs of care. All this renders the complete coverage desired
unattainable. To the negative factors I have just mentioned must be added the limited or
complete lack of satisfaction of the community with our approach as professionals to the
solution of health problems, which leads to the efforts made being wasted and not achieving
their aim.

There can be no doubt that the rapid advance of science has resulted in the better
understanding and solution of very many health problems, particularly, although not
exclusively, in the field of curative medicine. Nevertheless, supertechnology is
inappropriate for resolving the larger scale problems, and consequently that of coverage; it

leads to increasing dependence and tends to dehumanize medical care.
These characteristics largely hinder any attempts to increase coverage and arouse the

dissatisfaction of the beneficiaries,whose approach to these problems has a large emotional,
cultural and social behavioural component. In addition, we must bear in mind the great
social and educational gap between the health professional and the individual or his community,
and this helps to explain not only the lack of satisfaction with, but also the rejection of
the institutionalized system.

Further, it cannot be denied that the classical physician- centred system covers only a
very small percentage of health care. The great majority of health problems solve themselves
spontaneously, throughout the world, in the non -institutionalized system. There the first
recourse of a person realizing that he is not well is to his own beliefs and then to those of
his family or community. In the third place, he will consult the "specialist" within the
community and only in extreme cases the qualified professional. Although there are
undoubtedly exceptions, this is the most frequent sequence in the search to satisfy felt needs
in matter of health and we consider this fortunate because we do not believe it feasible for
the technical resources necessary to cover all these needs to be developed in step with
population growth, nor that there is any possibility of financing them.

We believe that the solution in the situation described cannot be based solely on
recourse to primary care, regarded as all those simple measures for completely resolving the
most frequent and basic health needs of the population which can be taken by members of the
community itself. These measures, supported by educational work, are undoubtedly to be
preferred to stagnating in the present situation, but their effects will be marginal if at the
same time there is not an approach to fundamental or basic problems in the field of traditional
medicine. Education should not involve merely activities at the initial, basic and technical
level; it is more important for it to bring about changes in the content of the university
curriculum so as to train professionals who not only have the necessary technical knowledge
but are also able to work effectively in our environment. This concerns not only the highest
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professional level but also what in our country are known as higher schools of professional
education, where it is above all essential for graduates to be imbued with the sociological
and anthropological knowledge necessary for them to understand the behaviour of the community,
deriving from the values, interests, beliefs and responses of the population, independently
of their level of knowledge. We have stressed the need for the community to develop critical
awareness and to participate actively in the solution of its health problems. I should like
to mention that government institutions also have an obligation to understand the community
viewpoint, not only to adopt their decisions in accordance with what is technically suitable
but also to make use of strategies which satisfy the aspirations of the people.

We believe that it is only when trained in this manner that health personnel will be able
to form a harmonious part of what should be an unbroken chain of levels of care: from the

primary level, provided by community members whether "specialized" or not in health care,
joining up with the first link of the institutionalized structure and continuing to the most
highly specialized levels.

It is only through involvement, by reconciling the scientific viewpoint with and adequately
adapting it to community attitudes, that coverage will be effectively increased, with the
acceptance and active cooperation of all so that the right to health can be really enjoyed.

Professionals trained in this way will not only be a resource helping to solve health
problems effectively, but will also be agents of change in other aspects, both social and
economic, and, in turn, the changes they induce will bring about an improvement of the
conditions under which they carry out their activities.

We must choose, gentlemen - since it is impossible to continue depending exclusively on
extremely expensive medical resources without the necessary economic resources - either we
maintain status or, alternatively, we distribute rationally various types of health manpower
with training adapted to the realities of the country and strategically distributed within the
system.

Nevertheless, we must make special mention of the primary health care which is going on
in our country, the development of the health services or the extension of coverage, the
communicable disease eradication and control programmes, the diagnosis, treatment, control of
drug dependence and the development of environmental health; and I should like to do so with
special reference to the comments of the Director -General on the progress of health in the
Americas, the continent of the future.

Professor BADRUDDOZA CHOWDHURY (Bangladesh):

Mr President, Mr Director -General, distinguished delegates and guests, it is a great
pleasure to be here in the company of such a distinguished gathering and to have the privilege
of addressing the Thirty -first World Health Assembly. On behalf of the delegation of
Bangladesh and on my own behalf I congratulate you, Mr President, and the Vice -Presidents on

your and their election. Through your leadership we, as a body representing the collective
will and determination of the peoples of the world, have here another opportunity of making
some positive contributions towards making this planet a healthier place to live in.

Mr President, the membership of Djibouti in the Organization has added strength to this
body. We congratulate Djibouti on assuming its seat in our midst.

The dynamic Director -General has presented his report and very successfully described a
number of praiseworthy achievements and equally frankly outlined some of the confrontable

challenges. The report, I am happy to say, is as courageous, as forthright, as Dr Mahler
himself is. The new dimensions added to the activities of the Organization in the last few
years have strengthened the aspirations of the people, particularly those in the less
privileged areas, that health for everybody, everybody irrespective of geographical location,
will be a reality by the turn of the century. We congratulate Dr Mahler, Dr Lambo and the
dedicated team with them for this new sense of direction at a point of time when the entire
world appears to be at a crossroads.

The sixty -first session of the Executive Board unanimously approved the appointment of
Dr Gunaratne as the Regional Director of our Region for a third term. It is only an indica-

tion of how ably Dr Gunaratne has identified himself with the hopes and aspirations of the
people of this Region. I congratulate him on his reappointment.

The distinguished representatives of the Executive Board have also rendered an excellent
account of the Board's activities in the last twelve months. May I take this opportunity of
expressing our sincere appreciation for the valuable services of the members of the Board and
that of the Board's Chairman for the lucid account of its activities.

The reports of the Director -General and of the Executive Board indicate a number of

praiseworthy efforts and achievements. The new initiatives and activities on drug policies
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and management, appropriate technology for health, expanded programme of immunization, country

health programming and primary health care are only some of the instances of such praiseworthy
activities. As has been mentioned in the reports, the world during the outgoing year has
witnessed the signing of the death certificate of variola major - the most hated killer of the
present -day world. This has not only improved the health status of the developing world,
which was the main rendezvous of this disease, but also has resulted in savings of billions
from the health budget of those countries whom we call developed.

Mr President, at this moment of great rejoicing, instances of similar other major killer
diseases flash to my mind and partly overshadow my sense of joy - for example, malaria, the
dread of cholera, the dread of diarrhoeal diseases, helminthiasis, and malnutrition and anaemia
which are responsible for the mortality and morbidity of millions, particularly in the less
privileged parts of the world. Asia and Africa are the two worst affected areas in this
respect. The commendable success in eradicating smallpox has only raised the expectations of
the people of these affected areas in favour of a very decisive programme for eradication and
control of some of these dreadful killers. If the dimensions and magnitude of the problem
should be a deterrent factor in the way of launching such a positive programme against malaria,
this will be only a poor consolation for the millions who suffer and who die every year from
these causes.

It appears from the various documents that the Executive Board had to devote a substan-
tial part of its time to discussing issues arising directly or indirectly out of fluctuations
of currencies of some countries. The genesis of this problem is that the receipts of the
Organization are in one currency and a predominant part of its expenditures in a different one.
The relative position of these two currencies has created embarrassing situations for the
budgetary position of the Organization. For understandable reasons it has not been possible
to go into the root causes of this problem and there was partly the expectation that these
sudden fluctuations would only be temporary phenomena. But the course of events has belied
this expectation of ours and it is about time some initiatives were taken to treat the basic
cause of it. One such way perhaps is a wider spread over a number of currencies of the
expenditures of the Organization so that fluctuation of any one currency would not materially
alter the position.

Coming to the concept of technical cooperation among developing countries, this has added
a new dimension to the developmental efforts of the developing countries. Besides better
utilization of the resources obtaining in a country for the collective benefits of other
countries, technical cooperation among developing countries can play a vital role in improving
the quality of manpower for health services in the developing countries. In this respect

WHO's effective catalytic role in the matter of more equitable geographical dispersal of
personnel selected as consultants may greatly help some of the developing countries.

The concept of primary health care is synonymous with ensuring minimum health care for
everybody and is the cornerstone for the development of health services in the developing

countries. One of the basic issues involved and related to the successful implementation of
the primary health care programme is production of adequate numbers of manpower whose training
and education would be more need -based and job- oriented.

Another important prerequisite is the availability of the required drugs and medicine at
a cost which the consumer, the common man, can afford. This calls for very major initiatives
in the matter of drug production. Such activities may include preparation of a list of drugs
which are considered basic, exercise of persuasive influence by the Organization in making the
list acceptable by Member countries, with the necessary modifications, negotiations with major
drug producers to make changes in the pricing structures, and encouragement of production
facilities near to the centres of consumption. It is gratifying to note that WHO has already
initiated action in this respect. The objectives of the initiatives on drugs are linked with
primary health care and health care for everybody by the year 2000. It is necessary to
specify more clearly the action programme and take initiatives to allay misunderstandings, if
any, created in any quarters, particularly in the very strong and powerful pharmaceutical
industry. The programme is intended to benefit consumers and it is a matter of pure
economics that this can be done without seriously affecting the interests of the industry
itself. Cooperation from the industry will greatly accelerate the process of achievement of
this programme. It may not be out of place to point out here that there are some facilities
for manufacture of certain simpler drugs in some of the developing countries, including mine,
Bangladesh. Some of the international agencies involved in assistance in the health sector
supply certain of these drugs to these countries by importing the same from elsewhere, though
the same drugs could be manufactured and procured easily in the consuming countries themselves.
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It might be highly useful to go into this aspect of drug supply and initiate some dialogue
with other international agencies.

Mr President, appropriate technology is another potentially useful idea in the matter of
primary health care and deserves all encouragement. But the easy course of developing such
technology in centres far away from the consuming areas may partly defeat the very purpose
for which it was conceived. We sincerely appreciate the new initiatives of the Director -
General in this field.

Mr President, I am grateful for the opportunity of speaking before the distinguished
gathering and do not intend to face the embarrassment of your formidable amber light after
which my fate will be in the inevitable red light area. With these few words, Mr President,
I express our full endorsement of the report of the Director -General and that of the Executive
Board and I resume my seat.

Dr HUSAIN (Iraq) (translation from the Arabic):

Mr President, distinguished heads and members of delegations, on behalf of the Iraqi
delegation I take pleasure in expressing to you, Mr President, and to the Vice - Presidents and

other officers, my warm congratulations on your election, and in wishing you every success.
To all participants I would like to extend the greetings and good wishes of the people and
the Government of the Republic of Iraq, which is following with close concern the progress of
these meetings designed to achieve the Organization's goals of serving humanity.

After reviewing the Director -General's valuable report, which sets out in detail the work
and activities of the Organization in 1976 and 1977, we wish to state that we completely
endorse the report as a whole. The health services in our country are undergoing rapid and
intensive development so that the health sector can cope with the explosive development in
the industrial, agricultural and social sectors, taken on by our revolutionary Government.
In view of the great responsibility involved, our health plan had to be prepared in a
scientific manner on the basis of the realities of the health situation and the resources
required to raise health standards to the intended high level, taking priorities and
cost /benefit factors into account.

Priority is constantly given to preventive services and to the development of curative
services, for prevention, medical examinations, diagnosis and treatment are among the
fundamental rights of the citizen acknowledged by the State. Indeed, these activities head
the list of the State's duties towards the citizen. All these services are provided free
of charge.

We are in the process of revising our national health plan and reorienting it according
to new circumstances and the development of resources, with the kind assistance of the World
Health Organization.

In our drug policy, we have been endeavouring to cut down the number of pharmaceutical
preparations on the market, so that they will not exceed one thousand at the end of 1978. We
are encouraging and developing the national pharmaceutical industry by setting up additional
manufacturing plants, with the aim of achieving 80% coverage of the country's total needs
with locally produced drugs by the end of 1980. This also involves developing the necessary
manpower.

As regards the communicable diseases mentioned in the Director -General's report, we are
concentrating on the preventive aspects. Favourable results have speedily been obtained, as
shown by the decrease in the incidence of the endemic diseases. For instance, 5069 malaria
cases occurred in 1977, which represents a 40% decrease compared with the 8212 cases in 1976.
We have carried out and are now following up a countrywide expanded programme of vaccination
against diphtheria, whooping- cough, tetanus, tuberculosis and poliomyelitis. Measures have
been taken to ensure the continuity of this programme; one such measure is the introduction
of compulsory BCG vaccination of the newborn as a requirement for issuing the birth certificate.

The incidence of chronic noncommunicable diseases is increasing sharply in our developing
country, and the Ministry's plan attaches great importance to the development of methods for
their diagnosis and treatment. A national cancer committee consisting of senior professors
and specialists has been formed. During the last two years great progress has been achieved
in the registration of cancer. The resulting statistics show that bladder cancer is the most
common type, with 10.36% of the total recorded cases in 1977, followed by cancer of the
trachea and the lung, and breast cancer. The gradual increase in the prevalence of cancer
recorded in 1977 made it necessary to reconsider some aspects of the health plan, such as the
proposed annual increase in the number of hospital beds for certain branches of medicine.
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Cardiovascular diseases received special attention, and the number of beds increased
considerably in 1977. A special 240 -bed hospital for cardiovascular diseases and surgery,
equipped with the most recent scientific appliances, was inaugurated in Baghdad. Intensive
care units were opened in all general hospitals in the country in order to cover the

increasing case load.
As for health manpower development, our plan for the coming 15 years includes the

establishment of six new medical schools in addition to the five already existing. The sixth

school (Koufa) will be receiving its first intake of students in September 1978. The

remaining schools will be opened at the rate of one every three years. The plan also
provides for additional schools for nursing and other health professions, so as to produce
enough trained manpower to make the country self- sufficient. Last year great attention was

paid to the nursing profession. Nurses' salaries and allowances were increased, and their
working conditions were improved and reorganized; this has helped to increase the number of
people wishing to join the profession. We have prepared a plan for developing the nursing
level (quantitatively and qualitatively), and this is to be implemented at the beginning of
next year. Furthermore, we have the benefit of the medical and medium -level health
personnel made available to us by some sister and friendly countries, to help make good the
current shortage of this personnel.

All the evidence points to the great advancesmade in the medical services in our country.
In 1976 and 1977, the following annual rates of increase were achieved: physicians 16 %,

pharmacists 14 %, dentists 28 %, paramedical and middle -level personnel 14 %, and nurses 19 %.

During the same period the number of beds increased by 5 %, and the services provided for the
public in our health establishments were improved by supplying these establishments with the
most modern laboratory, radiological, diagnostic and therapeutic equipment.

As regards the protection of the human environment from pollution, emphasis has been
laid on increasing environmental awareness among the public so that they will play their role
in environmental protection. The necessary laws have been promulgated to ensure the
implementation of decisions and orders issued by the Supreme Board for the Human Environment,
which is headed by myself and includes representatives of all ministries and sectors concerned.
Numerous laboratories in various specialist fields have been established within the General
Directorate for the Human Environment, Ministry of Health, to cope with new developments.

Mr President, I would like to refer to a humanitarian issue that has long been of great
and continuing importance and concern to WHO, that is the health care of Arab citizens in
Palestine and the occupied Arab territories. You have before you the report of the fact -
finding committee on the subject. This report is an irrefutable document condemning the
criminal perverse Zionists whose ill -will invariably induces them to ignore all human values.
The content of this report, despite the short period spent in the area by the committee, sheds
light on the bad health and mental conditions under which the Palestinian Arabs are living
and suffering as a result of persecution, torment, and negligence of minor requirements by
the fanatical Zionists.

This makes it imperative for the international community (and most of all that section of
it concerned with health) to curb the uncaring fascist Zionists, who are imitating Hitler's
style of torture and vengeance, and to alleviate the injustices suffered by the Palestinian
Arabs, whose psyche and soma are being undermined by the occupation of their territories by
the Zionist scoundrels who hate everything that is good and humane.

The black ill -will and the mental complexes of the Zionists drive them to exaggerate in
their mean ways of depriving the Palestinian Arabs of the simplest human rights. Here we
must mention the decision by the aggressive Zionist army in the occupied West Bank to force
members of the medical profession and other health workers to emigrate by laying down
obstructive conditions for the practice of their professions and subjecting them to the whims
and fancies of the aggressive army. Their constant objective is to deprive citizens of the
occupied territories of the services they need. The Palestinian Arabs appeal to your
conscience to support them and fulfil your humanitarian commitments towards them by erasing
the effects of this blind and unprecedented aggression, putting an end to the Zionist
occupation and invasion.

The racist Zionists are continually providing evidence of their deep- seated hatred of
humanity: their occupation of southern Lebanon and the use of splintering incendiary bombs
and other criminal weapons are obvious proof.

In conclusion, I take pleasure in extending my heartfelt thanks to Dr Mahler, the
Director -General, and fully endorse his continued efforts to promote health and happiness for
the benefit of all. I also express my gratitude to Dr A. H. Taba, the Regional Director for
the Eastern Mediterranean, for his efficiency and unflagging efforts to implement WHO
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programmes and render assistance to countries of the Region, in order to raise the standard

of health services. A last vote of thanks must go to the WHO experts who have contributed
and still are contributing substantially to the study and support of health plans and projects

in our country.
Mr President, please accept my good wishes to yourself and your colleagues for success

in your task. I hope that our Organization, in its thirtieth anniversary year, will make
all possible progress towards a world of love and friendship in which good health is available
to every individual.

Mr SÁNCHEZ DE LEÓN PÉREZ (Spain) (translation from the Spanish):

Mr President, Mr Director -General, distinguished delegates, ladies and gentlemen, it is
a great honour for me to address this Assembly as the first Minister of Health of a Spanish
Government and I am conscious of the privileges and responsibility which this involves.

I should like to congratulate you, Mr President, as well as the Vice -Presidents, and the
Chairmen of the main committees cooperating with you, on your election. In view of the
careers and training of you all, I am sure that you will be able to navigate the World Health
Organization successfully on its new course. Furthermore, it gives me great satisfaction to
congratulate the Director -General on the magnificent results of his management of the
Organization in 1977, as shown in his report and the address we have heard this morning, a
few points of which I shall touch upon as being of special interest to our delegation.

We can do no less than share the concern of the Organization and the Director -General for
the social purpose of health development and its necessary contribution to the promotion of
socioeconomic development. Accordingly we regard as constructive the concept of the basic
administrative and political interdependence of health and social security problems, a concept
ensuring that the productivity of resources will not suffer through efforts to achieve
similar objectives taking a variety of forms. We believe that a good policy of disease
prevention and health promotion is one of the most important mechanisms for social saving and
investment and consequently must contribute to the economic and social development of the
community, as the Director -General stated in his address.

We were greatly interested in what the Director -General said concerning primary health
care. In fact, the development of this idea is one of the basic pillars on which we wish
to build our eventual health reform. We are aware that carefully planned primary health care
humanizes health problems, reduces the cost of treatment, mainly because of the lesser need
for hospital facilities, and extends health benefits to a greater number of persons when
programmes can be applied over large rural areas. For all these reasons the health admini-
stration of my country has great hopes of the international conference on that topic to be
held next September in Alma -Ata.

The Ministry of Health and Social Security under my direction is convinced that health
promotion programmes should take the family as the unit of care for health benefits and care
of all kinds. In fact, and considering as valuable precedents the statements of earlier
Health Assemblies, we propose to create immediately a network of family health guidance
centres which will be concerned basically with providing essential information and advice on
all matters that can promote individual health and, in this way, ensure family wellbeing.
These centres will not only deal with problems of family guidance and the treatment of
infertility but will also bring to the family the medical and social resources needed to
prevent the harmful effects of ignorance, abandonment and marginality.

The activities of the Ministry of Health are also continuing in the field of health
education. Our efforts have concentrated this year on the programmes of food and nutrition
education already initiated and those for prevention of retardation and control of the

smoking habit. All this is merely the beginning of a larger scale programme which will come
into being as from next year when our present budgetary constraints will cease to act as a
brake applied by the present economic crisis, the end of which is now just coming into sight
in our country.

We found extremely revealing the comments made in the report of the Director -General on
health manpower problems, which are very acutely felt in our country, especially as regards
the need to plan for health professionals so as to correct as soon as possible the obviously
poor distribution and utilization of health manpower resources. For this purpose giant
strides have been taken in our relations with the Ministry of Education and Science with a
view to developing joint training and specialization programmes for medical personnel. We
are also interested in everything that can be done in the future - which we hope will be a
near one - concerning personnel management in the broad sense given to this concept in the
address to which we refer.
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With respect to communicable disease control we wish to express our pleasure, as a Member
State of the Organization, on the encouraging results obtained in recent years in the smallpox
eradication programme. The possibility of making the smallpox vaccination noncompulsory has
been discussed in my Ministry but we have come to the conclusion that such a decision is not
urgent because the approach to immunization in Spain has been based for years on the attitude
of the people who have responded to appropriate educational and information campaigns. For
instance, excellent results have been achieved as regards immunization against poliomyelitis
and tetanus, which has never been made legally compulsory; the public has also given the new
vaccination programme against rubella an exceptional welcome, although it would be premature
to speak of success at present. This year our vaccination programmes will be extended,
moreover, to include a measles immunization campaign.

The Spanish health authorities are also concerned regarding three of the communicable
diseases among those discussed by our Director -General. As regards two of them, tuberculosis
and sexually transmitted diseases, the corresponding expert committees have already been set
up; they will have the task of providing the Ministry, as soon as possible, with the
guidelines for a change, which will very often have to be a radical one in the overall
epidemiological approach to such problems. As we see it, health action against both groups
of diseases encounters the same difficulties: on the one hand, a dangerous confidence in the
therapeutic efficacy of modern drugs and, on the other, the false belief that such diseases
have ceased to be problems in our times and so are no longer to be feared. Finally, we are
disturbed by the advance of wildlife rabies in the European Region. This is still dealt with
by the control measures laid down under previous administrations to which will have to be
added more rigorous ones that are already in a very advanced stage of preparation.

With reference to noncommunicable diseases, it must be stated that Spain has followed
the guidelines laid down by previous Health Assemblies and, as concerns cancer, those of the
International Agency for Research on Cancer, by considerably increasing the network of
registration centres for that disease, and of early diagnosis clinics and treatment units.
Our activities for the control of cardiovascular disease have also continued. Our programmes
are about to become unusually active in respect of occupational health, for a revised list of
occupational diseases is coming out very soon as also - one of our most cherished projects - new
regulations for occupational health.

I should also like to assure the Director -General that we share his great concern
regarding drug policy. Our most recent major informational and educational operation, termed
"Health - 2" is on this subject and will be fully described during the Technical Discussions.

The environment is another aspect to which special attention has been paid. It is well
known that Spain is collaborating effectively in the environmental protection of the
Mediterranean in cooperation with the World Health Organization and with the United Nations
Environment Programme. In this respect, as well as in air pollution control, chiefly in
large population centres, and also as regards food hygiene, our activities express our joint
concern with the Organization.

I cannot conclude, Mr President, without proclaiming the firm wish of the Spanish
Government to increase its participation and cooperation in the international organizations
with the aim of achieving a more equitable and just world order, the real foundation of peace.
As the first Minister of Health of a Spanish Government I have pleasure in doing this,
especially with reference to the aims and objectives of the World Health Organization.

My country regards as fundamental the work of cooperation which this Organization is
proposing to undertake and for which it is essential to maintain links such as the official
and working languages, particularly those with the universality and scope of the Spanish
language which is an instrument employed by scientists and health workers in 20 countries and
is spoken by more than 300 million people all over the world.

Professor BEN HAMIDA (Tunisia) (translation from the Arabic):

Mr President, fellow delegates, ladies and gentlemen, may I first of all congratulate you
most sincerely on your election as President of the Thirty -first World Health Assembly and
also at the same time congratulate the Vice -Presidents of the Assembly and the Chairmen of the
main committees on the confidence shown in them by the Assembly.

In his biennial report, the Director -General has analysed the different aspects of the
work of the World Health Organization during the last two years and it is a pleasure and a
duty for me to congratulate him warmly upon it. I hope that the conclusions arrived at during

our deliberations in this Assembly will help to strengthen the new policy followed by the
Organization, reshaping its activities for the next decade to become "more relevant than ever
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to the needs of its Member States, and in particular of developing countries ". We must pay
tribute to this attitude and express our satisfaction with the Organization's praiseworthy
efforts to reduce the gap between the health levels of developed and developing countries.
This we feel is a most striking demonstration of solidarity among countries and we press
forward with our efforts to promote it because we are determined to continue to improve the
health of our peoples in the conviction that without such improvement no economic or social
development is possible.

The main social target, "the attainment by all the citizens of the world by the year 2000
of a level of health that will permit them to lead a socially and economically productive
life ", will be reached, we are sure, by fostering the national self -reliance that is so rightly

highlighted in the Director -General's report and through the invaluable contribution made by
all bilateral and multilateral agencies to the health development effort, to which I am pleased
to pay tribute today.

The Director -General's report very pertinently emphasizes the real health problems of
today and underlines the matters that deserve attention from most Member States. The first
task is to make every effort to shield the individual from epidemics and from the major
endemic diseases. Tunisia has achieved noteworthy results in this field. Malaria and
schistosomiasis, for which special control programmes were undertaken with WHO help, are well
on the way to complete eradication. Cholera, which seems to be coming back into the news, is
practically under control as a result of unremitting vigilance. I should also like to
mention, in passing, that no case of those age -old scourges smallpox and plague has been
reported in Tunisia for the last 10 years.

Nevertheless, I must note the persistence, and what is more the recrudescence, of a
number of infectious diseases such as viral hepatitis, tuberculosis and some water -borne
diseases associated with environmental sanitation problems and economic and social conditions
that are still not good. We have therefore to continue surveillance activities, to go on
bringing increasingly effective measures into operation and to set up a systematic case - finding
network.

This is the background to our public health efforts, including those relating to health
infrastructure. Tunisia's achievements in this area deserve mention. There has been heavy
investment to improve the health network and equip it properly. And I wish to take this
opportunity to thank those friendly countries and international organizations that willingly
took a hand in our immense effort of construction.

An enormous amount has been done or is in process of being done. Tunisia, which has a
population of 5 900 000 and is made up of 18 governorates, 1113 sectors and 155 communes, has
13 169 hospital beds - that is one bed for every 400 inhabitants, in its institutes,
university hospitals, regional hospitals at governorate level, district hospitals at délégation
level - 486 dispensaries and 103 maternal and child health centres or autonomous maternity
clinics. Between now and the end of the Fifth Plan we intend to increase the number of beds
to 17 000 following the establishment of three university hospitals at Tunis, Sousse and Sfax,
the completion of four regional hospitals at Médenine, Gabès, Mandia and Jendouba; and the

completion of four large maternity clinics, two rural maternity clinics and 29 maternal and
child health and family planning centres as well as several regional hygiene centres at
governorate level.

In addition, all regions in Tunisia will be provided with regional hygiene centres that .
will be incorporated in multidisciplinary structures. This public health network will be
complemented by the construction of seven polyclinics by private agencies such as the
International Bank Union and the National Pensions and Social Security Fund. This network
extends throughout the country in response to criteria that we have tried to make as rational
as possible and that are chiefly based on population density and the geographical distribution
of population centres, which varies from one governorate to another.

However, in spite of the considerable effort that has been made with regard to infra-
structure, there are still difficulties to contend with and our Fifth Development Plan has
taken care to highlight what is lacking and to draw attention to the points of most immediate

concern.
First among these concerns are the primary health care programmes. In Tunisia, it is

our constant endeavour to provide the whole population with access to effective health services
that meet their expectations, to promote health manpower development and to find the best way
of integrating all health activity into a well -balanced and coherent system. In short, the

immediate need is to make our health infrastructure and allour human and material resources in
the health field as cost -effective as possible through vigorous and realistic study of the

needs of our population. In this work, Tunisia will as always faithfully adhere to the
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humanitarian principles of the World Health Organization, whose ideal has always been to secure
for all peoples everywhere an effective health system compatible with human dignity.

In this effort to make our system of public health care as cost - effective as possible, we

have adopted, for the current five years (1976- 1981), the policy of gradually integrating
medical services at the level of rural and urban district dispensaries. We have begun, as

part of the rural development scheme among other things, to establish what we have called basic
health centres, where curative, preventive, maternal and child health and family planning
activities will be brought together. In addition, integrated mobile teams have been set up to
travel round remote districts and bring curative, preventive and family planning services to
their scattered inhabitants. This sytem, apart from bringing health services to the individual
wherever he may be, has the advantage of making a not inconsiderable reduction in health costs.
Our efforts, carried out with a view to making the best possible use of manpower to serve the
needs of the population at various levels, particularly in rural areas, therefore aim primarily
at providing overall curative and preventive care under the same roof, that is at the basic
health centre mentioned above, by an integrated health team.

Working towards cost -effectiveness also involves adopting a policy for the reorganization

of hospitals on a more rational basis. With this in mind we are planning to run periodical
information and re- training courses for hospital administrators on the subject of modern
hospital management. To this end too, we are seeking to promote a system for modernizing the
maintenance of hospital equipment.

At the beginning of the next academic year it is planned to start a technicians' training
course in biomedical equipment engineering at the Tunisian National School of Engineering.
This course will shortly provide enough trained technicians to service the increasingly
sophisticated and costly biomedical equipment required for medical care of the high standard

we wish to provide.
This requirement demands an appropriate training policy for the higher grades of staff.

Our programme in this field, initiated during the Fourth Plan, will come into full operation

during the Fifth Plan, which is the key to our public health strategy.
The programme has led, for example, to the establishment of two new faculties of medicine.

Between 1976 and 1981 the number of doctors who have graduated from our faculties of medicine,
including present staff, interns and resident medical officers, will reach 2450. The doctor/

population ratio will then be one to 3200, as against the present figure of one to 4700.
From 1982, about 470 new physicians will be graduating each year from our three faculties of

medicine. The number of practising physicians will then reach 3800 raising the doctor/

population ratio by the end of 1986 to one Tunisian physician for every 2000 inhabitants.
With regard to paramedical staff and technicians, Tunisia now has 7700 practising para-

medical workers. Now that requirements in a number of regions and sectors have been met,

the training system needs to be expanded and directed more particularly to providing specialized

and higher grade auxiliary workers. Requirements in these new areas have been assessed as

5500 workers in all for the next five years, and relate in particular to midwives, radio
operators, nurse -hygienists, anaesthetist -resuscitators, paediatric nurses, theatre nurses and

medical secretaries.
With regard to higher grade technicians, the establishment of new specialities such as medical

optics, dental prosthetics and speech therapy will supply the country's needs in these fields.

All this shows how anxious we are to develop a training policy that will produce an
adequate number of competent staff. Admittedly, there are still a number of technical,
material and instructional difficulties to overcome but we feel sure that what we have done so

far is very encouraging. Ample proof of this is given by the national pedagogical centre for
teacher training that we have started to set up with the collaboration of the Regional Office
at Alexandria and with the assistance of funds from the United Nations Development Programme.
This centre gives concrete expression to our realization of the need to improve the range of
qualifications of our medical and paramedical staff and to facilitate the tailoring of health
manpower training to the public health needs of our country. The purpose of the centre will

be to train instructors for the public health vocational training schools, to provide retraining
courses in teaching methods for practising instructors, to supervise the training of a body of
paramedical workers capable of improving the organization of the care provided by the health
services and to assist in giving training in teaching methods to health science instructors
employed in higher education. The centre has already organized three training seminars in
teaching methods for teaching staff at medical faculties with the direct assistance and
efficient help of the WHO Regional Office. It also ran a seminar recently with the main aim
of making as accurate an assessment as possible of the teaching situation in the public health
vocational training schools and with the secondary aim of determining the qualifications
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necessary for instructors in such schools to enable them to fulfil the country's reqúirements
and comply with psycho -pedagogic standards. We hope that the centre will soon become a
reference centre for documentation on teaching methods with responsibility for the study and
improvement of the way the various medical, paramedical or even administrative teams operate.

To sum up, the kind of public health worker we wish to train ought, from this standpoint,
to be capable of providing both preventive and curative care, of regularly assessing the needs
of the community he serves, of drawing up training programmes and programmes of work, of
helping to improve the capabilities of his health team and of continually improving his own
knowledge and skills.

We are making so much effort to determine the range of qualifications necessary for
medical and paramedical staff in terms of the needs and situations that must be met in the
public health field in Tunisia because we feel that we cannot ignore the fact that all too
often medicine is becoming increasingly overburdened with ever more sophisticated technology.
This could lead to the teaching of a more and more mechanized and computerized medicine with
less and less clinical content. Advanced countries are already aware of the problem, but
although they are trying to reduce the cost of care resulting from technological progress they
have not yet changed the nature of the training given to the future physician in such a way as
to emphasize the clinical aspects and at the same time provide mastery of the technological
ones.

It is therefore time to call a halt, and it is up to the developing countries to ask the
developed countries to do this. The former are not as rich as the latter and cannot keep up
this exorbitant pace. The matter is made more serious by the fact that developing countries
suffer great pressure from scientific publications, which prompt them to produce medical care
of the same sort as in developed countries. High quality medicine does not depend merely on
technological progress or volume of equipment.

I think that in today's world we all would like to have a more clinical approach to
medicine and one that is less given to the consumption of medicaments. In other words, we
want to avoid the trap of producing medical care that costs more but may perhaps be less good.
Now that the right to health has been universally acknowledged, an organization such as WHO has
a duty to encourage the representatives of the developed and developing countries to harmonize
their medical training policies.

Mr President, fellow delegates, ladies and gentlemen, one of the principles of high
humanitarian purpose on which WHO's policy rests is to secure for all peoples everywhere the
attainment of a proper level of health compatible with human dignity. Our attachment to this
principle impels us to concern ourselves with the poor health situation of all oppressed peoples
who are still subject to the colonialist yoke with all that that implies in the way of
frustration, oppression and deprivation of rights. The situation of the Palestinian people
who have been driven from their country, and that of the Arab population of the occupied
territories is a striking example of this. The deterioration of health conditions in these
countries commands our full attention for we refuse to be duped by colonialist propaganda.
We remain convinced that for all the noise made about it the construction of a hospital or a
dispensary does not create health in a colonized people. As the saying goes: Money is not

1everything.

Mr TEELUCK (Mauritius):

Honourable President and Vice -Presidents, Mr Director -General, ladies and gentlemen, may
I offer my congratulations and also my best wishes to the President and his Vice -Presidents
on their election to these high offices, and pass on straight away to the items under

discussion.
The Director -General has, in accordance with resolution WHA28.29, brought out in this even -

numbered year a comprehensive report covering the years 1976 -1977. This is the first
comprehensive report of this type. It is a very successful attempt and the Director -General

is to be congratulated on this report which, in spite of its comprehensive nature, is still
smaller than the old yearly reports. This shows the Director -General's concern to set the

good example himself in the need for economy and efficiency. This year's report also has the
merit of being more interesting than any of its predecessors not only in the presentation but
also in its thoroughness, completeness, and above all in its readability. The comprehensive
nature of the report is itself a compliment to the breadth of the spectrum of activities
initiated, organized or catalysed by our association throughout the world in so many different

spheres. The report does full justice to the exciting new spirit prevailing in the World
Health Organization for the last two years.

1 The above is the full text of the speech delivered by Professor Ben Hamida in shortened

form.
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In May 1976 after prolonged discussion, the Health Assembly took the historic decision
(WHA29.48) of calling upon the Organization to cut down all avoidable establishment and
administrative expenditure so that in real terms, by 1980, 60% of the regular budget could be
allocated to technical cooperation and the provision of services to Members. It is most
encouraging for us Member States, particularly the developing countries, to find how the
Director -General has lost no time over the implementation of the resolution and put it into
effect as early as the latter half of 1976, the same year. He has thereby made available an
additional US$ 41 million from the regular budget for technical cooperation programmes over the
years 1978 -1981. We realize how difficult and painful such an implementation must have been,
and would like to express our appreciation to the Director -General and his staff for this quick
and successful response to the wishes of the Health Assembly.

The eradication of smallpox which was so nearly achieved in recent years now looks like
a reality, as no new cases have been reported for a few months now. Apart from the tremendous
achievement this represents in terms of human health and happiness, it also represents, as
pointed out in the report, an annual saving of more than a billion US dollars to the world
community.

We welcome the stress laid on the new approach to technical cooperation as opposed to
technical assistance and donor -recipient relationships. This new concept has the added merit
that it will make the Members more independent and self -reliant, leading to joint projects with
neighbouring countries' on matters of common relevance.

We must constantly bear in mind the social target of "Health for all by the year 2000 ",
and the report rightly lays stress on the part primary health care has to play towards this end.
Through the constant efforts of WHO, more and more countries are accepting the primary health
care approach. My country, Mauritius, along with many others, is committed to redressing the
social injustice which leads to the periphery being underserved in respect of health and other social

services. An integrated rural development programme has been in action for eight years now in
Mauritius, representing two consecutive national development plans, where road improvement and
the provision of safe water and electricity have accompanied extension classes in farming and
health education classes in every village in the island. My Ministry's concern now is to
provide an integrated approach to the delivery of health care at the primary level,
concentrating under one roof services which so far are scattered.

The construction of two of our projected sixty health centres is nearing completion.
My Ministry is now embarking on two pilot projects, experimenting with the concept of different
types of health professionals working in one centre. We can see already this is the most
complicated part of the exercise; but we are confident that if the various professions
involved think more of the patients and of the community they serve rather than their own
personal or professional status, the problems will be solved.

We welcome the policy of the Organization to give more importance to the regional offices.
This should lead to a greater relevance of the activities and programmes to the needs of the
periphery as well as, in many cases, to reduction in the budget, as still greater use should be
made of locally or regionally available expertise.

The problem which is obsessing most of the developing countries, the exorbitant cost of
our drug bill, is receiving the full attention of the Organization. We appreciate the
inclusion of national drug policies for the Technical Discussions, and have no doubt that a lot
of good will eventually come out of these discussions.

We should like to thank the Director -General and the Secretariat not only for the report,
but also for their continued efforts for improving the health level of the world population.
We should also like to express our thanks to Dr Quenum, our Regional Director for Africa, who
spares no effort in translating WHO policy into action in the poorest region of all.

We should also like to congratulate the Chairman of the Executive Board on his excellent
report to the Assembly. The Chairman and members of the Board deserve our thanks for the
hard work they have put in on our behalf. It is not generally appreciated how much work and
effort has gone into each single item which appears on the Assembly's agenda. If the Board
did not study all these items in such depth the Assembly could not function. We would like
therefore to thank the Executive Board for all this effort.

Finally we would like, Mr President, to thank you for having kindly given us the floor,
and wish this Thirty -first World Health Assembly full success in its work.

Professor SUJJAVANICH (Thailand):

Mr President, Mr Director -General, distinguished delegates, ladies and gentlemen, it is a
great privilege and a great pleasure for us to represent the Government of Thailand at this
Thirty -first World Health Assembly, and to bring the good wishes and greetings of the
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Government and the people of Thailand to all of the distinguished delegates of Member countries
and to all of the honourable representatives of various international organizations. On

behalf of the Thai delegation, I would like to extend my sincere congratulations to you,
Mr President, upon your election to your high office. To the other Vice -Presidents and the

Chairmen of the two main committees, my delegation would also like to offer its congratulations.
I would like to congratulate the Director -General, Dr Halfdan Mahler, on his nomination by the
Executive Board for a second term, and the Regional Director for South -East Asia,
Dr V. T. Herat Gunaratne, on his appointment for another term. We wish you all every success

in your work.
The Thai delegation would also like to commend the Director -General for his biennial

report on the work of WHO in 1976 and 1977. This report is very impressive, especially its
emphasis on the very active role that the governing bodies have played in the Organization
during the past years. Another interesting feature of the report is the new administrative

orientation of WHO. We are very pleased indeed to note that effective action has been taken
in defining and implementing the new concepts of technical cooperation. These new concepts,
which also emphasize cooperation among developing countries, are a guarantee for further
successes in the future work of WHO. They are a promise that WHO and its Member countries
will achieve the goal stated in last year's World Health Assembly resolution WHA30.43, the
attainment by all citizens of the world by the year 2000 of a level of health permitting them
to lead socially and economically productive lives. Once more, I would like to congratulate

the Director -General for his inexhaustible efforts in implementing the policies of the
governing bodies relating to this matter.

As our delegation stated at the Thirtieth World Health Assembly, Thailand had conducted

country health programming during the year 1975 and, as a result of this health planning
methodology, new strategies for health development had emerged in Thailand as well as new forms of
technical cooperation with WHO at the country level. These new approaches are embodied in
the Royal Thai Government /WHO Coordinating Committee, which has been in existence for almost
two years. The Committee is cooperatively involved in WHO country programme planning,
including medium -term programming, programme implementation, monitoring, and evaluation. We
consider country health programming as a dynamic process, continue to work on its further
development, and look forward to future cooperation with WHO in devising the methods for
policy and programme planning, project formulation and implementation, and particularly for
training in health care management. Steps have been undertaken for decentralization of the
processes of health services planning and management; therefore, the development of
capabilities in management and planning at all levels, especially those closest to implemen-
tation, is our great need. For this reason, our big and immediate requirements are in the
area of training and our subsequent needs are certainly technical cooperation in various
aspects of work. Another new effort in our health development is close collaboration with
other related sectors at peripheral or local levels. This is one of our approaches to the
integrated rural development.

Projects which were developed through country health programming are forming a basis for
further international collaboration in the field of health. The development of primary health
care, peripheral health services, family planning and environmental health with emphasis on
rural water supply are main activities receiving attention for external cooperation and
assistance from international and bilateral agencies.

Primary health care has been identified through the process of country health programming
as a main strategy to provide health care to all the rural population of Thailand. With the
cooperation of WHO and UNICEF, as well as of other international and bilateral agencies, the
primary health care programmes and projects in our country have been formulated and implemen-
ted. During this year, in preparation for the International Conference on Primary Health
Care at Alma -Ata, we initiated a national dialogue in this area of high concern. In this

dialogue, we have brought together all related as well as otherwise interested organizations
and agencies in the country - including health and educational institutions and organizations and

various agencies from the economic sector - to discuss how, through health development at the

village level, to integrate other aspects of socioeconomic development in the rural areas, in
order to achieve not only our national health goals, but also other social and economic goals
in rural development. The dialogue has shown its success and there are now in our country
the beginnings of coordinated programmes and projects for primary health care and rural
development.

With the implementation of primary health care and the expansion of basic health services,
a need has been felt to increase and develop study and research activities in various specific
areas necessary for supporting programme and project planning, implementation and evaluation.
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We have taken positive steps to encourage and coordinate health services research. Technical
and financial resources as well as monitoring mechanisms are also provided for those
activities.

Another interesting area for our country is drug policy and management. For two years, we
have undertaken control measures and developed policies to limit the unnecessary use of drugs
in our health and medical facilities. The revision of legislation for drug control is also
in process. We are very much interested in further technical cooperation with WHO in this
very important area in which our resources are being utilized beyond our capacities.

An expanded programme of immunization, a strategy identified through country health
programming, has been organized as a national programme. Revision of strategies as well as
project formulation were carried out. The project was reviewed by a WHO team from head-
quarters and the Regional Office. The Government is giving it high priority and adequate
provisions are made in the budget for the procurement of vaccines. UNICEF has also supported
the programme, in particular the development of a cold chain.

One of the main health problems in our country is malaria. We were very happy to see in

the Director -Generals report that progress has been made in research concerning this matter. It

is our hope that a breakthrough will come and help us to solve this intractable problem in the

future. In this context, we are very pleased to note the progress made by the Special
Programme for Research and Training in Tropical Diseases, which is very relevant to our concern

in this area. We have formulated guidelines for malaria control measures to be used by the
health personnel concerned at all levels. The phasing of the programme is under revision in
order to obtain clearly defined areas under malaria control and to devise eradication methodo-

logies. We believe that the application of basic policies and ideas in this matter will
ensure the uniformity of action needed in order to maintain the gains already achieved.

Our family planning programme continues to be highly successful. Since 1971, the target
set for each year has been consistently exceeded. Achievement in 1977 followed the same
pattern, when the targets were exceeded by 44.2 %. The emphasis of the programme is now being
placed on sterilization, but the popularity of injectable contraceptives is continuing to
increase.

With the cooperation of WHO, the Ministry of Public Health is implementing the project
on monitoring of mental health needs in order to assess needs of the population as manifested

by mental disturbances. The results so far obtained show clearly a considerable amount of
unmet needs for mental health services. It is believed that the information gained from this
study will be crucial for the future planning of mental health services in Thailand. The
development of mental health services in our country is another area that requires external
assistance and support.

A review of ongoing cancer activities was undertaken by the Ministry of Public Health with
the cooperation of WHO. A plan was developed to strengthen cancer control activities in the
country with immediate, medium -term and long -term objectives. Some of the main features of
the immediate objectives are the establishment of a national cancer coordinating body for
cancer prevention and control, improvement of cancer registration, and development of a pilot
training and demonstration cancer unit at a regional hospital level in order to provide a
full range of cancer services - early detection, diagnosis, surgery, and chemotherapy - using
a team approach.

Mr President, it is not possible for me to review here all the areas in which WHO has
closely collaborated with us over the past year. However, I wish to stress that the WHO
programmes in our country are highly relevant to our priority problems and our defined
national health goals, and continue to be an important support to our national health develop-
ment.

I am, therefore, expressing, on behalf of the Royal Thai Government, its appreciation of
the work of WHO and its Director -General. We wish every success to the Organization and to
this Assembly.

The DEPUTY DIRECTOR- GENERAL :

Mr President, the delegate of Yugoslavia has asked to take the floor and speak in her

national language. In accordance with Rule 89 of the Rules of Procedure of the Health
Assembly, an interpreter provided by the delegation of Yugoslavia will simultaneously read the

text of this speech in English. Thus, the original speech will be heard on channel one and

the interpretation into other languages on the normal channels.
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Mrs TOMIe (Yugoslavia) (interpretation from the Slovene):1

Mr President, before I proceed with my presentation, please allow me to read the message
of the President of the Socialist Federal Republic of Yugoslavia, Josip Broz Tito, to the

Thirty -first World Health Assembly:

To the World Health Assembly:
I am happy to be able to send the participants in the World Health Assembly hearty

congratulations on the thirtieth anniversary of the World Health Organization and sincere

wishes for its successful work.

The primary objective of the World Health Organization as proclaimed by its Member
countries - namely, "health for all by the year 2000" and a standard of health for all
peoples of the world which will permit them to live a socially and economically
productive life - is a highly important one, and in setting this goal, the Organization
expressed the demands and needs of the modern -day world. The progressive role of the

World Health Organization is becoming increasingly effective in practice, thanks to the
policy of focusing its programmes and basic activities on the developing countries,
whereby it is exemplifying to an even greater degree the desire of the majority of
mankind to bridge the gap between the developed and developing countries through their
cooperation with one another and is promoting their national and social emancipation by
resolving the basic health problems in the world. In its activities with respect to the
interests of all countries the World Health Organization is also promoting the role and

purposes of the United Nations and at the same time is making concrete contributions to
the strengthening of peace and progress in the world. Our country values cooperation
with the World Health Organization highly for it also is benefiting from the experiences
of the Organization in developing its own national system of health care. Yugoslavia

will continue to foster this cooperation and in this way will make its active contribution
to the achievement of common goals. I am confident that the World Health Organization
will continue to carry out the policies it has laid down, ever -mindful of the welfare of

mankind and men. I wish greater success in its human undertaking.
Josip Broz Tito.

Mr President, esteemed delegates, this year marks the end of three decades of the work of

the World Health Organization. Although we are commemorating this anniversary in a working

atmosphere, this is an occasion for the delegates to review the past and assess the outlook for

the further development of our Organization. We can note with great satisfaction that today
the World Health Organization numbers almost three times as many Member countries as in 1948.

This expansion is the result of a consistent application of the principle of universality and
reflects the prestige which this Organization enjoys in the world. Its development has been

dynamic but fraught with difficulties, contradictions and uncertainty. However, what is

highly important is the fact that it has remained an organization of Member countries and has

not grown into some kind of supranational organization. Thanks to this it has retained its

original force and has been able to persevere along its humanitarian path, which has
increasingly taken on a new social character and importance.

This fact undoubtedly explains why the World Health Organization was the first in the

United Nations family to adopt and begin implementing the principles of the New International

Economic Order. In its historic resolutions on technical cooperation among the developing

countries, it proclaimed a new programme policy whose ultimate objective was health for all

by the end of this century. The Yugoslav delegation supports in principle up -to -date efforts

in realization of the new programme policy. However, it should be even more consistently

implemented in forms which would be of the greatest and most direct benefit to the developing

countries. The decentralization of various functions to the regions and the strengthening of

the role of Member countries at all levels of decision -making have created even better

conditions for its effective work. The nonaligned and developing countries have also pursued

their own activities under the auspices of the Organization and have made a large contribution

to initiating the new programme policy. The Sixth General Programme of Work is the first

document which the Organization has adopted marking the application of the new programme policy.
When speaking about these successes and results, we must not forget for a moment that the

majority of mankind is still faced with severe health problems and highly limited possibilities

for solving them. The health situation in the world has improved over the last three decades,

but the differences between the richest and poorest have still not been reduced. On the

contrary, they have increased. Faced with such a state of affairs, the World Health

Organization undertook to change not only its programme policy but also its strategy. It is

1
In accordance with Rule 89 of the Rules of Procedure.
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channelling its activity to meet the real needs of Member countries, particularly of the
developing countries, and is bringing its priorities into line with their priorities. The

overriding question is how and by what techniques can health be assured for everyone by the
end of this century, when the overwhelming majority of people in the world have virtually no

health care at all. However, Mr President, it is clear to all of us that the achievement of
these objectives in certain parts of the world will be rather difficult, even impossible,
unless firm steps are undertaken to eradicate colonialism and other forms of oppression, in
particular racism, racial discrimination and apartheid. Only under conditions of freedom and
independence of nations and countries, building their socioeconomic system in accordance with
their national circumstances and needs, can a satisfactory system of health care be accomplished.

The concept of primary health care which has been derived from the experience of some
developing countries may well become the guiding idea for the achievement of these goals.
The International Conference on Primary Health Care, which is to be held this year in Alma -Ata,
is expected to produce a recommendation which will help the governments of Member countries to
find the most effective ways of developing their own systems of health care. Yugoslavia's
delegation will present our experiences at this Conference. The introduction of primary
health care in my country some ten years ago was preceded by numerous technical and scientific
discussions, and the concept was definitively adopted at the Ninth Congress of the League of
Communists of Yugoslavia. Primary health care has been defined in my country as part of the
overall system of health care which determines priorities in dealing with health problems and
also determines the amount of health care which is guaranteed to each individual by society.
The cooperation of the World Health Organization with the developing countries in establishing
and promoting the system of primary health care is one of the strategical tasks of the
Organization.

My delegation also deems the activities of the World Health Organization in the field of
medicinal drugs to be of exceptional importance. These activities have so far produced
certain results, but great efforts are still needed to achieve basic targets, particularly as
regards quality control of medicinal drugs, their availability, the development of national
manufacturing capacity in the developing countries, etc. All questions concerning medicinal
drugs should be dealt with in the context of developing the system of primary health care.

Mr President, my delegation has carefully studied the first biennial report of the
Director -General for the period 1976 -1977 and the report by the Executive Board. In my
presentation I have referred to some issues which hold a very prominent place in the report of
the Director -General. This does not mean that we are any less interested in the other
problems which are also dealt with in detail in the report particularly the area of communi-
cable and widespread noncommunicable diseases, problems relating to education and special
training of personnel, and problems connected with protection of the human environment;
however, we shall speak about these matters in the committees. I should also like to note
that the new practice of presenting a report for a two -year period is in our opinion better
than the previous one, and that the experience which we shall gain in this discussion will
serve to improve it even more.

Mr President, my delegation wishes on this occasion to acquaint this distinguished forum
with some of the outstanding results which we have achieved in our country. The first
delegate assemblies constituted on the basis of the new Constitution have completed their first
four -year mandate very successfully indeed. The delegate system, which has brought several
millions of working people and citizens into the process of decision -making, has also given a

great impetus to the advancement of socioeconomic relations in the field of the health services.
For the first time workers in production, farmers, and other citizens have been able to
discuss and decide on all matters of common interest in the field of health care in direct
contact with health workers. Health care is no longer treated as an area of public expenditure;
rather, the remuneration for the work of those employed in the health services is set in the
same way as it is for the work of workers in production, on the basis of the contribution which
the health services give to overall socioeconomic development. This innovation has resulted
in higher standards and more efficient work by the health services and in considerable
improvement in the material conditions for providing health care.

Mr President, distinguished delegates, may I use this opportunity to inform you that on
the occasion of the thirtieth anniversary of the World Health Organization the Yugoslav
Government has decided to present to the World Health Organization a bust of Dr Andrija tampar,
the first President of the World Health Assembly, the man who by his work and life gave an
example of how one should fight for the health and happiness of all and of future generations.
The bust is the work of the world - famous Yugoslav sculptor, Anton Augustinnc.
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The PRESIDENT:

In thanking the distinguished delegate of Yugoslavia for her contribution, may I, on

behalf of this Assembly, ask her to convey the thanks of the World Health Assembly to
President Tito for the very valuable and inspiring message received. I also would like to ask

her to convey the thanks of WHO to the Federal Government of Yugoslavia for the gift which they

have presented. Some of the distinguished delegates may not remember that
Professor Stampar was the President of the First World Health Assembly which met in 1948; he

was previously Chairman of the Interim Commission from 1946 to 1948, prior to the entry -into-
force of the World Health Organization's Constitution, which marked the beginning of the official

existence of WHO. Professor Stampar was a rector of Zagreb University, Professor of Public
Health and Social Medicine at the University, and was, of course, the head of the Yugoslav
delegation in the early years of the formation of this body. In 1955, Professor Stampar
received the Léon Bernard Medal and Prize for outstanding work in social medicine. At the end

of today's plenary session, the Director -General and I, as well as all members of the Assembly
who may wish to do so, will go to the hall immediately outside the Assembly Hall in order to
admire the sculpture which enriches WHO with a living memory of one of its most outstanding
founding fathers.

Dr MORAN (Malta):

Mr President, fellow delegates, I would first of all like to associate myself with
previous speakers in congratulating the Director -General on his excellent report on the
activities of the Organization over the past years. May I also associate myself with you in
conveying to our Italian colleagues my deepest sympathy on the tragic death of a great friend
of my country, Signor Aldo Moro.

I would again like to assure the Director -General, and all the members of this Assembly,
of the continued support and cooperation by the Government of the Republic of Malta with the
World Health Organization to the fullest extent possible within the scope of our limited
resources. We pledge our support and cooperation to the Organization, Mr President, in its
main target, which is the attainment of a level of health by all the citizens of the world by
the year 2000 that is conducive to high social and economic productivity.

Mr President, on such an occasion as this, I would normally have utilized the brief time
at my disposal in making general comments on the Director -General's report, and in providing
an overall picture of our national health activities. Circumstances, now prevalent in the
medical sector in Malta, compel me to treat with greater detail, and to devote more importance
to, the dispute between the Medical Association of Malta and my Government which has now
entered its twelfth month.

The excuses brought forward by the Medical Association of Malta as reasons for
precipitating the dispute concerned two important principles regarding which they had expressed
agreement during lengthy preparatory talks and which they then chose to oppose when enacted
as law by the Government. These were: first, the recognition of the duty of all newly
pledged graduate doctors to serve as housemen in government hospitals for a maximum of two
years; this has to be viewed against the background that the service is given against a full
salary payable to housemen in Malta, that education in Malta is completely free, and that
service as a houseman is,a prerequisite for experience and advancement in the doctor's own
interest. And, secondly, the recognition of the responsibility of the Government to give to
the people a good uninterrupted medical service.

On 2 June 1977, the doctors in government employment in Malta withdrew their services,
left government hospitals and clinics, abandoned their patients and even refused to give an
emergency medical service under government control. One may think this is more a matter of
national than international interest and so it should have been. But the medical profession
in Malta thought otherwise. They took this purely internal dispute to foreign forums, who in
turn did not even care to check the veracity of the statements of the Maltese Medical
Association before condemning the action taken by my Government. Notorious amongst these
bodies is the British Medical Association, who blindly and foolishly interfered in Malta's
internal matters in an attempt to aid their colleagues in Malta to stage a repeat performance
of the 1956 events.

In 1956, the Maltese Labour Government tried to introduce a free national health service
in Malta, which was bitterly opposed by the local doctors aided very strongly by the British
Medical Association, who applied pressure on the British Government to prevent the Maltese
Government from introducing such a scheme. On that occasion the doctors had their way. Now
the political situation in Malta is much different. Malta is no longer a British colony
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enjoying a constitution with a multitude of reserved matters. Malta now is an independent
sovereign State with a nonaligned foreign policy and with connexions with a large number of
friendly countries who did not hesitate to come to our aid on 2 June 1977, during our hour
of need. A special mention of thanks on the part of my Government should go amongst others
to the Socialist People's Libyan Arab Jamahiriya, to Algeria, to Egypt, to the Palestine
Liberation Organization, to Pakistan, to Czechoslovakia, to Yugoslavia, and to the World Health
Organization who have helped us and are still helping us not only to establish socialized
medicine in Malta but also to re- establish our medical school. Here it is pertinent to
point out that the doctors' industrial action - still going on - was aimed not only at wrecking
the medical services but also at destroying our medical school, which has a 300 -year -old
tradition and a very good reputation in the medical field. The Medical Association of Malta,
against accepted practice, also ordered its teacher -members in the medical school to withdraw
their services in a futile attempt to wean the medical services from new graduates. In this

attempt they found the unstinting support, moral and financial, of the British Medical
Association, who organized a mass emigration of final and fourth -year medical students from
our medical school to those in the United Kingdom. The British Medical Association even
tried to undermine Malta's economy by spreading false rumours on our medical services in an
attempt to dissuade potential British tourists from coming to Malta. Can anyone doubt that
such action is a barefaced interference in a country's internal affairs by a foreign
organization?

Despite all this, the courageous and timely action taken by my Government, aided, as
I have said, by friendly countries and international organizations, made it possible for us
not only to cope with medical emergencies but also to reinstate normality within a few weeks

in our medical services as well as in our medical school. In both these fields we managed
to attain a very good standard but our aim is always to improve on what we have. May I
therefore launch an appeal to my fellow delegates to continue to help us by providing more
know -how, even on a temporary basis, both for our medical services as well as for our medical
school.

My Government has not only not been discouraged by the unwarranted actions of a

politically motivated medical profession, but has proceeded with its plans to provide a free
health service for all by the end of this year, whether the local doctors choose to
participate in it or not. The measures we have taken during these last 11 months have
ensured a continued, high -level and efficient medical service, the like of which we never
had before. Waiting lists for operations, which ran into several years prior to the doctors'
strike, are now non -existent and waiting time for investigations and visits to outpatients
departments has been drastically reduced. We are also planning to extend our hospital
service by providing facilities for specialized treatment to neighbouring countries and by
opening a new teaching hospital. In the geriatric field, schemes are at an advanced stage
to organize a village complex, already available through the termination of the defence
agreement with the British Government, run by the aged themselves on a cooperative basis.
In all this we have found, and are extremely thankful for, the assistance of both foreign and
local doctors who, in spite of the threats and intimidations to which they were subjected by
their striking colleagues in Malta, remained truly loyal to their oath and dedicated to the
service of humanity.

Both the Medical Association of Malta and the British Medical Association accused the
Government of Malta of dictatorship and interference in the liberal practice of the medical
profession. I can assure one and all that Malta is as liberal a democracy as any other in
the world and believes in the liberal exercise of all trades and professions. It does not,
however, and will not tolerate any abuse of that freedom. It cannot therefore and will not
allow any profession, and this includes the Medical Association of Malta whose professed aim
is to control not only the medical profession but also the Government medical services and
institutions, to govern any section of public life in place of the legitimate representatives
of the people democratically elected to Parliament.

It is doubtful whether there exists any other country in the world where top people in
the medical profession enjoy a pensionable top academic post at the University simultaneously
with a pensionable top post with the Government as chief specialist in Government hospitals
and a most thriving practice in private hospitals. Besides, what made this set -up most
unsocial is the fact that the time spent in the private sector by these members of the Medical
Association of Malta used to exceed the combined time -table of Government hospitals and
universities. This is the real crux of the dispute, which contradicts the claim by the
Medical Association of Malta that its actions were taken in defence of free trade -unionism
and that its loyalty to humanity is above sectarian interest. If it were so the repeated
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attempts by my Government to find an honourable solution to the dispute would not have met
with repeated rebuttals from the Medical Association of Malta.

These are the true facts. Should the World Health Organization entertain any doubts
about the veracity of my statements or about the standard of medical services in Malta, I
would invite a fact - finding mission from this Assembly, if possible headed by the Director -

General, to come to Malta. As Minister of Health I would be most glad to offer this mission
all the facilities they might require to ascertain the true facts.

Finally, I want to reiterate Malta's reassurance of continued cooperation with the World
Health Organization towards the furtherance of our common objectives. Indeed, Malta's
declared intention for representation on the Executive Board in 1979 falls within this context
and in this I feel assured of the support of the Member States in my Region.

I would like to thank you all for hearing me out and, on behalf of my Government and
people, would like to extend my most cordial greetings to my fellow members of this Assembly
as well as to you, Mr President, and to the World Health Organization.

Dr BANDUSHA (Burundi) (translation from the French):

Mr President, Mr Director- General, distinguished delegates, I come with understandable
emotion to address this important international gathering since it is the first time I have

taken the floor in the supreme organ of the Organization. I am honoured and very gratified
to bring greetings from my Government to the nations represented here at the Thirty -first
World Health Assembly and to celebrate with all of you the thirty years of distinguished
service rendered by the World Health Organization.

On behalf of my delegation and on my own behalf, I warmly congratulate the new President
of the Assembly on his resounding election to his high office, and congratulate, too, the newly

elected Vice -Presidents. We are sure that under the guidance of our eminent President, who
is well known for his extensive experience of the cause that unites us and for his devotion
to that cause, this Assembly will be a particularly brilliant one. To Dr Mahler, Director -

General of the Organization, I should like to say how much I appreciate and esteem his
excellent report, which provides an all- embracing survey of the work of WHO in 1976 -1977 and
gives a clear account of the tasks accomplished and the progress made in the various health
fields. I should also like to congratulate the Chairman of the Executive Board for his report
on the work of the last two sessions of the Board. This gives us a clear picture, too, of the
health problems on which the members of the Board have deliberated with due attention.

We have been cheered to see that the repercussions of economic and political issues on
health matters, in addition to other factors essential to attaining the social target of
"Health for all by the year 2000 ", have been thoroughly examined. Since we have already
entered the quarter of a century leading up to the year 2000, the time has come to make a
resolute commitment to a course of action leading to the implementation of national and global
programmes to bring our peoples to the goal of health for all by the year 2000. This concept,

launched as was right by the Director -General three years ago, has already gained ground, for
it was ratified by the Health Assembly a year ago in a resolution that provides for the
attainment by all the citizens of the world of a level of health that will permit them to lead
a socially and economically productive life. The adoption of this resolution by a worldwide
assembly of an international organization shows that health for all by the year 2000 is not a
vain boast, but a worldwide goal, a duty, a commitment and an obligation for WHO and its Member
States. This is a challenge that we have to win; the sick and suffering inhabitants of the
world are entitled to expect it of us.

This decision of worldwide import cannot but call forth a fervent sigh of relief from the
countries of the Third World for, as everyone knows, the conditions that determine improvement
in level of health are often absent, partially or totally - by this I mean a healthy
environment, drinking -water supplies of the right quality and quantity - and there are also
food and nutrition problems as well as others of socioeconomic importance. Unless these

conditions are met, how can we hope to see the peoples of the different nations represented
here enjoying the best possible level of health? Furthermore, if we cannot feed them, clothe
them, house them, educate them or guarantee them a tolerable standard of living, we shall
also have difficulty in reaching our noble objective.

As far as the Republic of Burundi is concerned, the goal of WHO and its Member States,
"Health for all by the year 2000 ", gives us cause for rejoicing on two accounts: firstly, in

our capacity as a Member State of this noble Organization, which has taken on the supremely
important task of improving the level of health of all mankind; and, secondly, because this
decision at global level accords with the new direction taken by our health policy. It is
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therefore my duty, as Minister of Health, to acquaint the Assembly with the broad outlines of
the health policy defined and adopted by the Government of Burundi that came into being as a
result of the Revolutionary Movement of 1 November 1976. The address by the head of the
delegation of Burundi to the Thirtieth World Health Assembly described the new structures given
to our health services and I do not think I need to refer to this subject once more. The new
health policy adopted by the Government of Burundi is one of socialized medicine, providing
medical care for all, organized on a decentralized basis and centred on an integrated system of
curative and preventive health care that includes health educational aspects. We have been
led to choose this form of socialized medicine because Burundi, like other countries
endeavouring to overcome the obstacles of underdevelopment and shortage of resources in the
face of recognized and acknowledged needs, has no option but to adopt a health policy that gives
priority to problems whose solution will, with the least outlay, benefit the largest possible
number of people.

The transformation of health structures will bring health services as close as can be
managed to those who have most need of them, since a system by which services are decentralized
and health structures regionalized has been in force for a year. In this context, the
importance we attach to health problems is determined by their priority, which is as follows:
(1) communicable diseases, especially those that can be eradicated by means of immunization,
basic sanitation and, more particularly, by water supply and waste disposal (this aspect links
up with improvement of living conditions, which is one of the main aims of socioeconomic
development in the eyes of our Government); (2) implementation of maternal and child health
programmes in which hygiene and education on nutrition are combined (the Government recognizes
this as an essential component of the welfare of the people of Burundi) and, lastly, (3) the
management of supplies, that is to say health logistics.

It goes without saying that all these aspects deserve detailed discussion, particularly
as regards primary health care, health manpower development, the Expanded Programme on
Immunization, biomedical research, food hygiene and environmental health. As this is quite
out of the question, I shall merely say that a transformation of social structures is more
necessary than what is generally called pure medicine in cases where a national system of
medical and health services has to be set up and all inhabitants provided with the health care
they require.

It seems to me that only by the establishment of an appropriate health infrastructure can
any country solve its health problems and get the best out of any external bilateral or multi-
lateral assistance it may be offered. In this connexion, I should like to thank the World
Health Organization for its magnificent contribution to promoting health throughout the world
in general and in Burundi in particular. We are grateful for the cooperation given by WHO to
our Government, whether in the context of health projects supported bythe Organization or in
the case of collaboration on health programming. All this is due, I feel obliged to point
out, to the continuing solicitude and drive of our Regional Director, Dr Quenum. I should
like him to take this as a sincere expression of my Government's gratitude. Our thanks also
go to the Director -General of WHO, Dr Mahler, for his constant and continuing efforts directed
to the goal of "Health for all by the year 2000 ".

Mr President, my delegation would once more like to express its appreciation to the World
Health Organization for the work it is doing so well and to formulate the hope that the efforts
made on behalf of the health of all peoples of the world will be crowned with success.

The PRESIDENT:

Before we close I would just like to draw the attention of the Assembly to a situation
regarding time. First of all we have on the list almost a hundred speakers. Eighteen have
completed their assignments, leaving 82. This does not include those who have not yet
indicated their desire to speak. On that basis we require 820 minutes if speakers stick to
their 10- minute limit. But as you know, some members have been extending their time beyond
the 10- minute period, and with the usual generosity of WHO no attempt has been made to muzzle
anyone. I think it would be far better for members to try to stick to the 10 minutes, so that
everybody will have an opportunity to speak. On the basis of this average and considering
that there is other work to be done during the session and that we do not have a full 12 hours
per day in the plenary sessions, it would appear we require a minimum of 12 hours' speaking -time
in order to accommodate the Members already on the list. So that even if we spend the entire
day tomorrow and the entire day on Thursday allowing members to speak, it seems unlikely,
unless there is a considerable reduction in the duration of contributions, that we shall be
able to complete the assignment. I would just like to serve notice on the Assembly that this
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is the situation and that we would like to facilitate matters for a number of people who have
made arrangements with their airlines to return at particular times. I am sure that
distinguished delegates who still have to make their contributions will bear this in mind and
use their discretion to facilitate matters for others who may have to leave us. The position
for tomorrow is that we shall begin at 9.30 tomorrow morning with the distinguished delegate
of Morocco, followed by the delegate of the Kingdom of the Netherlands.

In today's Journal, there is an announcement to the effect that there will be meetings
tomorrow, Thursday and Friday of the non -aligned countries. I have been requested to add
that these are meetings of the non -aligned and of all other interested developing countries.
In addition to the non -aligned countries, all other interested developing countries will be
warmly welcomed by the sponsors. I have great pleasure now in declaring this meeting
adjourned to tomorrow morning, Wednesday.

The meeting rose at 17h30.
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The PRESIDENT:

Good morning to you, ladies and gentlemen. I hope you had a very restful night and that
the sunshine which we have brought from the Caribbean area has done you some good. I extend
a warm welcome to you to today's fourth plenary meeting.

Before we proceed with the business of the Assembly, I would like to give the floor to
Professor Vannugli, the honourable delegate of Italy, who has requested the floor to make a
statement.

Professor VANNUGLI (Italy) (translation from the French):

Mr President, Mr Director -General, distinguished delegates, ladies and gentlemen, on
behalf of the Italian Government and of the Italian delegation to the Thirty -first World
Health Assembly allow me to thank you most sincerely for the lofty words that you uttered,
Mr President, when the news reached us of the tragic conclusion of the dramatic events that
my country has been experiencing. I should also like to convey through you our thanks to all
the delegations and members of the WHO Secretariat who have kindly offered us their sympathy
at this unhappy moment. The unanimous execration and condemnation with which the kidnapping
and murder of Mr Aldo Moro have been greeted in all the countries in the world gives us
confidence in the future of my country which, as you know, reacted with firmness and unity.
It is in this spirit of confidence that I would assure you all of our most sincere appreciation
of your sympathy.

The PRESIDENT:

We thank the delegate of Italy for his statement and once again I am sure we reiterate
the serious concern and our sympathy to the Italian Government and people on this very tragic

event.

1. PRESIDENTIAL ADDRESS

The PRESIDENT:

Distinguished delegates, ladies and gentlemen, the honour is now mine to present my brief
address to you, and I take this opportunity on behalf of the Government of the Republic of
Trinidad and Tobago, led by our illustrious Prime Minister, Dr the Honourable Eric Williams,
and on my own behalf, to thank all members of the Thirty -first World Health Assembly for the
honour bestowed upon me in electing me as President. I should like also to thank the Member
States of the Region of the Americas for their support and for nominating my country as one
from the Americas to receive the high honour conveyed by this office. May I also extend, on
the occasion of the thirtieth anniversary, best wishes to WHO. As President Tapa, to whom I
pay my deep personal tribute and convey your gratitude, mentioned yesterday, 1978 sees the launching
of WHO's Sixth General Programme of Work that should guide the Organization through to 1983.
This is a bold and imaginative programme which will need the fullest support and participation
of all Member States and I, for one, pledge myself entirely to its success. I know that I can
count on you to do the same, and I thank you in advance for helping me to see through the first
year of its operation, my year in office as President.

Since my country is very small, I should tell you something about it. Trinidad and Tobago
is a country comprised of two islands, approximately 1900 square miles in all, with a popula-
tion of about 1.1 million people of ethnic origins which include African, East Indian, European,
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Chinese and other mixed races. In fact, our country has people of all religions and all races

except the Eskimos because it is too hot to keep them there: This small developing country
has taken the conscious decision to exploit its natural resources for the purpose of improving

the quality of life of the people of the country. Health therefore enjoys a very high priority

in a programme for development which invests heavily in the nation's most valuable resources,

its people.
Trinidad and Tobago has always strongly supported the aims of the World Health Organiza-

tion and has not only striven to translate the principles and recommendations of WHO into
realities, but has also sought to be numbered among those countries which have been able to

take initiatives to lead the world, as it were, in the implementation of measures in the field

of health.
At this time it is fitting that we review the work of this Organization over the past year,

both its achievements and its shortcomings. The fact that this Organization still exists and

functions as a vibrant entity in an age which is characterized by conflict, and in which asso-
ciations and groupings are usually of short duration, is perhaps its greatest achievement. We

must therefore pay our warmest tribute to our present Director -General, Dr Mahler, and his
loyal Secretariat as well as to all those dedicated persons in the Member States who are wor-

king to keep WHO alive.
The goal of the Organization is, briefly speaking, the attainment by all people of the

highest possible level of health. By "all people" is meant every single individual on this

earth, regardless of their colour, race, creed or level of economic development. It is impor-

tant that every single individual be embraced because, in spite of our differences politically,

we live in one world, and the development of air travel has resulted in a situation where

disease in one area can quickly spread to other areas. For this reason alone, which is admit-

tedly a selfish one, cooperation on a global level is absolutely necessary. Happily, man's

social conscience has developed to such an extent that this cooperation is the result of more

altruistic motives on our part.
Not so long ago, in a more optimistic age, it was felt that the pursuit of economic

development, using industrialization as one of its main tools, would have provided a solution

to the problem of poverty and provided the pathway to more rapid economic and social progress.
Unfortunately, in many of the developing countries these expectations have not been realized.
The gap between the richer and poorer countries has not really been narrowed as expected.
Even in those developing countries which have had some measure of success, the gains have not

been equally distributed among all sectors of the community. The disparity in income and
social conditions between the urban and rural areas and the high rates of unemployment have

not disappeared. It is a sad fact that many countries by their own efforts will not be able

to attain a desirable level of health care for all their citizens in the foreseeable future.
It is only a body such as the World Health Organization, with the capacity for coordination and
technical cooperation, which can help them to meet their needs.

Cooperation in the area of communicable disease has proved to be of immense value. Vac-

cines developed elsewhere can be flown at a moment's notice to any part of the globe. WHO's

Special Programme for Research and Training in Tropical Diseases deserves special mention. It

is to be hoped that this research and training would, in the main, take place in tropical
countries, since this would help to achieve the objective of developing research laboratories
in these countries with as much use of the appropriate technology as possible. A start in this

direction has been made in Trinidad and Tobago with the establishment in 1975 of the Caribbean
Epidemiology Centre with the cooperation of other Caribbean governments, the United Kingdom

Government and the Pan American Health Organization. We look forward to support from the

Special Programme for the further development of this Centre. The provision of avenues for
training people from developing countries within these countries would also lead to less

likelihood of a "brain drain" taking place.
We can now see how successful we have been in the fight against smallpox. However,

cholera has made its reappearance in the Middle East and in my own region dengue fever has
reached epidemic proportions in more than one country. This brings home to us the need for
continued vigilance against diseases by proper environmental control.

The role of health legislation in achieving health care has been noted. In my own region
enormous success has been achieved with the compulsory immunization programme for the
pre -school child - which has been done by legislation. However, in other areas, while it
has been relatively easy to pass laws, there has been a great deal of difficulty in enforcing
them. There are several constraints operating here. One is the high cost of employing
enforcement officers: another is the attitude of the community towards the law, which can
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determine its success or failure. It is desirable, therefore, that with the introduction of
legislation designed to protect the health of the individual great stress should be placed on

the importance of explaining to all persons the reason for the introduction of any law. In

this way cooperation will begin through understanding rather than through coercion.
A key problem which faces the developing countries is the maintenance of medical equip-

ment. It is sad but true that in many countries equipment worth thousands and in some cases
millions of dollars is deteriorating today either because technicians are unable to repair it
or because the necessary parts cannot be obtained. Case after case may be cited of well -

designed and well- constructed health care facilities that have become practically useless

through improper upkeep of plant and equipment. The solution to this problem lies in part
in the training of maintenance technicians. Such training courses are expensive for the
smaller countries like my own, and regional cooperation is quite essential. At the same
time, developing countries must ensure that they do not buy expensive and sophisticated
equipment unless the necessary expertise and infrastructure are available to make this equip-
ment operable. The education system in some of our countries should also be geared towards
producing the type of technician needed, not only for the health services, but for other areas
of economic and social development.

The report on the proposed programme budget for 1978 -1979 identifies primary health care
as one of the most important areas for reorientation and development in accordance with the
new programme budget policy and strategy. The forthcoming International Conference on
Primary Health Care, to be held in the Soviet Union in September this year, is to be welcomed
since it will not only promote this type of care but also achieve international understanding
of methods designed to deal with these problems and initiate worldwide action and technical
cooperation among countries desirous of establishing primary health care programmes and
facilities.

The year 1979 has been designated by the United Nations as the International Year of the
Child, and we, as ministers of health, must take note of this important event. The Government
of Trinidad and Tobago has already prepared an extensive programme of work to mark the event
and has pledged its fullest support to the United Nations in this effort. In most countries
primary health care has developed with the emphasis on maternal and child health, so that we
will begin the Year with a certain amount of services to children already being provided.
However, in the rural areas of many developing countries the inadequacy of these services
is cause for grave concern.

Primary health care and country health programming are two of the most significant means
at the disposal of our countries for health development. I am very proud that in the Americas
my country was one of the first to recognize this many years ago, and - though under a differ-
ent appellation - the system has proved that this is one of the best ways of improving the
health and social amenities of our citizens. Besides my duties in the Ministry of Health,
I also have the honour to be my country's Minister of Local Government. As such, I have first-
hand knowledge of how local endeavour can enhance a community's standard of health and how,
reciprocally, proper health management leads to community advancement. In order to extend
coverage and improve the quality of health care a concerted effort must be made both by the

community, who will be the recipients of this service, and the health administrations -
which must be trained. In doing this each country will be guided by its own cultural
patterns and socioeconomic conditions.

While structured planning and programming for more equitable and relevant health services
go on, our Organization has also continuously to deal with emergency situations. Unfortunately
these are often unpredictable and can be most disruptive. Some degree of preparedness can
lessen the damage, but immediate relief action remains paramount. Living as I do in a
tropical zone where cyclones and natural disasters hit with fury sometimes, I know how
important it is to mobilize all means to soften the blow of the sudden destruction of a
country's laboriously constructed health services. But I can less easily understand the
disasters that man brings upon himself in his own folly. The World Health Organization has
had to give succour to refugees, to populations stricken by conflict and to victims of
intolerance. In this the Organization is fortunately not alone. It has the full cooperation
of the international community, of the United Nations Disaster Relief Coordinator, the High
Commissioner for Refugees, and the Red Cross, which this year is commemorating the 150th
anniversary of its founder. We, the WHO, the 30- year -old youngster, congratulate the veteran
Red Cross for its humanitarian service.

We must not be over -optimistic in thinking that the provision of the health care worker
alone will be able to bring about the desired conditions. Areas without health care are
usually areas which are characterized by high birth rates, poor housing, malnutrition,
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lack of water or polluted water, and poor communications - factors which all militate against
improvement. Trinidad and Tobago has not been without its share of water problems. In its
efforts to alleviate these it has embarked upon a water- winning programme estimated to cost
over $ 300 million. The interrelationship of health and economic development is already
clearly established. WHO is to be warmly commended for setting a target date, the year 2000,
for a health level for all citizens that will permit them to lead socially and economically
productive lives, and we remain committed to doing everything within our power to achieve this
excellent objective. Although today this date seems very far off, the magnitude of the task
is such that large -scale action must be initiated now where necessary, and sustained follow -up
action should continue in places where work has already begun. Yesterday our distinguished
Director -General made the very important point that health care and health development have no
boundary of political, economic, social or cultural barriers. When it comes to health the
world is one, and no political ideology must interfere with the implementation of the most
appropriate and the best programme suited to meet the needs of citizens of the universe.

I have spoken at length about the problems facing the developing countries because, being
a citizen of one of these, I have first -hand experience of the conditions there. I cannot
close, however, without a word on the problems faced by developed countries, since these problems
have already begun to surface in those countries which are travelling the road to industriali-
zation. Problems exist in the developed countries in spite of an abundance of food, good
health services and a high level of technology. For this reason, they are more complex and
give serious cause for concern. I refer here to drug abuse, alcoholism and mental illness on
the psychological level. While the causes of disease in developing countries are known in
most cases, the cause of mental illnesses are not so easy to ascertain. There can be no mass
immunization campaign against some of these diseases. Cure which is at the level of the
individual is most costly and time -consuming. As we have not given way to despair when
confronted with disease in the developing countries, so we should not give way to this fear
when confronting diseases in the developed countries. It is not beyond the ability of mankind
to solve his problems. The medical profession cannot do this alone. What is required is the
pooling of resources and the coming together of all disciplines to work towards a better
quality of life for all individuals.

I commend Dr Mahler once again for taking what he called the unusual step of appealing
directly to political leaders. He said that world health is the one subject on which people
of the world have shown they can agree across national barriers. This measure of common ground
should be exploited to the full to broaden the dialogue on other development issues. I pray
that almighty God will shower his choicest blessings upon us and our people and give us the
wisdom and inspiration to guide the destiny of the health improvement of our populations.

I close now, distinguished delegates, ladies and gentlemen, hopeful that this Assembly,
with its tremendous amount of talent, will make wise decisions and will provide us with solutions
for our health problems. I remain confident that by working together in this Organization our
goal - the best possible state of health for all citizens of the world - will one day be
realized. May I, once again, express my gratitude to all of you for the confidence which you
have reposed in me, in my country and in the countries of the Region of the Americas. I pledge
to do my best over the next few days, and look forward to having your cooperation for harmonious
and fruitful discussions, free from rancour and bitterness, and all in the spirit of compromise
and appreciation for each other. I wish the distinguished delegates and representatives every
success in our future deliberations.

2. MESSAGE FROM THE PRIME MINISTER OF TRINIDAD AND TOBAGO

The PRESIDENT:

And now, distinguished delegates, ladies and gentlemen, we have a message received
from the distinguished Prime Minister of Trinidad and Tobago, which I ought to have read;
but since you have done me the honour of electing me President, I now call on the chief
delegate of Trinidad and Tobago, Mr Taitt, to present that message.

Mr TAITT (Trinidad and Tobago):

Our sincere congratulations to you, Mr President, and to you, Vice -Presidents, on your
election. May I also congratulate the World Health Organization on achieving its thirtieth
birthday and wish that the Organization may receive greater support for its efforts to
improve the health of the peoples of the world.
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Mr President, I have received a message from Dr the Honourable Eric E. Williams,
Prime Minister of Trinidad and Tobago, on the occasion of this thirty -first Assembly of

the World Health Organization. It reads as follows:

Mr President, I have the honour, on the occasion of the thirty -first Assembly
of the World Health Organization, to extend my warmest congratulations to you on your
election to the post of President of the Health Assembly and to wish you and the
Organization success in your endeavours in the coming year.

I should like to take this opportunity to urge the distinguished delegates to
the World Health Assembly to consider seriously in the programme of development and
planning that 1979 will also be the International Year of the Child - the future of
society.

Mr President, this meeting is ample proof of the vibrancy of the World Health
Organization in fulfilling the commitment to providing adequate health care for the
people of the world.

In extending my best wishes to the Assembly, I look forward to the deliberations
being marked by the spirit of international cooperation which has been so evident
in the work of this Organization over the years. It is my hope that this cooperation
will continue to the benefit of this Organization and all mankind.

The PRESIDENT:

I thank the distinguished delegate of Trinidad and Tobago for his message from the
distinguished Prime Minister; we will convey our thanks to the Prime Minister for his kind

message.

3. FIRST REPORT OF THE COMMITTEE ON CREDENTIALS

The PRESIDENT:

Distinguished delegates, I have a personal problem. Every few minutes the dynamic
gentleman sitting at my back, Dr Gunn, keeps passing a note to speak more slowly - referring
to the President. I spent many years as a radio announcer in Trinidad and Tobago, and I am
trying my best. So, in this respect, it is difficult for me to ask speakers from the floor
to speak more slowly, but the interpreters are making an honest appeal to all the speakers, if
they can, to slow down a bit - including myself. I am trying my best, and I am appealing to
you in delivering your speeches to assist by speaking as moderately as possible, so that the
interpreters will be able to get the best arrangements made. I would like to take the
opportunity to remind you that, for those delegations who wish to cut their speeches shorter
but have their lengthier presentation included in the records, it can be done by having
a statement prepared and handing it to the Secretariat.

Before we resume the general discussions which commenced yesterday, I would like just to
deal with the question of the first report of the Committee on Credentials which met yesterday
under the chairmanship of Dr Z. M. Diamini.

I would like to invite Ms H. Roos, Rapporteur of the Committee, to come to the rostrum
and read out the report, which is contained in document A31/55.

Ms Roos (Finland), Rapporteur of the Committee on Credentials, read out the first report
of that Committee (see page 725).

The PRESIDENT:

Thank you, Ms Roos, very much for the report.
Are there any comments on the proposal of the Committee on Credentials? There seem

to be none; therefore the report of the Committee on Credentials is adopted.
I would like to draw the attention of the distinguished delegates to paragraph 2 of

the Committee's report in terms of the Rules of Procedure of this Assembly; that is to

say that it would be very helpful if delegations could obtain these credentials and present
them to the Secretariat well in advance before the Assembly, or on the date of the
commencement of the Assembly.
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4. GENERAL DISCUSSION ON THE REPORTS OF THE EXECUTIVE BOARD ON ITS SIXTIETH AND SIXTY -FIRST
SESSIONS AND ON THE REPORT OF THE DIRECTOR- GENERAL ON THE WORK OF WHO IN 1976 -1977

(continued)

The PRESIDENT:

Now, distinguished delegates, since there are no objections we take it we can proceed
now with the other business of the conference. And now I call on the distinguished delegate
of Morocco to take the microphone, and ask the distinguished delegate of the Kingdom of the
Netherlands to come forward on the rostrum.

Dr RAHHALI (Morocco) (translation from the French):

Mr President, Mr Director -General, honourable delegates, ladies and gentlemen, it is a
great honour to me to be permitted to take the floor and wish you on behalf of His Majesty
King Hassan II and his Government every success in the work of our august Assembly, also to
offer my most cordial congratulations to the President, the Vice -Presidents and the committee

Chairmen.
This is an indication of the interest that our Sovereign takes in scientists in general

and in representatives of the medical sciences in particular, for he knows how much the
happiness of each man and the community as a whole depends upon the health of all the
individuals in it. The challenge you spoke of, Mr Director -General, is the same challenge
that His Majesty writes of in his memoirs. The biennial report touches on a matter of
particular concern to us at the moment, the promotion of a public health service which respects
the traditions of our supreme authorities, and reflects the main target of the action we are
taking, the attainment of health for all by the year 2000. The aspiration to secure a greater
measure of social justice shown in the main lines of the Director -General's report has our
delegation's full support. This is evidence, if evidence were needed, of our Government's

resolve to develop technical cooperation with WHO, in the sense of a real association instead
of a donor -recipient relationship. This new aspect of our relations found expression in the
visit that Dr Kaprio, Regional Director, was kind enough to make to Morocco. With him we
tried, with reforming zeal, to recast our activities in the light of a concerted programme of
action. The programme has already become reality with the dispatch of five WHO experts. This

new form of our relations is in full accord with the supreme directives of His Majesty
King Hassan II, who is constantly encouraging us to turn towards the outside world so that
Morocco may carry out to the full its mission as a link between the East, Africa and the West,
without prejudice to our authenticity and to our Arabic -African civilization. Such,

gentlemen, are the fundamental principles of our policy.
Allow me to review the strategy that I hope to be pursuing within your honourable

Organization. It goes without saying that the ground already won and previous decisions will
by no means be neglected, in particular primary health care, the importance of which for the
least privileged populations you are right to emphasize. It is through primary health care
that a country's health infrastructure keeps constantly in touch with its most remote
populations. It is through it also that malaria eradication has become a fact, that control
of many communicable diseases has been achieved and that we are successfully tracking down
malnutrition - which, Mr Director -General, you are making one of the priority targets of primary

health care. You may be assured therefore, Mr President, that our health infrastructure,
with its activities planned and integrated into implementation programmes entrusted to multi-
disciplinary teams, will enable us to cope with priority health problems - such as smallpox
used to be before it was eradicated by the sustained efforts of the World Health Organization
under your vigorous direction. I feel I ought also to give some account, however brief, of
more specific problems.

A structured, hierarchical and programmed system can only achieve maximum efficiency in
so far as well trained, well chosen and stable physicians, who are given the respect they
deserve, are available for it. It has been necessary for us therefore to decide just what
a Moroccan physician ought to be (I am aware incidentally, Mr Director -General, that the
question of what a physician should be is one in which you have shown particular interest).
In the first place, our concept of the ideal Moroccan physician is the product of ideas from
abroad so adapted to what exists at present in Morocco as to be of the greatest possible
benefit to our country and to our relations with WHO and our various partners. We felt

therefore it would be useful to give you a sketch of the Moroccan practitioner, a practitioner
who has to fulfil two main requirements: ability and efficiency. An identity of views

between the Ministries of Education and of Health has enabled us to prepare a programme of
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theoretical and practical training designed to enable a Moroccan physician to do his work
satisfactorily on the spot, where he is. I believe, Mr President, that this is a useful
achievement for the future of public health. These young practitioners will be supervised
by their elders on the spot and so complete their practical training.

We must not neglect the problem of the physician's status and the harmonization of the
medical profession and concentrate solely on the practitioner's training; for when the
physician leaves the university he ought to be able to enter a properly constituted profession
and be assured of having a well balanced life ahead of him in which his future and his rise in
society are secure. We have seen to this by drawing up a statute for the medical profession.
Thus, Mr President, in order to improve the status of the public health physician we have drawn

up a statute to give him an identity and enable him to develop in a context worthy of the part
he should play in our country. Following His Majesty's directives we have endeavoured to unify
the medical profession. Thus the Supreme Council of the Order of Private Sector Physicians
has been invited to sit on a joint board with our department, and it has responded to the
invitation. It has actually offered its services to help with public health work. The
teaching profession for its part is regularly cooperating with the authorities in the ministry
to stimulate the activities of the medical curriculum revision boards. This process of osmosis,
which has taken place in a short period of time, sets aside the distinction between private

and public medicine and is helping to strengthen public health morale in our country. I

have particularly stressed this point because in developing countries like my own the idea of
medical unity must be given precedence over all other considerations.

Allow me also to inform you that a school of public health is shortly to be set up, the
establishment of which is the fruit of an identity of views between the education and public
health authorities. This public health school will train physicians who are properly versed
in this work and fully alive to their responsibilities. The training will be based on
material prepared by the public health service and designed to teach the use of modern basic
health techniques. The school will also train and retrain other health workers.

All this would be fruitless without manpower planning. Planning will enable us to reach
the target of one physician to 4000 of the population by the year 2000. As regards paramedical

personnel which, as you know, Mr Director -General, are so important for primary health care, we
have at present one school for nurses per province, so that the children from each region have
a place to train in without having to leave home. Our desire co Humanize our hospitals and
our outpatient services has led us to open schools for welfare workers and hostesses. Lastly,
I should like to mention the forthcoming opening of a dental institute, which will complete our
university structure, also the fact that in connexion with this dental institute we shall be
taking an active part in retraining what we call empirical dentists. City dwellers and
dwellers in the countryside ought to be in a position to enjoy the same amount of attention in
regard to health. We have therefore considered making a better geographical distribution of
our medical resources throughout the country. It is true that Morocco is essentially a
liberal country, but one must not rule out planning if it is planning which respects our
authenticity and takes account of our needs. Thus a draft law will be having the effect of
encouraging our young physicians, who tend to concentrate in the big cities, to resist the
attractions that the city has for them.

Provision of personnel being thus ensured, it remains for us to decide on our priorities.
After studying and assessing our needs we have decided, in order to prepare ourselves for the
year 2000 which you have set as the target of all our work, to lay special stress on our
traditional medicine, as it is now and is to be in the future. Morocco, an African country,
derives its traditions and culture from a remote past, and my delegation welcomes the
prominence given in the Director -General's report on the work of WHO to traditional medicine,
which has its own title to nobility and has been given our full attention. With WHO's
cooperation we have been studying our medicinal plants, an undeniable treausre of Morocco's,
and have set up an anti -poison centre that will help the casualty side of traditional medicine.

I shall not leave this subject without saying a word about drugs and the pharmaceutical
industry. Like all other developing countries we aim at providing ourselves with means of
our own for gradually attaining the ideal state of self -sufficiency. In our case we are able
to make 70% of our drugs at present, and the future plan will enable us to manufacture 80 %.
Unfortunately galloping inflation is causing prices to soar. This is damaging to our society,

since drugs are a vitally necessary product. We shall manage to control these prices however,
and are about to draw up a list of indispensable vital products which must not be permitted
either to increase in price to the consumer or to go into short supply.



108 THIRTY -FIRST WORLD HEALTH ASSEMBLY, PART II

This however does not, unfortunately, spare us the scourges of modern life, and the
question brings to mind another subject, that of a cancer control institute and of a branch of

nuclear medicine. While public health and prevention are our chief concerns, we must
nevertheless face facts and arm ourselves against the dangers that lie in wait for us. Cancer,

the nightmare which haunts consumer societies, is beginning to affect our populations. The

building of an institute at Rabat with the most up -to -date equipment would be pointless unless
it were accompanied by the establishment of regional case - finding centres, but what will make
such an institute an economic proposition is the training of medical and paramedical personnel.
Thanks to the kind cooperation of the University of Nancy and the availability of
Professor Chardot the staff of this institute will be ready at the same time as the premises,
in 1980. I am glad to tell you that nuclear medicine will thus in future have its rightful
place in our arrangements.

Mr President, noncommunicable diseases are not leaving the developing countries by any
means unscathed. Regarding cardiovascular diseases, it is no accident that our honourable
Organization should have taken arterial hypertension as the topic of the year, because this
scourge is lying in wait for our populations, particularly since their standard of living is
steadily improving. Acute articular rheumatism is also starting to require a sound
prevention strategy. Its consequences are causing us to set up a cardiovascular surgery
service, at a cost which you may imagine. The re- education of cardiac cases is also receiving
our attention.

As you know, Mr President, Morocco has for some months now been regarding control of
the scourge represented by traffic accidents as the priority of priorities. Thanks to your
Organization's generous assistance we have received a number of experts who have enabled us
to forge fast ahead, and we have already reached the stage of training personnel in accident
control and above all the provision of speedy and effective treatment for the injured. The

first batch of personnel thus trained was sent out into the various provinces only a few days
ago. Our views are in line with those of the World Health Organization, and Morocco has
accordingly been selected as the pilot country in this field. Allow me, before concluding
my remarks on this subject, warmly to thank Dr Kaprio, Regional Director for Europe of the
World Health Organization, without whom we should not have got the better of this modern
scourge, which calls for an exceptionally sophisticated approach. I should also like to pay
a tribute to the experts, Dr Cara, Dr Romer and Dr Louville, who showed during their time in
Morocco how efficient WHO experts can be.

All this would be fruitless if it were not integrated with the socioeconomic aspects of
health. The Director -General gives guidelines for these in his excellent report, and the
developing countries ought to take his words as their bible. I refer to the environment,

housing, drinking -water supply and sanitation. The sanitation and environmental health
service is very active in our country, where urbanization is developing at a dizzy pace.
The efforts we are making are being crowned with success, but we are in danger of being
outstripped by events because the speed of urbanization is accelerating. I think the role of
our Organization is quite correct, and that its intervention is indispensable to protect that
sea of peace, the Mediterranean.

I should be leaving the picture incomplete if I did not say a few words about public
health and veterinary medicine. The importance of diseases communicated to human beings
through food or as a result of promiscuity has led us to take steps to control the
epidemiological consequences of such diseases as hydatid disease, rabies, etc. We have just
set up a veterinary medicine service in the Ministry of Health. This service will enable us
to keep animal health and veterinary drugs under supervision.

Mr President, Mr Director -General, ladies and gentlemen, such briefly are our
achievements and our plans. Morocco, a country which is a crossroads, can only fulfil its
mission if it remains a forum for exchanges between all countries. In the course of this
year we have acted as host country to a number of international congresses which eminent
scientific personalities from all continents have attended to exchange experience and
familiarize the general public with such major disciplines as proctology, surgery, the study
of diabetes, obstetric gynaecology, odontology and nutrition.

As a country which is concerned for the wellbeing and health of its population, which is

devoted to the principles of the World Health Organization and to the international moral
imperatives, and which is proud of its attachment to liberty and to respect for each State,
Morocco is unable to remain indifferent to the sufferings and coercion to which the
Palestinian people, and other peoples in various parts of the world, are being subjected.

I must not conclude this statement without once again wishing the work of our Assembly
every success and cordially thanking our Director -General for his outstanding report and his
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devotion to our Organization's cause, namely promotion of health in the world. We are
delighted with the wise decision about the prolongation of his term of office and offer him
our most hearty congratulations.

Mrs VEDER -SMIT (Netherlands):

Mr President, may I first of all use this opportunity to congratulate you on your
election to your present office.

Mr President, ladies and gentlemen, I regard it as a pleasure and honour to be leading my
delegation to this Thirty -first World Health Assembly. For a number of years I have been able
to follow at some distance the important work of WHO for the improvement of the health of the
world population. I have read the report of the Director- General on the years 1976 -1977 with

growing interest and I would like to express my admiration for the clear and inspiring way in
which Dr Mahler has described the activities of our Organization. His eloquent introduction
to this agenda item reflected this same inspiration.

Reviewing the work of WHO, the wide range of activities and the differences in the nature
of the health problems of the developing and the developed world struck me. In spite of
these differences, however, both groups of countries have a number of problems in common.
The need to formulate priorities for national health plans and the necessity of programming
health services seem to be just as important in the industrialized countries as in those of the
Third World. Therefore WHO should concentrate on developing methods for the formulation of
priorities and for decision -making. In this respect, my delegation considers the proposals
for medium -term programming of WHO's activities of the utmost importance.

It should, however, be borne in mind that not only delegations present here, or the
governments they represent, but also our national parliaments and population, should support
the ambitious goals WHO has set. To reach these goals a number of WHO programmes are contri-
buting in a far - reaching manner. Of these, I should like to mention in particular the
Expanded Programme on Immunization and the Special Programme for Research and Training in
Tropical Diseases. The Netherlands Government has provided budgetary support to these
programmes and is presently considering further concrete contributions. I am gratified that
smallpox eradication has almost been reached. I am impressed with the achievements of WHO
and of the governments concerned to combat - in spite of temporary setbacks - this disease.

In his introduction to the biennial report Dr Mahler mentioned that there are still many
difficulties which hamper the smallpox eradication operations and that continued support is
essential for complete success. It is therefore a special pleasure for me to announce that
my Government has decided to give an additional contribution to this programme of US$ 1 840 000,
being the amount indicated to us by the WHO Secretariat as still needed for its completion.

I have noticed with concern that a number of diseases, which are either self- induced or
caused by the human environment, are increasingly besetting the populations in the developed
countries. These diseases are also constituting a growingly serious threat to the developing
countries. In this context I am thinking of stress factors which contribute to conditions
such as high blood pressure and diseases such as cardiovascular diseases. I am pleased that
WHO, responding to resolution WHA29.21 adopted by the World Health Assembly in May 1976, has
initiated a programme in the area of psychosocial factors and their influence on health and
the functioning of health services. Having just referred to high blood pressure, I wish to
mention the growing awareness among the Dutch population of the potential risks caused by
increased blood pressure. In this connexion I should like to emphasize the successful manner
in which the Netherlands Heart Foundation has led a publicity campaign dedicated to this
subject. In my view the theme of the 1978 World Health Day was rightly chosen. In the field
of cancer a distressing upward trend is observed. It cannot be stressed enough how urgent
is our fight to control this disease. In this regard, research in the field of environmental
factors contributing to the development of cancer is of the utmost importance. I should like
to underline the clear relevance of the efforts of the International Agency for Research on
Cancer in the area - among others - of the evaluation of carcinogenic risk of chemicals to man.
It goes without saying that a close collaboration between WHO headquarters and IARC is a pre-
requisite for success in cancer control.

In his short report on the work of WHO in 1976, Dr Mahler correctly pointed out that cigarette

smoking is an outstanding example of how individuals, if they are prepared to change
their lifestyle, are able to prevent a serious threat to their health. It is my view that

in this field not strict legislation, but persuasion by means of effective health education,

might be the only applicable tool. In this context protection of the non - smoker from

environmental pollution is also an absolute necessity. My country - like other countries -



110 THIRTY -FIRST WORLD HEALTH ASSEMBLY, PART 11

is presently developing a policy plan to protect the non -smoker. I am quite willing to put

this plan of action - if this is useful - at the disposal of WHO. Perhaps it might also be

a contribution to the Fourth World Conference on Smoking and Health, which is going to be

held in Stockholm in 1979 and in which my country takes a lively interest.
In conclusion, Mr President, the past 30 years of WHO's existence have clearly shown its

ability to play a decisive role in the furtherance of health of the world population. We

underline the goals set by WHO and the general policy plan to reach these goals, as outlined
by the Director -General, and will support, where possible, WHO's future programme.

Mrs HUBER (Federal Republic of Germany):

Mr President, distinguished delegates, on the very first occasion I have the honour to

take part in this Assembly, I wish to express my deep respect to the President, the Vice -
Presidents and the Director- General and all representatives of the 151 nations which are
united in WHO in order to discuss health questions which belong to the most serious

problems we have to solve all over the world. These problems of course are different in

the different regions in the world. And we are not allowed either to hide our own problems
nor to overlook the important health problems of the developing countries.

After thanking you all for your remarkable engagement in a short but- as I hope you will

feel - truthful manner, I want to turn to a subject extremely relevant for my country.
It is now mainly our problem, but tomorrow, I am convinced, it will be more and more a

general one. In his biennial report, the Director -General briefly referred also to my
subject, that is the health care of the elderly - a task which, during the period under
review, was entrusted to the European Region; this Region is called upon to elaborate

a global programme. From the viewpoint of the country here represented by me, that is the
Federal Republic of Germany, I should like to emphasize once more the vital importance of

this task for the work in the years ahead. The necessity of improving the health care of the
elderly results from increased life expectancy, from drastic shifts in age structure and also
from changed patterns of disease.

As yet, this task is primarily a health -political problem in Europe and in the
industrialized countries of other continents, but before long also young States will be
confronted with the fact that the share of older'people, particularly in the higher age -
groups, is permanently increasing and that, thus, quite specific problems regarding health,

social and also economic policy will arise.
Our century, which began as the "century of the child ", will terminate as that of the

elderly. And if the United Nations proclaimed the forthcoming year 1979 as the Year of the
Child, it appears opportune to arrange in a similar way for the living conditions of the
elderly, and for their health and social needs, to be discussed by politicians and by the
public, by science and practice. Today, of course, contrary to previous conceptions, we
do not regard age as a disease per se, and yet the care of the elderly involves new tasks.
For coping with them, all governments should closely cooperate within the scope of the
specialized organizations of the United Nations system. In addition, the research capabi-
lities all the world over should be mobilized and brought together to deal with the tasks
of prevention, cure and rehabilitation. Finally, the experiences hitherto gained in
different countries and systems by services and institutions for the elderly should be

critically evaluated.
The International Conference on Primary Health Care to be held in autumn of this year will

also have to consider the adequate care of the elderly. In this context it should be examined
how health services and social services can complement each other in joint responsibility.
Our Organization will discuss whether, in future, we are to choose new ways of care with other
services for the elderly. Hitherto, emphasis in planning was placed on special facilities
for the care of the elderly. Meanwhile, however, we have learnt that many older members of
our society are anxious to remain as long as possible in the environment familiar to them.
They are entitled to an individual shaping of life, and the community must support them in
helping themselves as long as this is possible and as long as they wish to do so. The

community, however, must also assist them in preparing themselves in good time prior to retire-
ment for this serious change of life situation and to lead, also after having retired from
employment, a healthy and active, socially useful life within the community.

In this connexion also WHO will be confronted with new tasks as, for example, the
improvement of the information status on age- specific problems; the further development of

health services and their partnership with social services for prevention, treatment and
rehabilitation of the elderly; the extension of supradisciplinary gerontological and
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geriatric research; and intensified consideration of the problems of the elderly in education,
and in the continued and postgraduate training of health professions.

If we aim at ensuring "Health for all by the year 2000 ", then the specific problems of
the elderly, that is, the problems of a steadily increasing part of the world population, will
have to be taken adequately into consideration. To such specific health problems of the

elderly belongs also the prevention of mental disorders. The report of the Director -General

before us explicitly mentions also the proposals of a working group which has dealt with this
problem in the European Region. In particular, this subject matter makes it obvious how
closely individual programmes of our Organization are linked together and how advantageously
they can - and must - supplement each other. Every programme for the elderly has a psycho -
social, a mental hygiene component; and vice versa, the medium -term mental health programme

will always have to consider the specific preventive and curative tasks for the benefit of aged

patients, for example, in the field of community psychiatry. This is an important part of
the reform of the care for the mentally ill; just as in health care for the elderly, we should
try to do away with the former segregation of the mentally ill, which was connected with
intramural treatment in major hospitals far away from the former living environment of the
patient. Simultaneously, we wish to eliminate the disadvantages resulting from the fact that
the mentally ill frequently had to be kept in long -term custody, whereas today modern therapy
enables many patients to return to society. However, this requires a demand- related network
of care in the extramural, outpatient and rehabilitative sector and, simultaneously, a strict
coordination of all care services.

In our country we endeavour to evaluate and to use comparable approaches in other
countries for our concepts and planning, but we are also prepared to make accessible, within
the scope of international exchanges of experience, new findings resulting from our own model
projects to other "interest- circles ". Therefore, we very much appreciate the new chances of
cooperation offered by the WHO medium -term programme.

A further important example for the interdependency of WHO programmes is, in my view,
the commitment of both programme activities mentioned to the high -priority task of health
manpower development. Both programmes contain a major health manpower component. The

report of the Director -General deals in detail with this problem, and the last two years under
review have, as far as health manpower planning and management is concerned, enabled us to make
significant progress. But more remains to be done, particularly in connexion with making
intensified use of the health team concept in actual practice. I regard as pertinent to this
concept considerations also pursued in our country, aimed at creating similar structures for
the curricula of as many health professions as possible and thus ensuring a facilitated
horizontal and vertical permeability - in other words, whilst taking due account of the
necessary differentiation of job descriptions, to harmonize the training as far as possible
and simultaneously to investigate which possibilities for delegation do exist in related

health professions in order to achieve the most rational cost -saving division of work within
the whole field of health, and not least also in the domain of primary health care.

The PRESIDENT:

Thank you. Before

extend a special welcome
was the President of the
extending a warm welcome

introducing the distinguished delegate of Belgium, I would like to
to him because, as many distinguished delegates will remember, he
Twenty -ninth World Health Assembly. I have great pleasure in
to him and asking him to take the floor.

Professor HALTER (Belgium) (translation from the French):

In the course of a few hours, Mr President, you have shown this Assembly, by the ability
with which you are directing its proceedings, that it could not have made a better choice, and
I should like to congratulate you.

Brother delegates, ladies and gentlemen, you know with what close attention my country
follows the work of this Organization, which is being so successfully directed by Dr Mahler,
and you cannot but be aware of how great an interest my delegation has for many years taken in
the Organization's work. The problems which arise in the health field are so numerous that
we are obliged to make a choice from among them. Though Dr Mahler and his colleagues
undoubtedly have had a particularly difficult task during these last years in helping the

Assembly to make this selection, the outstanding report which our colleague the Chairman
of the Executive Board, Dr Butera, has presented to us, also the Director- General's report,
show us how well they have performed it. One cannot do everything, and even though the
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resources that WHO is capable of mobilizing - outside its ordinary budget - are great, all
aspirations cannot nevertheless be satisfied. Accordingly I propose to single out certain of
these problems to show you how my country, one of limited size and also of limited resources,
hopes to support the Organization's activities, to the very best of its ability.

The first thing I should like to say is that, in addition to the Ministry of Health which
has always shown a very natural interest in this Assembly's work, some other departments have
recently begun to take an active interest in WHO's activities. The Ministry of National
Education is increasingly dealing with problems of health manpower training, and our Department
of Foreign Affairs and Cooperation for Development has for some time now agreed to make a
bigger contribution to the work of certain of this Organization's programmes. Another matter
I should like to mention is one which is, as you know, of particular interest to my delegation,
namely the question of the environment and of the effect environmental factors have upon health.
It is to the work of the WHO unit concerned that we look for inspiration for improving our
citizens' quality of life, and it is in it that we shall find the requisite inspiration in the
future to enable us to provide that living environment which is essential for solving the
problems the Director -General has mentioned here and should enable all the citizens of the
world to achieve an acceptable state of health by the year 2000.

Among the programmes my country is supporting both technically and financially are of
course the various research programmes on specific environmental factors and their relation

to health. But the environment is not only a question of material, of physical or chemical,
factors. There are also the numerous psychological factors to which one of Belgium's
Ministers of Health alluded a few years ago; and we are glad therefore to see this
Organization's psychosocial programme progressing. Allow me however to draw the Director -
General's attention, and your attention also, fellow delegates, to the distinction which ought
to be made between individual mental health and the mental health of communities. For the
action of an organization such as this should be directed to the latter much more than to
individuals' mental health, with which each of us has an opportunity to deal in a quite
specific fashion.

A particularly acute problem at the moment is that of the family's development in
communities. The family is one of the basic elements of societies' structure, and when the
stones that families represent turn to sand because the family's cohesion is tending to
disappear, the community itself suffers very badly. And while in a number of Third World
countries family feeling is withstanding disintegration with extraordinary success, in the
countries which see themselves as standing now at the high peak of industrialization a
disintegration of the family unit is to be found, and I believe this disintegration is harmful
alike to the married couple, to the children, to the family itself and to old people. A
special effort ought therefore to be made to deal with this.

Another point that Dr Mahler has very skilfully raised in his report and in his
presentation is the problem of health economics, a sector many intellectuals are thinking of
investigating these days. While I am delighted to be in constant collaboration with
sociologists and economists in the research activities we undertake, I believe there is a real
danger that if sociologists and economists alone deal with health economics they will in the
end impose solutions upon us which are not necessarily the best ones for our peoples. It is

essential therefore that WHO should keep on the alert to ensure that health economics
continues to be one of its activities and that it should associate itself with all the
specialists - eminent ones, naturally - that we can find, without ever losing sight however of
the fact that the individual who is the subject of these studies is our fellow citizen, and
that he is the sole object of our care and that it is his health, whether physical, mental or
social, that we are dealing with. In addition to health economics there is also the big
problem of the relations of health with the economy, which is a rather different matter, and
I was very sorry that the Belgian Minister of Health was unable to attend this Assembly
because he would certainly have given his views about the relations between health and the
economy. In particular he would have shown how the target of the World Health Organization -
health for all the citizens of the world by the year 2000 - is a fundamental factor in the
development of the various countries' economies, and I am glad to hear Dr Mahler speak of
the economy of countries in terms not just of the development of the national product or of
industrial activities but of individuals' development and fulfilment. Fellow delegates,
Mr Director -General, Mr President, I think the time has come, following the remarks which the
Director -General has addressed to us, to call for the mobilization of all the health workers of
the world. It is essential to rope in everyone to expand our activities and enable this
Organization's objectives to be attained through close collaboration between all those who,
wherever they are in the world, can contribute to our populations' wellbeing and the improve-

ment of that wellbeing.
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I feel that there is too great an imbalance in health resources at present. In certain
industrialized countries - a case in point is my own country - we are beginning to have
manifest surpluses in the hospital field and in respect of physicians and paramedical personnel,
and unrestricted training of new levels of health workers is threatening to create problems,
while in other parts of the world the lack of such personnel is particularly alarming. The

time seems to have come to consider very seriously how and by what means we can enable friendly
countries to enjoy the benefit of this personnel. I feel therefore, Mr President, that I
must address all the delegations at this Assembly and call upon them to combine their efforts
with those of the Director -General so that we may be in a position to congratulate ourselves
on what we have done by the year 2000 - when some of us, certainly I myself, will no longer be
here to contemplate our efforts, but our successors I hope will be able to say that the
thirtieth anniversary of the World Health Organization was an important stage in the history
of mankind.

Mr President, before stepping down from this rostrum, I cannot refrain from mentioning
a small event which marks this Assembly. For 17 years we have been seeing about this hall
during Assemblies a certain personality whom everyone knew, and a few months ago we learnt that
he had retired. I should like our friend Carlo Fedele to know how warm a regard I have and

shall continue to have for him.

Dr CHIEN Hsin -chung (China) (translation from the Chinese):

Mr President, first of all, please permit me to extend to you my hearty congratulations
on your election as President of the Assembly.

The delegation of the People's Republic of China is pleased to be here at Geneva for the
Thirty -first World Health Assembly discussing with our colleagues the work of WHO and
exchanging views and experiences.

This is the thirtieth anniversary of the founding of WHO. We greet with joy its
achievements. There have been profound changes in the world during. the past 30 years.
Countries want independence, nations want liberation and people want revolution: this has
become an irresistible historical trend. The struggle of the world's people against the
hegemonism of the two superpowers has reached an unprecedented height. WHO has undergone major
changes too. More and more new independent countries have become Member States of the
Organization, in which the Third World countries are playing an ever increasingly important
role. In its recent Assemblies WHO has adopted a number of resolutions important to the will
of the people, particularly the people in the Third World countries. As has been rightly
described by the Director -General in his report on the work of WHO for 1976 -1977 technical
cooperation with and among developing countries has been strengthening. We have noticed the
new trials and efforts of WHO, under Dr Mahler's leadership, in implementing these resolutions
and in reorientating its work towards the Third World countries. Progress has been scored,
and this has made us gladden. We are convinced that so long as the Third World countries
enhance their solidarity, unite and work more closely with all those who are willing to
contribute to the progress of WHO, all difficulties are bound to be surmounted, and WHO is sure
to progress unceasingly and contribute further to the health work of the people of the world,
particularly that of the developing countries.

Mr President and fellow delegates, under the leadership of the Chinese Communist Party
Central Committee headed by Chairman Hua Kuo -feng, our country has basically eliminated the
chaos created by the Wang- Chang- Chiang -Yao "gang of four" and is moving towards great order
across the land. This has come about through a great, deep -going political revolution of
exposing and criticizing the "gang of four" over the last year or so, through the collective
efforts of the Party and the people on political, economic and cultural fronts and through
the Eleventh Party Congress and the meetings of the first sessions of the Fifth National
People's Congress and the Fifth National Committee of the Chinese People's Political
Consultative Conference. Raising aloft Chairman Mao's great banner, Chairman Hua Kuo -feng
is leading us in the struggle to make our country a great, modern and powerful socialist
State within this century.

The Central Committee of the Chinese Communist Party has convened recently the National
Science Conference, a grand gathering, unparalleled in the history of science in China. The
Conference marks a new stage in the development of the socialist cause of science and
technology in China. It has worked out the National Plan for the Development of Science and
Technology, and commended scientists and technological personnel for their meritorious
contributions. Chairman Hua Kuo -feng has issued a call to the Chinese people on the necessity
of "greatly raising the scientific and cultural level of the entire Chinese nation ". The
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whole country is embarking with tremendous enthusiasm on a new great long march towards the

modernization of science and technology.
Medical and health workers of our country have launched out into action for implementing

the line of the Conference for an earlier realization of modernization in our medical work.
In line with the plan for the development of our medical science and technology, medical
institutions and ranks are under the process of consolidation, improvement and raising of

standards. Nation -wide coordination is being planned to tackle, with concerted efforts, some
scientific and technological subjects of key importance, so as to prepare for an ever rapid

development in years to come. We are accelerating our work in the setting -up and development
of modern centres for research and experiments, and in the creation within a comparatively

short period of a scientific research system rationally distributed and multidisciplinary
covering basic medical sciences, preventive and clinical medicine, traditional Chinese medicine,

pharmacology, biomedical engineering, etc. Vast efforts will be made in the prevention and

treatment of communicable diseases, parasitic diseases, endemic and occupational diseases;
the study of prevention and treatment of cancer, cardiovascular diseases and of their etiology,

mechanism, epidemiology, and early diagnosis; as well as the mechanism of acupuncture

anaesthesia, family planning; and the application in the medical field of new technologies,
such as isotopes, lasers and electronic computers. Creative labour will also be done on the
integration of western medicine and traditional Chinese medicine as well as on certain aspects

of modern medicine for the good of people's health.
For making due contribution to humanity through accelerating the development of our

medical sciences, efforts in various fields are needed. Herewith, I wish to speak on two

questions significant to us.

(1) Combining efforts both from the professionals and the masses. This is our principle

for the building up of a mighty force of scientists and technologists.
We have been following all along the principle of "combining health work with mass

movement" as formulated by our late Chairman Mao and Premier Chou En -lai for the development

of our medical and health work which has a vital bearing on people in their millions. We

have popularized medical and health knowledge among the masses and aroused and organized them
to the patriotic sanitation campaign centring on the elimination of the four pests and

diseases. Large numbers of outstanding technical innovators and barefoot doctors are brought

up from among the masses through education and training. We have a contingent of barefoot
doctors totalling up to 1.8 million and some four million health aids and midwives. They are

an important force of ours at the basic level in overcoming shortage of doctors and medicines
in the rural areas and are the technical force in the popularization of medical knowledge and
technical know -how. It is therefore imperative for us to constantly raise their expertise

and to bring their initiative into full play.
Chairman Mao had instructed us that: "With us, therefore, the raising of standards is

based on popularization, while popularization is guided by the raising of standards." While
conducting well the work in popularization by arousing and relying on the masses, we stress
and exert vast efforts in the building up of our own professional contingent. They are the
main force in the development of our medical sciences shouldering the glorious task of
popularizing medical and technological knowledge and the task of scaling the heights. Since

the founding of New China, in 1949, the medical contingent in our country has been expanded
greatly in number due to the solicitude of the Chinese Communist Party and the People's
Government. The number of senior medical and pharmacological workers has grown from some
20 000 at the initial stage of liberation to more than 350 000 at the end of 1977.
Furthermore, we have 320 000 doctors and pharmacists of the traditional Chinese medicine. In

addition to that, there are 1.04 million doctors and technicians of the medium grade. This

contingent is the mainstay of our medical and health work. Nevertheless, they are still far
from being adequate quantitatively and qualitatively, and are left far behind the needs of
modernization in our medical work. To turn out large numbers of scientists and technologists
politically red and professionally expert for a speedy modernization of our medical sciences,
measures are being taken to improve our medical education in the present existing 90 medical
colleges (including those of the traditional Chinese medicine); to set up new medical colleges
for the increase of medical student enrolment, and to improve and promote advanced training,
postgraduate education, correspondence and spare -time education.
(2) Adhering to the policy of "letting a hundred schools of thought contend" and promote
scientific exchange.

"Let a hundred schools of thought contend" is the proven policy formulated by the late
Chairman Mao for the development of science in socialist China. We encourage free contention
among different schools of thought, to animate academic activities, to make better medical
publications and to promote scientific exchange.
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Science and technology are common assets to humanity as a whole. Each country and nation
has her own strong points specifically in character with her own situation. Interchange is
for learning from each other and making new breakthroughs. China's medical science has her
own special feature with her traditional medicine, a precious scientific and cultural heritage
of more than 3000 years. She has acquired a rich clinical experience and in the integration
of western medicine and traditional medicine. However, in modern medicine, there are gaps
in some aspects at the world advanced level. While developing our medical sciences and
technologies self -reliantly and independently, we shall learn with an open mind the advanced
experiences from other countries through activated international scientific exchange, friendly
contacts and technical cooperation with WHO and the medical professions of various countries.
Learning from others must be combined with the initiative and creativeness of our own. We
shall, in a planned way, send our scientific and technical personnel abroad to study, take
advanced training, make study tours and take part in international conferences and academic
activities. We welcome also foreign scientists and technical experts to our country on
lectureships and for exchange of experiences. This will certainly help promote friendship
between medical professions of China and other countries and contribute with joint efforts
to the health of humanity.

Last but not the least, I extend my best wishes for the success of the Assembly.

Mr CHONG Hon Nyan (Malaysia):

Mr President, distinguished delegates, in congratulating you, Mr President, on your
election to this high office and in congratulating Dr Mahler, the Director -General, on his
biennial report on the work of WHO, I am glad to say that we, in Malaysia, have participated
in some of this work as we hosted the medium -term programme working group of WHO in February,
as well as the Western Pacific Regional Advisory Committee on Medical Research in April of
this year.

WHO is increasingly aware of the need to tailor its programmes, through evaluation of such
programmes in the Member States themselves; and this is a matter for congratulation, particu-

larly, to the Director -General. Malaysia has had experience for some time now in working
with various international agencies and specialized agencies of the United Nations, where
programmes are often aimed at the generality of conditions amongst Member countries rather than
focusing on the special problems of certain Member countries; such programmes may not
altogether be suitable for adoption therefor. While it must be the aim of all health

ministers to achieve ideal health care in the countries which they serve, very many of us in
developing countries cannot hope, at this stage, to reach that ideal. The pragmatic approach
by WHO in devising programmes for almost immediate adoption by the Member countries concerned
is thus gratifying. We have been able to participate actively in discussions of the regional
groups that have met in our coúntry and are thus involved, from the outset, in such programmes.
I would like to thank our Regional Director, Dr Dy, for his leadership in this direction.

During the Western Pacific Regional Advisory Committee on Medical Research's meeting in
Kuala Lumpur, we invited attention to the fact that, whilst tropical diseases are still
rampant, the focus must be not only on the curative aspects of such diseases, but on socio-
economic conditions that provide the environment for them. Unfortunately, tropical diseases
are also coincident with economically depressed and underdeveloped regions. Their dreaded
threat is also linked to poverty. The vicious circle that binds poor health conditions to
backward economies must be broken. We are increasingly aware in Malaysia that such efforts
must be integrated with those of other social, educational and economic agencies of government
and cannot be those of the health authorities alone. And they must be combined with a
positive response from the general public.

We need to focus attention on the people whom health services are to serve, as much as we
focus attention on health personnel themselves. The public concern over the shortage of
professional personnel obscures the fact that an enlightened population can also contribute
very positively in advancing health standards. It is with this need to focus on people that
we have undertaken a recent survey on underserved areas in Malaysia to determine the feasi-
bility of a programme of primary health care, until such time as we can cover the whole
country with more formal structural institutions.

I believe that much more work will require to be done in raising the level of public
awareness. The common experience of developing countries is that public expectations are
raised with socioeconomic development. More and more reliance falls upon public authorities
to meet these requirements and these expectations. As health is the responsibility of the
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individual as much as of the preventive and curative services, we should begin to evolve
programmes whereby people can be made to realize the significance of what they themselves can

do to maintain a fair degree of health, and thus a satisfactory level of economic productivity.
While modernizing our health services, it is also necessary to pause to see whether we can

provide for the more basic requirements of the majority.
It is very apt that we are to discuss national policies regarding medicinal products and

related international problems here. As in so many other developing countries, where
increasing numbers of the population are more and more exposed to modern medicines and drugs
and where growing affluence, with growing development, brings with it growing demands for
sophistication in the choice of consumer goods, there is always a danger - the belief that

the more expensive the medicine, the more effective it must be. I hope that this is not

necessarily true.
We are a growing market for such pharmaceutical products but our needs can be basic

although we are often faced with the sophistication of expensive choices. We thus value the

technical report of the WHO Expert Committee on the Selection of Essential Drugs.1 Whilst

we may be able to persuade our curative agencies to accept this basic list, the medical
profession must also address itself to this problem, as well of course as the pharmaceutical

industries. They should not be inhibited from producing more effective drugs and medicines

but this should not be at ever -increasing cost to consumers. Traditional systems of medicine

are still practised in many developing countries, including Malaysia, and their practitioners
may be tempted to prescribe various modern medicines best dispensed by qualified personnel.
As control measures can never be completely adequate, the indiscriminate sale of such medicines
and drugs, in such great variety and with modern marketing methods, can be detrimental to the
efforts of developing countries in educating the public to a greater awareness to the dangers

inherent in self- medication. I hope that, when this problem is discussed, the discussion will
not be confined to technicalities, but will also range over the total social environment in

which such medicines and drugs are to be marketed.
I have attempted to focus attention on only one or two matters, although health problems

are indivisible. Similarly, the world should not be divided into certain areas, where the
major problems are assumed to be those of tropical and communicable diseases, and the rest of
the world thought of as being involved in the stresses, tensions and ailments of a high -
pressure industrialized and urbanized society. Even developing countries can generate the
pressures of a more affluent society, as ill health knows no political, geographical or

economic boundaries.
As we develop, so will there be a change in the pattern of the health conditions that we

must face and I find comfort, therefore, in the closing phrase of the Director -General in the
introduction to his report that "Unity - world unity - is the most powerful means we possess

to break out of the vicious circle of poverty and disease." We may belong to the Third World
in terms of economic development, but we belong to only one world where disease is concerned.

Sir Henry YELLOWLEES (United Kingdom of Great Britain and Northern Ireland):

Mr President, distinguished delegates, may I assure you, Mr President, of my country's
support in your high office, and may I congratulate you, and also your Vice -Presidents, on

your election. My Secretary of State has asked me to express his regret that he is not able
to be here personally, for the second year running, and to convey his greeting to his friends

and colleagues in this Assembly.
I congratulate Dr Mahler on his report covering the years 1976 -1977. This is his first

biennial report. It records good progress achieved by WHO under his guidance; it describes
this progress with admirable clarity, and it also demonstrates that much still remains to be

done.
Mr President, I am going to accept your guidance: I shall make a short statement - we

will contribute in the special committees later - and I will make it slowly.
I have just five programmes that I would like to pick out because we, in the United

Kingdom, believe they are of particular importance. Firstly, we share the concern of other
countries about the resurgence of malaria; we would like to see an intensification of efforts

to control it. Secondly, we want to see faster progress in reduction of mortality and
morbidity from diarrhoeal diseases in developing countries, particularly among children in

poorer communities. Thirdly, we strongly support the Expanded Programme on Immunization.
Fourthly, we want to cooperate in special efforts to develop appropriate technology,

1 WHO Technical Report Series, No. 615, 1977.
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especially in relation to safe water supply, sanitary waste disposal, "cold- chain" technology,
and education for health workers. Fifthly, we strongly support the programme to make
essential drugs available to developing countries at costs which are related to their
economies. To these five programmes - that is, malaria, diarrhoeal diseases, immunization,
appropriate technology, and essential drugs - we intend either to give special extrabudgetary
financial support or to make particular contributions in other ways.

Turning to our home situation before I leave the rostrum, we have recently reviewed our
own priorities; we intend to give more attention particularly to prevention of disease and
health education, and to the care of the elderly and the disadvantaged in our population.

I have been happy to note a constantly increasing identity of views between delegates on
many matters, and I am therefore happy to avoid much further speech on my part by saying that
our views on the importance of the health care of the elderly are similar to those expressed
by the distinguished delegate of the Federal Republic of Germany this morning, and we
support her in these. I am happy also to say that our views on self- induced diseases and
smoking are in line with views expressed by the distinguished delegate of the Kingdom of

the Netherlands. We also share her views on the importance of work on cancer and on the
contribution made by the International Agency for Research on Cancer, and we support her in
those matters.

I conclude, Mr President, with our congratulations to the Director -General. We believe
that WHO is now the best run member of the United Nations family of organizations. We are
greatly pleased that Dr Mahler is willing to continue in his work. We think that this
willingness is a most acceptable birthday present to WHO on its thirtieth anniversary.

The PRESIDENT:

I would like to thank the distinguished delegate of the United Kingdom; he took
less than five minutes, and we must compliment him. I wish to draw attention to the fact
that we are progressing very slowly and invite delegates, when they are speaking, to keep
their eyes on the right -hand side of the microphone where the three lights are. When the
amber lights come on I think they should step on to the sentence "and finally ... ", so that
before the red one comes they will be able to conclude with a nice and very appropriate
conclusion.

Dr ALVAREZ GUTIÉRREZ (Mexico) (translation from the Spanish):

Mr President, Mr Director -General, ministers, distinguished delegates, ladies and
gentlemen, the Government of Mexico has pleasure in congratulating the President and the Vice -
Presidents on their election and wishes them the greatest success in their work, being
convinced that under their direction our discussions will be fruitful for all. The Mexican
delegation would also like to congratulate the Executive Board and the Director -General on
the reports they have submitted to us, as well as the Organization on its thirtieth
anniversary.

It is obvious that there has been a radical and positive change in the approach to public
health problems, as well as in the programmes of work of the World Health Organization. Our
delegation notes with pleasure those activities whose aim is to extend the coverage of the
health services to the whole world population, an aim which coincides with the first of the
general health policies of the Mexican Government which is to try to bring health care
services to those Mexicans who are at present without them.

In this great task we are giving priority to programmes for the care of the rural
population and the marginal inhabitants of the large cities whose needs are constantly
increasing as a result of urbanization and emigration from the countryside to the town.
Another basic element in our national health policy is improvement of the integral care of
maternal and child health, while assigning increasing importance to family planning. The
population has been increasing for many years at a growing rate and we are now trying to

achieve a demographic equilibrium by means of health education so that the population can plan
the size of the family and it will be less difficult to obtain better nutrition, education and
work for children who are really wanted.

Monitoring and improving the quality of the environment also has high priority in Mexico.
To ensure a healthy environment which promotes health and protects man against the attack of
pathogens is one of the aims our country has set itself as part of its development, since health
will be promoted and protected in that way. This is why in our country the new organic law of
the federal public administration makes the Secretariat for Health and Welfare responsible
for planning and carrying out environmental health policies. By environmental health we
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understand a generic term which includes the successive stages of one and the same process,
whose chief aim is to adapt the physical and biological environment to the health needs of the

community. In this respect Mexico welcomes the great interest aroused in the control of
problems deriving from the ecological imbalance, an interest which has special features in the
field of international cooperation where there is practically no organization of this type
which does not include environmental protection and improvement activities in its programme.
We feel that this agreement is positive when the objectives and goals are the same and the

priorities are in line with the political philosophy and socioeconomic realities of the

country. Unfortunately, this is not always so, and it may happen that there is duplication
or even rivalry, which results in disorder and inadequate use of the available resources.

For the above reasons Mexico considers that, since the field of environmental improvement
is so vast, countries with limited resources should give priority to those environmental risk

factors which affect human health. As many international organizations, including the
specialized agencies of the United Nations, are active in the field of environmental health we
feel that the World Health Organization should, as it has been doing traditionally, guide the

policy to be followed in this field and coordinate activities, since health is the primary

objective. We believe that the time has come for the World Health Organization to take over
the responsibility and define or delimit the fields or channels for the activities of
international agencies so as to ensure unity of action and to advance towards definite

objectives and goals. Perhaps if there is no opportunity or time for study of this proposal
on this occasion it could be borne in mind for consideration during the next Assembly.

Finally, we should like to make special mention of the position of Mexico with regard to

the malaria problem. Our country, Mr President, has been and continues to be a decided
partisan of programmes for the eradication of this disease and will continue its fight to
achieve this national objective, also urging, as it did during the last meeting of the
Directing Council of PAHO, that international health bodies should continue to support the

idea of eradication.
The World Health Organization has recently directed its action towards the most unprotected

populations of the world, in the conviction that the social and economic situation is directly

related to health levels. Freeing from malaria huge regions suffering from that scourge would
mean reintegrating millions of malaria patients in productive work and at the same time making
previously endemic areas habitable and productive.

In conclusion, Mr President and fellow delegates, Mexico would like to express its best
wishes for the wellbeing and prosperity of all the peoples here represented.

Professor POPIVANOV (Bulgaria) (translation from the Russian):

Mr President, Vice -Presidents, ladies and gentlemen, allow me on behalf of the delegation
of the People's Republic of Bulgaria to congratulate you, Mr Chairman, and the Vice -Presidents,
on your election to your responsible posts and cordially to wish you good health and fruitful

work in bringing to a successful conclusion the present anniversary session of the World
Health Assembly.

Today as we celebrate the thirtieth anniversary of our Organization and look back over all
the distance we have travelled, we cannot but observe with profound satisfaction that during
these years our great multinational society has been developing and steadily becoming stronger,
that it has gained force and experience, and that through the combined endeavours of individual
countries it has accomplished many useful and humane tasks to promote people's health and
creative activity. To give just one example. In the twentieth century that cruel and
fearful scourge which has afflicted mankind from time immemorial, smallpox, has been eradicated.
A great deal has also been done to eliminate and reduce the numbers of many other serious
diseases. I am sure that I speak for everyone when I say that the work done by the World
Health Organization so far is very positive and inspires optimism and confidence. At the
same time we shall no doubt be having to discuss very complex problems which still remain
unsolved. The most important of these, that of providing every inhabitant of the earth with
medical care, is of special concern to the international medical community. The International
Conference on Primary Health Care which is to be held this year from 6 to 12 September in the
Soviet Union, at Alma -Ata, has concentrated the attention of all toilers on the medical front.

They hope that the document adopted at the Conference will become our Organization's programme
in this field and that practical means will be suggested by which health for all may be
attained by the year 2000.

1978 has also been marked, for the great United Nations family, including the World
Health Organization, by the international decision to campaign against apartheid. The very
existence of racial discrimination, which affirms social inequality in all walks of life and
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deprives millions of people simply on the grounds of the colour of their skin of lawful
elementary human rights, including that right most dear to everyone, the right to health, is
a disgrace to twentieth century civilization. We welcome the fact that WHO's central body
has condemned apartheid both in theory and in practice and that the fact is proclaimed in the
Constitution of our humanitarian Organization, and we are behind the Organization in its
endeavours to use the international community's efforts to support the South African people in
its struggle against the apartheid policy.

Allow me, Mr President, coming now to the purpose of our all being met together here -

discussion of the work of WHO during the past two years - to congratulate the Director- General,
Dr Halfdan Mahler, and his colleagues on the detailed report they have presented to us. We
support the policy followed during these two years of so revising WHO's activities that 60% of
its total budget will be devoted by 1980 to technical cooperation with developing Member States.
Such an increase in technical cooperation activities would undoubtedly stimulate the
development of public health in various branches of applied medicine and medical research.
But we are convinced that a necessary condition for achieving this result is the existence of
a national public health system and of national public health planning. Without that basis
all the hopes invested in technical cooperation will be very largely disappointed.

We are alarmed by what the Director -General says about the increase in malaria morbidity
in the South -East Asia Region and in areas where it had been virtually eliminated. The

immense efforts and resources that WHO has devoted in recent years to carrying out this
programme have not had the hoped for results. We believe that the new strategy the
Secretariat is submitting to our honourable Assembly for its consideration correctly
formulates the basic principles of malaria control, which involve giving control of the
disease a substantially new orientation. We are sure that if reduction of malaria mortality
and morbidity becomes a matter of continuing concern first and foremost to governments
themselves, if it becomes part of their social policy and their public health policy,
satisfactory results will not be long in forthcoming. I base this belief on the People's
Republic of Bulgaria's experience twenty -five years ago, when the efforts and support of our
Government, together with wide involvement of the population and of the whole public health
network in carrying out integrated malaria control measures, resulted in the disease's complete
elimination. It is a noteworthy fact that the Republic of Cuba was the first Latin American
country to eliminate this disease. We approve WHO's new malaria control strategy and consider
that WHO should continue in the future to play the part of skilled coordinator of the Member
States' endeavours to implement this programme.

In conditions of scientific and technological progress, of rapid urbanization and of
stress in contemporary man's work and everyday life, problems to do with protection of mental
health are coming increasingly to the forefront of medical workers' attention. The multi-
faceted psychosocial factors which result in the destruction of man's psyche are obliging the
whole of society and non -medical institutes to turn their attention to the protection of
mental health. That this is so is shown by the fact that in 1976 our Government adopted, at
the same time as a cardiovascular disease control programme, a programme for raising the level
of the population's education in health matters and developing preventive, case -detection,
therapeutic and follow -up centres, and a programme for improving and protecting the mental
health of the Bulgarian people. We are in agreement with the objectives set out in WHO's
medium -term programme for the preservation of mental health and with the approach referred to
for attaining these objectives, and so we support that programme.

While our humanitarian Organization is discussing how to achieve man's "complete
physical, mental and social wellbeing" and is holding out real hopes of extending people's
mean life expectancy, the peoples of the world are being profoundly alarmed by the attempts
which are being made to manufacture and introduce a "third generation" nuclear weapon, the
neutron bomb, directed exclusively against living things: people. We medical people know
better than anyone what the acute irradiation disease caused by neutron irradiation means
and what its severe consequences are, and we understand the huge genetic risk mankind will be
running if nuclear weapons are allowed to be used for military purposes. We consider
therefore that it is the duty of this world forum of ours to unite our voices in protesting
against the neutron bomb and to appeal to everyone responsible in this matter to do everything
they can to preserve and strengthen peace throughout the world. Yesterday it was 33 years
since the end of the Second World War. May the anniversary serve to remind everyone of the
immeasureable losses, the deaths and diseases, which the war caused the belligerent countries.
It makes it more than ever our duty to stand in the foreground of the struggle for the
reduction of armaments and for the complete prohibition of weapons of mass destruction. We
are certain that only in conditions of peace and of peaceful coexistence between States having
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different social systems will it be possible for mankind to exercise its creative capacities to
the full and to know the blessings of social wellbeing. Only peace will give people a real
opportunity to grow and develop as healthy, physically hardy and spiritually rich citizens of
their countries.

Mr McKINNON (Canada) (translation from the French):

Mr President, Mr Director -General, ladies and gentlemen, let me first of all congratulate
you, Mr President, on behalf of the Government of Canada and of the Canadian delegation to
this Assembly, on your election as President of the Thirty -first World Health Assembly. We
are sure in advance of the success of the Assembly's deliberations under your able direction.
Also we are proud of the fact that our Region is thus represented at the highest level of the
Organization. I should also like to congratulate the five Vice -Presidents on their election.

7 April was the thirtieth anniversary of the foundation of the World Health Organization.
Allow me, as a Canadian, Mr President, to mention that the Organization's first Director -
General was a compatriot of mine, Dr Brock Chisholm. The Organization has made striking
progress during these thirty years, of which the last five, under the present Director -General,

have not been the least important. We congratulate you, Dr Mahler, on the great achievements

of your term of office. My country is very pleased that the Executive Board has nominated
you for a second term of office and the Canadian delegation wholeheartedly supports your

candidature.
The outstanding report which the Director -General presented yesterday clearly brings out

two points: on the one hand, the scale of what still remains to be done if the Organization
is to reach its target of "Health for all by the year 2000" and, on the other, the need for
all Member States to make an unprecedented effort. In addition to this we shall have to
display a hitherto unequalled amount of pragmatism and altruism if we are to ensure the
success of this noble undertaking. My country joins with the other Members of the
Organization in accepting from the outset the challenge that Dr Mahler proposes.

To achieve this objective it will be necessary not only to provide a suitable level of
nutrition and of drinking -water supplies corresponding with nations' essential needs, but
also vigorously to support health education and primary health care, which should start with
the family. These essentials have to be accompanied by disease control programmes, such as
the Expanded Programme on Immunization and research on tropical diseases, and the development

of health manpower and of appropriate health technology.
You are all aware of Canada's efforts in all these fields both at home and abroad in

collaboration with WHO. Canada intends to continue to support the World Health Organization
as vigorously as ever and in the same spirit.

Dr KLIVAROVÁ (Czechoslovakia) (translation from the Russian):

Fellow delegations, Mr President, allow me to congratulate you on your election to the
highly important post of President, also to congratulate all the Vice -Presidents of our
Assembly. The Czechoslovak delegation feels sure that the present Assembly, at which we are
celebrating the thirtieth anniversary of the foundation of the World Health Organization,
will enable serious public health problems to be solved, be valuable to the public health
system of the States in the various regions, and contribute toward improving the health of
the citizens of all our Organization's Member States.

We consider that the World Health Organization has, during the thirty years of its
existence and activity, achieved an outstanding international position and that it has
achieved this position because it has helped to solve scientific, specialized and organizational
problems, provided States with information about new methods of treatment and diagnosis, shared
the experience it has obtained, broadened the knowledge of physicians and of lecturers in
medical faculties, and improved the standard of scientific workers. These activities of WHO
can be useful to all Member States, whether developed or developing.

In the past the World Health Organization has solved some worldwide problems.
One operation, smallpox eradication, which began twenty years ago, has been brought to
a successful conclusion. Thanks to the concentration of all resources and to united
methodological action the world has been freed from that scourge. The methods used to deal
with this particular disease can be used also in other fields. Although WHO is giving
malaria control a great deal of attention the results obtained are most disappointing.
I should like to repeat that the main thing is to work out a scientifically tested, correct
method which Member States of WHO can learn and their specialists can teach. I believe it
is not beyond our Organization to find means of controlling this disease on a worldwide scale.
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The World Health Organization has done a great deal of work on diagnosis and treatment of
ischaemic heart disease, including myocardial infarction, and the rehabilitation of patients.
Control of heart and vascular diseases has become a worldwide problem, though the position
differs in different regions. It is a result of the increased length of human life and of
civilization factors, which reach into the furthest corners of the earth. We are coming to
the conclusion that it is time to address ourselves to a worldwide cardiovascular problem.

Another worldwide problem at present is control of malignant neoplasms. I need hardly
speak here of the steady increase in these diseases, which are the result of increase in mean
life expectancy and of environmental pollution in the broadest sense of the term: radiation
pollution, chemical pollution and physical pollution, and pollution not only of the atmosphere
but also of drinking -water and food products. One of the most important tasks here is the
timely diagnosis of malignant neoplasms. The best methods to recommend also represent
a worldwide problem. Once the best methods are known mankind can be armed against this
deadly disease.

During the recent years the activities of the World Health Organization have undergone

a reorganization consequent upon application of the new economic order in this sphere: in
other words implementation of resolution WHA29.48. We see that the Director -General has done
a great deal in this connexion; regional budgets have been increased and at the same time,
thanks to the reduction of the number of personnel at headquarters, the headquarters budget

has been reduced. However, when these measures are being taken the proper territorial
representation of individual countries must not be forgotten, to ensure that the position of
countries that are not fully represented does not deteriorate. We have in mind particularly
the socialist countries, including the Czechoslovak Socialist Republic. This year we are
starting to implement the Sixth General Programme of Work covering a Specific Period (1978-
1983 inclusive). The Programme has been prepared with great care and draws upon the
experience of various specialists from different countries. Its implementation should
accordingly be included in the Organization's concrete activities.

I should now like to turn to a problem which is an extremely urgent one for the
Organization at present, particularly this year when WHO's International Conference on Primary
Health Care is to be held at Alma -Ata, in the Soviet Union. In its resolution on public
health planning in 1970 the World Health Assembly indicated the path to be followed for the
development of national health services. It would seem -that the substance of this resolution

has not been sufficiently applied and put into practice by the World Health Organization,
although the resolution is the key to action upon the Director -General's vital watchword,
"Health for all by the year 2000 ". I think too that WHO is not making sufficient use of the
experience obtained by the socialist countries, including the Czechoslovak Socialist Republic,
in respect of the creation of State public health systems.

Allow me to remind you of the fact that in 1945, after the liberation of Czechoslovakia
by the glorious Soviet Army following the Hitlerite occupation, medical services in
Czechoslovakia were in a highly critical state. The number of beds was quite inadequate,
shortage of physicians had reached a critical level, outpatient care hardly existed, and
virtually nobody was giving a thought to preventive medicine. During the next five to ten years
a national insurance system was set up, covering all workers and their families and providing
free medical care, and at the next stage we progressed to a unified State public health system
and the establishment of all medical facility units from sanitary and epidemiological services,

rayon and outpatient -polyclinic services, to hospital treatment and sanatorium and health
resort facilities. The State medical care system which was then set up has expanded and been
improved in the light of the advance of medical science and is now playing an important part
in the cause of solicitude for man and of implementation of his rights, which have been
consolidated in the Czechoslovak Socialist Republic's Constitution of 9 May.

Esteemed colleagues, we have drawn your attention to the tasks of our Organization which
we consider to be of first importance and which can be of assistance in the work that we are
doing to promote health and the welfare of the population of the Organization's Member
countries. In conclusion, permit me to remark that the object of all our activities is to
improve and preserve nations' health. We health workers are closely concerned therefore with
questions to do with protection of the environment from pollution, including nuclear pollution,
in other words with the struggle for complete prohibition not only of the use of weapons of
mass destruction - nuclear, chemical and biological - but also of tests of such weapons.
Consequently, we cannot remain silent when attempts are being made to bring the neutron bomb
into production and mankind is menaced with a new threat, no less dangerous than the threat
entailed by any other weapon of mass destruction. We believe that relaxation of international
tension, prohibition of the use and testing of weapons of mass destruction and cessation of
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their further production is the road which leads to a healthy environment, to the survival
of the human species and to a happy future for generations to come. The funds released from
States' budgets as a result of practical measures of disarmament must be used to improve
medical care, particularly in developing countries. Such an orientation of the Organization's
activities will be in the spirit of the Final Act of the Conference on Security and Cooperation
in Europe.

This year, when we are celebrating the Organization's thirtieth anniversary, our Government
has been celebrating the thirtieth anniversary of the Czechoslovak people's victory over
reaction, what we call the February Victory, and also about this time the thirty -third
anniversary of the liberation of Czechoslovakia and our victory over fascism, in which the
Soviet Union played a decisive part. This victory secured for the citizens of Czechoslovakia
the complete guarantee and implementation of fundamental human rights - not only the right to
health and to care in sickness but also the right to work, to holidays and to an old age
pension - that ensure material wellbeing.

The PRESIDENT:

I thank the distinguished delegate of Czechoslovakia. Before we call on the delegate of
India, the Director -General will make an announcement.

The DIRECTOR- GENERAL:

Thank you, Mr President. The honourable delegate of India has asked to take the floor
and speak in his national language. In accordance with Rule 89 of the Rules of Procedure

of the Health Assembly, an interpreter provided by the delegation of India will simultaneously
read the text of this speech in English. Thus the original speech will be heard on channel
1 and the interpretation into the other languages on the normal channels.

Mr NARAIN (India) (interpretation from the Hindi) :l

Mr President, Mr Director -General, and distinguished delegates, it is with the sincere
greetings to you all of my people and my Government that I am appearing before you. To

you Mr President, I offer my congratulations on your election to this high office. I am

sure that, under your able guidance, this conference will evolve the further plans of action
to be taken towards our common goal. I also offer my congratulations to the Vice- Presidents

on their election. I would also like to felicitate and compliment Dr H. Mahler, Director -
General, for his very comprehensive report', and his forceful and illuminating address to us.
He has been engaged in the great task of bringing health to those peoples of the world who
have been deprived of it all these years, and I am happy that he has been re- nominated for
another five years to guide this Organization onwards towards its noble objective.

I am glad that, as a departure from previous practice, this year the distinguished
delegates have been given the opportunity to speak from the rostrum. It was our delegation
that first put forward this suggestion last year and it was the member designated by our
Government who thereafter pleaded for it successfully in the Executive Board. I congratulate

WHO for so speedily accepting this suggestion and giving it practical shape.
World health is only possible if world society itself is well- organized and healthy.

Our prime need is for a world society in which there should be an end to exploitation of
man by man, of nation by nation, whether in the economic, social or political field's. This

will only be possible when a world society functions on the basis of equality and prosperity,
and the individual has the unfettered right to develop his own personality. To fulfil
this paramount need, every individual should have the right to health, and the "people's
health should be in the people's hands."

It was with this objective in mind and in keeping with the ideals so dear to Gandhiji
that we launched our new rural health scheme last year. The scheme itself is an act of
faith in the common people of our country. The community health worker is a volunteer
chosen by the people from amongst the people. So far, 30 000 community health workers
have received their training and are back in the villages where they are attending to the
health needs of the people. By the end of this year, about 60 000 more community health
workers will have been trained, and the scheme will keep on expanding on these lines until

we are able to provide a modicum of health services to every one of our villages, numbering

nearly 600 000. Towards the noble objective of primary health care for all, which the World

1 In accordance with Rule 89 of the Rules of Procedure.
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Health Organization has set before itself, this gigantic scheme which will serve the health
needs of 625 million people is a major step and a far -reaching contribution.

In our country, the rate of infant mortality is very high - in the rural areas, it is
as much as 131 per 1000. Even now, 85% of births take place in homes and not in hospitals.
In order to reduce this heart - rending rate of infant mortality, it is necessary to train the

traditional midwives so that they may attend to delivery cases in villages and homes with

the requisite degree of care and cleanliness. Under this programme, within the next three
or four years, we shall be training 600 000 of these traditional birth attendants. Together
with this, if one keeps in mind the ambitious programmes for training community health workers,
and the multipurpose health workers, these all add up to a gigantic scheme of training in the
sphere of health, the like of which the world has scarcely seen. Recently, during his visit
to India, the Director -General, Dr Mahler, had the opportunity to meet some of these newly -
trained health workers and he was very much impressed by their performance.

The problem of ever -increasing numbers of population is one of the most serious
confronting our country. The Government of India is deeply and firmly committed to
resolving this problem without resort to any form of coercion or compulsion. Family
planning will now be one important component of a wide- ranging programme of family welfare,
and it is as part of this larger programme that it can hope to find its rehabilitation and
its fruition. The welfare of the most vulnerable sections of society - mothers and
children - forms the central theme of this programme of family welfare. As a result of this
changed policy, people are slowly beginning to take to family planning on a voluntary basis.
In order to get their willing consent and cooperation, a massive campaign of education and
motivation has been launched. In the villages, the community health workers will also help
in putting across the message. The Government has also raised the age of marriage in the
case of boys from 18 to 21 years and in the case of girls from 15 to 18. This year, on
the occasion of Mahatma Gandhi's birthday, we shall be launching a massive programme of
adult literacy in which, in the course of six years, we hope to make literate about a 100
million grown -ups in the age -group of 15 to 35 years. In this vast campaign of adult
education, health education and matters relating to family welfare will form an important
and integral part, so that there can be an all -round development of the human personality.

Turning to communicable diseases, may I say that while we are gratified that a major
scourge like smallpox has been eradicated, we find that malaria, that had once almost
disappeared, has again raised its ugly head and is becoming intractable. We have set aside
the largest share of our health resources for attacking this menace which, we consider, is
the biggest enemy of more than two - thirds of the world in the tropical countries. We are
happy that the Executive Board has discussed this problem and the Health Assembly has also
included malaria as an important agenda item. I would plead that all of us should
galvanize our efforts firstly to control and later to eliminate this disease. WHO's
responsibility is immense in ensuring proper research into the control of malaria, and we
trust a major programme will be launched in this direction.

We have a long history and tradition of ancient systems of medicine being practised
in our country. They have a very great value not only because they are based on locally
available resources, and are therefore inexpensive, but also because millions have
implicit faith in them. We have launched a big effort to give these popular systems, such
as Ayurveda, Unani, Siddha, homeopathy, yoga and naturopathy, a proper role and status in
our medical care programme. Each system of medicine has its value and each has also to
work in harmony with others. This is a process we are trying to strengthen.

We are happy that other nations are taking interest in our ancient systems of medicine,
particularly in yoga and nature cure. If man does not violate the laws of nature, and if he
so orders his life and functioning in accordance with them, and if with the help of yoga
he can practise abstinence, moderation in habits and self -control, then automatically in
this very process he will be free from so many ailments and diseases. This is what our
great spiritual forebears like Ram, Krishna and Buddha bequeathed to us, and it is this
basic message of theirs which I wish to reiterate before this august assembly.

The work that WHO has done in bringing health to the people of the world has been
praiseworthy indeed. For the valuable help which India has derived from WHO, we are
grateful; and, in particular, we are thankful to the Director -General, Dr Mahler, the Deputy
Director -General, Dr Lambo, and the Regional Director for South -East Asia, Dr Gunaratne.

I would say, however, that bodily health alone is not sufficient; even more important
is mental health and happiness. I am glad that WHO is giving increasing attention to the
problem of mental health. If there is no tension or contradiction in the mind, then
individuals as well as governments will remain healthy. Every individual will acknowledge
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and esteem the individuality of another, and no government will seek to dominate others.
Therefore, it seems to me that one of the foremost tasks of the World Health Organization
should be not merely physical health, but helping to bring about mental health, equilibrium
and happiness, so that not only the individual but society as a whole will remain healthy
and will be enabled to lead a free and a full life.

In ending I would like to make it clear that the Janata Party Government of India has

taken a solemn resolve to pattern its actions on the ideals of Mahatma Gandhi so that human
society can function in a state of happiness and wellbeing. The very foundation of
Gandhiji's ideals consisted of non -violence, truth, non -stealing, abstinence and non -
possession. It is by adoption of these ideals that we can attain that state of society
which has been beautifully described in a Sanskrit shloka to the effect: "That society
is the only real society where every individual composing it is equal to the other."

Finally, I would appeal to all the governments of the world to remember the turning
of the wheel of history. Those who are at the heights today may well find themselves in
the depths tomorrow; therefore it is but fitting that all nations should act towards one
another with feelings of love, equality and a sense of brotherhood. It is only thus that
we shall be able to establish real health for all the world as well as the universal
brotherhood amongst nations which everyone of us yearns to attain. Jai Jagat; Long live

Humanity;

Mr TAITT (Trinidad and Tobago):1

In accordance with the goals enunciated in the Ten -Year Health Plan for the Americas,
1971 -1980, the Government of Trinidad and Tobago is continuing with its policy of extending
the coverage of health services, particularly in the rural areas, so that all citizens will
be able to receive primary health care in the districts in which they live. We have made
a commitment that by 1980 the entire population will be served. This goal will be
realized with the completion of the 31 health centres which are being constructed with the
assistance of the Inter -American Development Bank. Of these 31 centres, 19 will be
completed this year. They will serve a larger catchment area than those they replace, and
offer more services, which will include laboratory investigations, psychiatry and dental
care. Some of these centres will on basis.

In anticipation of 1979, the International Year of the Child, our emphasis will be on
the children. We realize that in order to prevent the onset of diseases there is no area
more important than proper nutrition and so machinery has been set in motion to provide free
school meals to all schoolchildren in Trinidad and Tobago at both the primary and secondary
level. In addition to school meals, schoolchildren will be provided with expanded free
medical, psychiatric and dental care. Needless to say, the cost of this venture, embracing

as it does more than 300 000 children, or almost 30% of the population, will be substantial.
However, this higher standard of health care will ensure that the children can make full use
of the educational facilities available to them and enjoy a better quality of life that comes
only with the possession of a healthy body and a healthy mind. It is also planned as part of
the services for children to establish at the Mt Hope Medical Complex a paediatric hospital
with approximately 100 beds. We can therefore say with all confidence that, by using these
various strategies, an appreciable improvement in our children's health will take place over
the next decade.

In the area of communicable diseases we are happy to relate that venereal diseases have
shown a decline in 1977 as compared with 1976. However, there has been a sharp increase
in the incidence of measles, rubella and influenza. In respect of measles it is proposed
to include this disease in an expanded immunization programme. Unfortunately dengue fever,
which had been eradicated from the region, has now made its reappearance. The Trinidad
Public Health Laboratory and the Caribbean Epidemiology Centre ( CAREC) working together

have been able to make an early diagnosis of this disease and precautionary steps have been

taken to control its spread. The importance of these two units, the Trinidad Public Health
Laboratory on a national basis and the Caribbean Epidemiology Centre (CAREC) on a regional
basis, cannot be overestimated. CAREC is closely associated with the Trinidad Public Health
Laboratory and with the University of the West Indies. It receives support from all member

1 The text that follows was submitted by the delegation of Trinidad and Tobago for

inclusion in the verbatim record in accordance with resolution WHA20.2.
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governments of the Caribbean, WHO and the United Kingdom Government. It also receives

support from agencies like the Rockefeller Foundation, the International Development Research
Centre in Canada and the Medical Research Council of the United Kingdom for specific research
projects. In order to continue research work in the region on schistosomiasis, trypanosomiasis

and filariasis, it is our sincere hope that funds will be made available to CAREC from the
Special Programme for Research and Training in Tropical Diseases.

Our country, like most countries which are undergoing industrialization, is becoming
increasingly exposed to the dangers of pollution. Now that the problem has been recognized,
steps are being taken to introduce suitable measures to protect our air, water, soil and
the marine environment. Existing legislation is being revised with a view to isolating and
removing those constraints which make antipollution measures ineffective, while new
legislation is proposed for those areas which have hitherto not been exposed to the dangers
of pollution. Still on the subject of pollution, it is also relevant to indicate that the
problem of sanitation with regard to the handling of food is now receiving attention. A
ministerial committee has been set up in Trinidad and Tobago to ensure that all aspects of
food -handling from the production to the consumption stage are carried out in the most
sanitary conditions; to this end WHO has been requested to recruit an officer with
experience in this field to work with the ministry on this project. These controls, however,
cannot be carried out without supporting services. Accordingly, it is planned to establish
a new laboratory complex. This will house laboratory services for the chemistry /food and
drugs, public health, nutrition, public health engineering, insect vector control, veterinary
public health, and occupational health programmes.

Last year my delegation reported that a programme was being conducted for the training
of dental auxiliaries as part of the efforts of our Regional College of Health Sciences.
This year we are happy to add that the Government of Trinidad and Tobago has taken the
further decision to expand the medical school to include the training of professional
dentists. The nurse practitioner programme is expected to begin this year. An intake
of 18 students is planned in each of the three areas, maternal and child health and family
planning, chronic diseases, and psychiatry. The graduation of these nurses is eagerly
awaited since this additional training will enable them to extend the level of nursing care
in the community services. This nurse practitioner programme will complement a series of
in- service training courses begun this year for senior nursing staff.

Professor MECKLINGER (German Democratic Republic) (translation from the French):

Mr President, Mr Director -General, ladies and gentlemen, in the first place the
delegation of the German Democratic Republic would like to thank the Director -General, the
Regional Directors and all their colleagues for the work that they have done. At the same

time we wish to congratulate the President and the other newly elected officers.
Today our Organization is able to look back on thirty years of fruitful activities which

have been of the greatest benefit to mankind, even if the stages of those activities'
development have not invariably been free from contradictions. The World Health Organization
is, as a United Nations specialized agency, the largest and most comprehensive international
organization in the field of public health and medical science and exercises great political
and moral authority.

As is very rightly said in the Sixth General Programme of Work, our Organization is
"much more than just another international organization or funding agency ". In its directing
and coordinating role it engages in action that transcends frontiers for mobilizing national
and international resources in the service of life and health. The road traversed by our
Organization in these thirty years reflects the changes in world history that have occurred
in all continents and all regions of the earth designed to bring about the world's renewal
under the sign of peace, democracy and social and economic progress.

My delegation would like to highlight the four main aspects or principles of the work
that has been done so far by our Organization, namely the indivisible unity of the struggle
for peace and détente on the one hand and of the struggle for health for all on the other;
the increasing role of the peoples and States which are struggling for national, social and
economic freedom; the establishment of fruitful relations between States and peoples with
different social systems on the basis and in virtue of the principles of peaceful coexistence;
and the application of the principle of universality.

Mr President, the strategic target announced by our Organization's Director -General, that
of achieving "Health for all by the year 2000 ", has our unreserved approval. All those to
whom the health of their people and the physical, mental and social wellbeing of all peoples
are dear as an elementary human right must approve that target.
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However, this noble and ambitious major aim must not be allowed to remain merely utopian,

but has to be achieved, the essential pre -condition for that being that the successes so far

obtained in the field of political détente are consolidated and made more lasting by measures

in the field of military détente. The problem of disarmament is a matter of concern

to all peoples and States whatever their political hue, size and social structure. No one can

adopt the attitude of an indifferent observer here. We above all, as the supreme and biggest

international representative body for guaranteeing the human right to health, have got to be

committed in this matter. General and complete disarmament could free by the year 2000 an

additional sum of at least six trillion dollars.

What is, however, the position? Hundreds of thousands of lives cannot be saved and

maintained because the arms race is swallowing up immense resources which could be used in the

service of human life to conquer hunger, poverty and diseases, particularly in the developing

countries. The hope of millions of human beings for a life worthy of man and their right to

enjoy such a life must not remain unfulfilled and ungratified.

The General Secretary of the Central Committee of the Socialist Unity Party of Germany

and Chairman of the Council of State of the German Democratic Republic, Mr Erich Honecker,

said in the message of greeting which he addressed to the President of the Assembly on the

occasion of the thirtieth anniversary of the World Health Organization: "In pursuing its

policy of promoting the process of international détente - a policy that is an outflow of

the profoundly humanist nature of socialism - the German Democratic Republic will support the
worldwide struggle for cessation of the arms race and for concrete progress of disarmament so

as to set free greater financial, material, scientific and technological resources for meeting

global challenges such as hunger and diseases ".
The credibility and authority of our Organization to a large extent depend upon our still

more resolutely and effectively promoting control of the arms race and helping in the course

of doing so to avert the threat of the neutron nuclear weapon.
Mr President, attainment of the overall target of "Health for all by the year 2000"

demands the energy and resolute will of all peoples and States, and the authority and joint
efforts of the whole of the United Nations system. Experience shows that the humane mission

we have to do everything possible to conserve, promote and restore human health cannot be
carried out solely by means of medical activities, however necessary and important for the
future those activities may be.

The principal aim of the socialist revolution in my country is human wellbeing and the

people's happiness. Its plans for the future consistently and convincingly reaffirm the
recognition, a recognition which is spreading more and more widely also within the World Health
Organization, that complete health protection can only develop upon a basis of social and
economic conditions which involve neither exploitation nor oppression. It is only in these

conditions that the dignity of man and his inalienable right to life and health can be

guaranteed. In the light of the experience we have gained in the German Democratic Republic

over thirty years in the building and development of a complete national system of health
protection for all citizens without discrimination on grounds of race, sex, language, religion,
political or other views, or national or social origin, we fully agree that primary medical

care is the pillar of the health of all in any society. It is not, in fact, just an inferior

substitute for something better, and that is true not only for developing countries.
The delegation of the German Democratic Republic is highly appreciative of the initiatives

and activities undertaken in our Organization, of recent years especially, designed to focus

attention, in the different concrete historical conditions of Member countries, as much as
possible upon the priority role played by primary health care for the population within the
framework of practical activities on a worldwide scale. The field of primary health care
includes specifically medical experience and knowledge and action of medical personnel which
cooperates with thousands of voluntary workers such as, for example, Red Cross and auxiliary
personnel.

My country's experience shows that if the primary health care system is working well most
of the preventive and therapeutic results in the struggle against disease and death are
excellent, and are highly effective. The high efficiency of primary health care begins with
care for pregnant women, the child about to be born, and mothers and nursing mothers, and
continues right into old age. But at the same time reserves, and the will widespread among
the population, become mobilized largely by the forces working in the primary health care
system to improve people's working and living conditions.

In planning and deciding upon the measures and stages for guaranteeing primary health

care it is necessary to proceed upon the basis of the actual conditions obtaining in each

country; but the first, even modest, practical steps are more than a mere matter of hope and
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goodwill. As our own experience has shown they are a revolutionary action for the planned
construction of efficient national health services which can make a big contribution to wealth
and to the enrichment of human life in an atmosphere of security at the social level.

Mr President, in the light of our experience and of the results of our political,
economic, and medico -scientific work, also of the methodology developed in the course of our
building up full socialist health protection services, my country's Government attaches great

importance to the International Conference on Primary Health Care that is to be held at
Alma -Ata (USSR) this September. The German Democratic Republic is ready to make an active
contribution toward solving the relevant problems as set out in the Sixth General Programme of
Work.

This availability on the part of the German Democratic Republic has been given striking
expression in the strengthening of cooperative relations particularly with the African
countries in the last few years. In the course of this Assembly my delegation will be
submitting to the Director -General an official offer for the arrangement, this year, of
a pilot training course, with WHO participation and that of the United Republic of Tanzania,
during which substantial, methodological and organization questions to do with primary health
care, particularly for the population of rural areas, would be discussed, resolved and related
to practice. I should like to assure you that we are in a position to offer our cooperation
for such training courses that will be arranged by WHO and UNDP annually from 1979 onwards and
will include a partial programme in the German Democratic Republic.

Mr President, during these days of the Thirty -first World Health Assembly our thoughts
about the thirty years that have elapsed are linked with thoughts about our Organization's
future. We must consider ourselves in duty bound, wholeheartedly united and shouldering
a difficult responsibility, to avail ourselves of the opportunity offered - more resolute and
attached to our principles than ever - to help to enable people throughout the entire world
to be assured of a happy and peaceful life so that the target of "Health for all by the year
2000" may be attained. The German Democratic Republic will always be mindful of this
responsibility and of this undertaking which it makes as a Member State of WHO.1

In conclusion, Mr President, I have the honour to communicate to you the message of
greeting which the Chairman of the Council of State of the German Democratic Republic,
Mr Erich Honecker, has addressed to you on the occasion of our Organization's thirtieth
anniversary. It reads as follows:

Dear Mr President,2

Permit me, on behalf of the people of the German Democratic Republic and on my own
behalf, to convey to you and the body of the Thirty -first World Health Assembly most
cordial greetings on the occasion of the thirtieth anniversary of the World Health
Organization.

Mindful of the still fresh experience of the horrors of the Second World War, the
delegates of the founding States of the World Health Organization realized the inherent
interconnexion of peace and health as the prerequisite for the prosperity of the peoples,
and enshrined it in the Constitution of the World Health Organization. They declared
the enjoyment of the highest attainable standard of health to be one of the fundamental
rights of every human being without distinction of race, religion, political belief,
economic or social condition. The maintenance of peace, humanity, social progress and
universality have become the basic principles in attaining the lofty goals of the World
Health Organization.

As a result of international developments in favour of peace and social progress,
the realization is gaining ground that there is no reasonable alternative to the policy
of peaceful coexistence between States having different social systems. This also
improves the possibilities open to the World Health Organization to work along the lines
of peaceful coexistence.

A review of the World Health Organization's activities, particularly those of
recent years, gives a record of success of this specialized agency of the United Nations.

The eradication of smallpox in the near future will be one of the outstanding results of
the World Health Organization's work and, indeed, a highlight in the history of its
struggle against diseases.

1 The above is the full text of the speech delivered by Professor Mecklinger in shortened
form.

2 Translation from the German.
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Since the German Democratic Republic was admitted as a Member to the World Health
Organization, it has made great efforts to contribute through its own activities towards
implementing the comprehensive tasks of the Organization. Within the scope of its

possibilities, the German Democratic Republic will also in the future help realize the

programmes of the World Health Organization. In pursuing its policy of promoting the
process of international détente - a policy that is an outflow of the profoundly humanist
nature of socialism - the German Democratic Republic will support the worldwide struggle
for the cessation of the arms race and for concrete progress of disarmament so as to set
free greater financial, material, scientific and technological resources for meeting
global challenges such as hunger and diseases.

As a socialist State, the German Democratic Republic, together with all humanist
and peace - loving forces the world over, will make endeavours to enable the World Health
Organization with ever -increasing efficiency to cope with its task to cooperate in

securing peace and health for all people.
I wish the World Health Organization fresh successes in its work for peace, health

and social progress.
Accept, dear Mr President, the assurances of my high consideration.

(signed) Erich Honecker

General Secretary of the Central Committee
of the Socialist Unity Party of Germany
and Chairman of the Council of State

Berlin, 8 May 1978 of the German Democratic Republic

The PRESIDENT:

I thank the distinguished delegate of the German Democratic Republic for his kind

message.
At the moment we still have on our Wednesday's list about 11 speakers, and for Thursday

58 speakers. On the basis of 11, if the members stick to their 10 minutes each, that makes
110 minutes. On the basis of tomorrow's list, if the 58 stick to their time, it will be
580 minutes - a total of approximately 12 hours. The remainder of this afternoon will
provide us with three hours, and adding tomorrow - if we utilize the full six hours - will
give us nine hours' time. This means that we are still short of three hours in order to
complete the general debate of the Assembly. It would mean that we either have to re- schedule

our programme to meet at nights or utilize some of the days which were not intended for plenary
meetings for the general debate. I put this for the consideration of delegates, and maybe at
the appropriate place and time you will make a decision as to what we should do. All of this
points to the fact that the faster we move, the quicker we finish. However, it is quite
clear that we will not be able to complete our debate on the basis of the present rate within
the time schedule of this afternoon and tomorrow. Furthermore, I am informed that the list
of speakers will be closed this afternoon, so that after this afternoon no new applications to
speak will be entertained.

I wish the delegates a very enjoyable lunch.

The meeting rose at 12h30.
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Wednesday, 10 May 1978, at 14h30

President: Mr K. MOHAMMED (Trinidad and Tobago)

1. GENERAL DISCUSSION ON THE REPORTS OF THE EXECUTIVE BOARD ON ITS SIXTIETH AND SIXTY -FIRST
SESSIONS AND ON THE REPORT OF THE DIRECTOR- GENERAL ON THE WORK OF WHO IN 1976 -1977

(continued)

The PRESIDENT:

The afternoon meeting is called to order. The first speaker on the list for this
afternoon is the distinguished delegate of Benin, to be followed by the delegate of Togo.
However, before these delegates take the stand, I wish to recall my intention of closing the
list of speakers this afternoon before the adjournment of this plenary meeting. Therefore,
all those wishing to take part in the general discussion who are not yet registered are
requested to announce their intention to speak to the Assistant to the Secretary of the
Assembly as soon as possible. I now call on the distinguished delegate of Benin.

Mr BOURAÏMA (Benin) (translation from the French):

Mr Director -General of the World Health Organization, Mr President of the Thirty -first
World Health Assembly, members of the Secretariat, representatives of the international

organizations, honourable delegates, ladies and gentlemen, the World Health Assembly, whose
thirty -first regular session is being held with more than usual solemnity, has reached in
1978 an important milestone on the highway that leads to health for all by the year 2000. A
playback of these thirty years of activity and international cooperation allows us to view with
exceptionally close attention this epic film in which all mankind, backed by the progress made
in the biochemical sciences and in technology, has waged implacable war against the great
endemoepidemic diseases which engender misery and tragedy on our planet.

We render respectful homage to the memory of those men and those women who, as members
of the health team, have ranged the whole world, northern, southern and tropical zones, to
bring the most underprivileged populations a little more hope, a little more happiness, a
little more brightness. We pay grateful tribute to those wonderful people who, toiling in
obscurity to make our present secure, are still at this moment working only for the future of
all mankind, for the time when every town will have its hospital, its operating unit, its
ambulances, when every village will have its physician able to send to the surgeon in the
nearest town all those who, at present, still die without everything possible having been done
to save them. As Joseph Handler, former WHO Director of Public Information, has written:
"All those countries which have asserted their determination to solve health problems on a
worldwide basis have fully realized that in our day only concerted action can give lasting
results." In this world of ours we are like passengers in the same ship which everyone must
help keep on an even keel.

The adherence of the People's Republic of Benin to the principle of the universality of
the World Health Organization is given concrete expression in the field through the global
objectives of the public health services of the competent ministry and through the revolu-
tionary concept of international cooperation and relations. The global objectives must be to
ensure total health coverage of the country, giving priority to the rural areas, to increase
at all levels the facilities afforded every citizen of Benin to have access to a health service
and receive care there, and to make our health teams polyvalent and mobile with a view to:

- reducing overall morbidity by a reduction in gastrointestinal parasitic or infectious
diseases;
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- reducing morbidity from malaria, particularly among children and pregnant women;
- reducing the prevalence of tuberculosis;
- reducing traffic and occupational accidents;
- reducing the frequency of nutritional diseases, particularly child malnutrition;
- reducing infant mortality.

The attainment of these ambitious objectives requires the establishment of new structures,
the improvement of existing ones, and a new type of operational methodology whose dynamics are
based essentially on the participation of all the country's social and economic strata. It

will mean integrating health activities into the global development process, pursuant to a
conception of health as the basic precondition for development and, at the same time, as its
consequence and its purpose.

This integration throws into relief the need for close and continuous cooperation with
all the departments contributing to the country's social and economic development. It is

directed to the preventive aspect, the health restoration aspect and the health education

aspect. Thus in every village and in every urban district there is to operate a health action
brigade comprising:

- a promotion team responsible for mobilizing, sensitizing and motivating the village or
urban district with regard to health problems; for organizing protective measures
against communicable diseases (isolation and notification of cases; participation in
vaccination campaigns, rendered possible by the establishment at the level of each of
our six provinces of cold -chain facilities for storage of vaccines; and participation

in sanitation and environmental protection undertakings); for improving general

hygiene; for giving family health education; and for enlisting the support of the
populations in community development activities;

- an intervention or care team, responsible for supervising pregnant women, young mothers

and infants; for making home visits and assisting in uncomplicated deliveries; for

arranging the referral of serious cases; and for putting nutritional education
programmes into effect.

At the same time, the decentralization, ruralization and integration of the health
services will enable health activities to be intensified and extended in line with the broad
principles of our health policy, set forth as early as November 1972, in his programme address,
by our Great Comrade in Arms, Colonel Mathieu Kerekou. Thus, at the level of each of our
provinces, the establishment of a health statistical service will enable every provincial
director of health to take stock of the disease pattern of his province. In addition, again
from a concern for decentralization, the Ministry of Public Health is establishing in each

province the following services:
- the provincial health committee responsible for drawing up the health programmes with

due regard to the realities of the health situation in each province;

- the provincial health education committee;
- a technical intervention service responsible for the conduct of the immunization

programmes, in cooperation with the medical districts.
With regard to international cooperation and relations, a concrete example will demonstrate

the positive aspects of our policy of international cooperation in the control of the main
endemic diseases which are still hampering the country's social and economic development.
am referring to tuberculosis control in the People's Republic of Benin. At the end of the
last quarter of 1976, the epidemiological situation obtaining at a school in Cotonou attended
by 5000 boys and girls aged from 6 to 13 corresponded to the critical level experienced in
certain European countries between 1947 and 1958. With the help of the International Union
against Tuberculosis, we devised a control programme integrated into the activities of the

health services. Instituted in 1976, the new tuberculosis control policy has become fully

operative this year. By the end of the first quarter of 1978, 21 case - finding and treatment

centres out of the 46 to be established were in operation throughout the national territory
and recording satisfactory results thanks to the efficiency and enthusiasm of our young
physicians from the first batch who graduated from the Faculty of Health Sciences in July 1977.
On the case - finding front, we note a slight increase in the total figure for cases detected
(1597 in 1977 compared to 1556 in 1976) in the towns of Cotonou and Porto Novo. An analysis

of the percentages of cases detected in those two towns shows an appreciable fall (47.27% in
1977 compared to 62.27% in 1976), demonstrating the effect of decentralization in the case -

finding field. On the treatment front, we can state that 2610 patients in 1976 and 3095 in
1977 were given adequate care - an increase of 20.8 %. As regards prevention, BCG vaccination,

which has been made compulsory and free, is becoming routine practice in school age and in

other high risk age -groups among the population. In concrete terms, the specialized teams
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performed in 1977 a total of 123 311 BCG vaccinations compared to 137 370 in 1976. Better
organization of the vaccination campaigns and the provision of equipment and logistic support
will ensure that results in 1978 and future years are consonant with the objectives fixed.

Ladies and gentlemen, we have just outlined for you the main objectives of a programme
of health action in the People's Republic of Benin; programming is integrated into the
country's overall development process. Development means taming nature and transforming the
environment; it means achieving the elimination of poverty, ignorance and disease and
offering the chance of a fulfilled life. The example we have given you in citing our
tuberculosis control programme was chosen only to illustrate two of our guiding principles,
decentralization and integration of health services, and to give you a concrete instance of
international cooperation in its true sense. This is the appropriate point at which to render
public thanks to the authorities of the International Union Against Tuberculosis for their help
to us in successfully completing this enormous task.

Mr President of the Thirty -first World Health Assembly, ladies and gentlemen, I have
presented to you two specific aspects of the mission entrusted to the Ministry of Public
Health in our country, the People's Republic of Benin: on the one hand the global objectives
to be attained and, on the other hand, an example of the specific objectives. If our
presentation has given you any new ideas, we are glad of it. If you have any ideas to give
us for improving our work we shall be grateful to you for them. That is the reason we are
participating in this concourse of giving and receiving which is what the World Health Assembly
ought to be. Thank you for having understood that and for your kind attention.

Mr BODJONA (Togo) (translation from the French):

Mr President, it is a great pleasure for me to offer, on behalf of the Togolese delegation,
my heartiest congratulations to yourself on your election to the post of President and also
to your fellow officers. To the outgoing President and his fellow officers we should also
like to convey our sincere thanks for the work they enabled us to accomplish this time last
year.

Mr President, ladies and gentlemen, we have read with very keen interest the biennial
report of our Organization's Director -General and, before making a few brief comments on its
contents, we should like to congratulate him and his staff publicly on the clarity, conciseness
and rigour with which it has been prepared. All the areas with which our Organization is
directly or indirectly concerned are reviewed. The results achieved during the past two
years in all the six Regions of our Organization should procure us some satisfaction and
encourage us to yet greater concerted efforts so that by the year 2000 all the populations of
the globe may enjoy a level of health that will permit them to lead a socially and
economically productive life.

It is gratifying to be able to record that our Organization, which has now existed for
thirty years, has at last grown up and come of age thanks to the determination of all of us to
give it concrete help in conducting its activities more responsibly and effectively. For

greater efficiency and from a concern for economy, and also to encourage us to take similar
action in our various countries, WHO has undertaken a major overhaul of its staff and services,
which has in no way impaired its efficiency - quite the contrary. Preparation of the programme
budget on a country basis and country health programming now make closer cooperation with the
coordinators possible, but above all constitute an invitation to all countries to adopt a well -
defined health policy in which the priorities are clearly set forth. It is also for each
country to determine how much emphasis to place in its programme budget on strengthening of
health services, training of health personnel, biomedical research, family health, control of
communicable and noncommunicable diseases, or promotion of environmental health.

The programme of technical cooperation among developing countries on the one hand, and on
the other hand between them and the developed countries must be constantly strengthened so that
we can assist one another and also so as to make the burden of our health problems lighter to
bear. The positive results achieved in the onchocerciasis control programme in West Africa
are palpable proof of the value not only of technical cooperation between States, but above
all of the international solidarity manifested in disinterested assistance to countries that
do not have the resources to control on their own the scourge of river blindness. There can

be no doubt in anyone's mind that this cooperation and this solidarity between States must be
brought into play in order to extend the programme beyond the treated zones if reinvasion by
blackfly from outside the programme area is to be prevented.

For its part, Togo tries every year to put into effect the important resolutions adopted
either at our world assembly or at our regional session, for health is one of the priorities
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of the Government of General Gnassimgbé Eyadema. Among these resolutions there are some that
deal with health problems to which we were already seeking solutions: I refer to the need for
pharmaceuticals and for medical and health equipment to supply our regional and peripheral
health units, to malaria control, to drinking -water supplies, to the promotion of environmental
health and to excreta disposal.

The funds allocated for the purchase of drugs and medical and surgical equipment to
promote the health of our populations are increasing every year, and yet for all that it is
impossible, during at least six months of the year, to meet the needs of those populations.
We ascertained, after analysing the situation, that not only was there waste, but above all
our physicians accorded little importance to the basic drugs, each one confining himself to
his favourite specialties, which also reduced the possibility of having essential pharmaceu-
ticals available for the current and immediate needs of the rural people who represent 80 to 85%
of the population of Togo. A preliminary study in committee, followed last March by a general
meeting of all the physicians, pharmacists and directors of the regional hospitals, has enabled
us to draw up jointly, for the first time in Togo, a selective list of essential pharmaceu-
ticals, medical and surgical equipment, and laboratory reagents. This list must be kept to in
the orders placed by health units and will be periodically revised. We are confident that
this decision will enable us to meet the needs of the majority of our populations more
effectively.

Meanwhile, cooperation between traditional and modern medicine is continuing and taking
ever more concrete forms thanks to the mutual confidence that exists between traditional
practitioners and physicians and to the positive results obtained with the use of medicinal
plants in the treatment of certain disorders.

Malaria control by health education, chemoprophylaxis and larviciding are continuing in
Togo, but with less to show in terms of spectacular results than when the campaign started.
The reorientation of the malaria control programe envisaged in the agenda of our Assembly
only confirms our misgivings as to the future results of continuing this control campaign.

A good level of health among the population cannot be attained without potable water,
and the Togolese Government is making this the cornerstone of its socioeconomic development
programme. Thanks to assistance from specialized United Nations bodies, such as UNDP and
UNICEF, the installation of water treatment and drinking -water supply systems is making good
progress in the national territory. Finally, promotion of environmental health and disposal
of liquid and solid excreta are of concern to us on a par with the provision of drinking- water.
Preparatory studies for projects are under way in the interior of the country while at the
same time, in Lomé, experimental operations are proceeding with a view to finding the best
ways and means of solving this complex problem on a global basis.

In conclusion we should like to reiterate on behalf of the Togolese Government and of our
party of national unity, the Rally of the Togolese People, our feelings of very deep gratitude
to WHO and the other specialized bodies of the United Nations for the wonderfully effective
assistance they are giving us in the implementation of our health programmes. We are
confident that, thanks to our efforts and to their cooperation, by the year 2000 our planet
will be socially and economically more fit to live in.

Professor MENDES (Portugal) (translation from the French):

Mr President, Vice -Presidents, Mr Director -General, delegates, ladies and gentlemen, first
of all I should like to congratulate the President and Vice -Presidents and the officers of the
Committees on their election. The Portuguese delegation wishes you every success in your
allotted task. Knowing your great competence, we are sure that you will be able this year to
help maintain the discussions at the highest level during the Thirty -first World Health
Assembly, which practically coincides with the thirtieth anniversary of the Organization.
We may rightly say that, for about a generation, WHO has made a large contribution to the
health of peoples and to the promotion of peace among the nations - far more so than the
greatest optimists could have anticipated when it was established.

The Portuguese delegation has taken cognizance with great interest and satisfaction of the
nomination of Dr Mahler to occupy the post of Director -General of WHO for a further period of
five years. In expressing our own gratification at this decision, our delegation offers
Dr Mahler its heartiest congratulations and would like to assure him of Portugal's wish to
continue its cooperation in the health field not only with WHO but also with all the peoples of
the world. The outstanding work that Dr Mahler has accomplished during the first five years
of his stewardship of WHO, and the new orientation which, with vision, courage and dignity, he
has been able to impart to the policy of this Organization constitute for us a guarantee that
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this policy of progress and social justice will be maintained, and also that there will be
continuity in the plans and activities of WHO to promote better health among peoples and world
peace. The Portuguese Government is in full agreement with this policy of WHO's, which
incidentally is expressly set forth in our new Constitution.

The Portuguese Government would like to place on record its agreement with all the
programmes under way or in preparation, but it would like in particular to stress the importance
it feels should be attached to WHO's new attitude with regard to international cooperation in
the health sector. It believes that the change from the concept of "technical assistance" to
that of "technical cooperation" has been a positive one and we applaud this.

The emphasis which WHO has lately been putting on the planning, programming and evaluation
of health services and activities, at the international and national levels, is of fundamental
importance for the development and strengthening of the health services and activities of the
Member States. The integration of the health programmes of each country or region into the
respective overall socioeconomic development plans seems to us particularly judicious. This
has also been the recent experience of my country. And I am sure that such a strategy of
integrated development will contribute not only to improving the health status of individuals,
families and communities and to socioeconomic progress, but also to world peace.

I will take advantage of the opportunity, Mr Director -General, to thank the Organization
and in particular our Regional Office for the technical cooperation recently instituted with
my country in the health field. It is with understandable satisfaction that I announce that
Portugal will shortly be creating its national health service. The Government has just made
public a set of draft basic laws to govern the national health service and it has been submitted
for discussion to the services, to professions, to the trade unions, to the parties and to the
population at large so that they can present criticisms and suggestions. It is intended that
the national health service should be set up in four pilot districts, the most needy in the
country, but it is planned that it should be progressively extended to the entire national
territory. I have pleasure in adding that some important recommendations made by some of the
WHO consultants were considered relevant and useful and that they have been or will be
incorporated into the basic legislation and regulations to govern our national health service.

I should also like to emphasize the close cooperation which has recently been instituted
between WHO and Portugal in the sphere of country health programming, and which we propose to
intensify in that sphere and also in that of health economics, with our mutual benefit in view.
On the basis of these exercises and studies in the programming of health services and
activities and, more concretely, through the progressive setting on foot of the national
health service, Portugal also intends to give top priority to primary health care.

I realize I must be brief, but would not like to close without taking advantage of this
opportunity to convey my best wishes to all the world's populations represented here, with
whom Portugal wishes to maintain excellent relations at all times and to cooperate for develop-
ment and for peace, particularly in the health sphere. In addition, I feel bound to address a
special greeting to all the Portuguese- speaking nations and also to send a message of particular
appreciation and gratitude to those countries which, over the past two or three years, have
established programmes of cooperation with Portugal and made an important contribution to the
development and strengthening of our health services. I am referring in particular to the
United States of America, to Norway, to the United Kingdom of Great Britain and Northern
Ireland and to Sweden, countries to which Portugal is deeply grateful. Apart from those
countries, others have manifested their interest in the development and progress of our health
services, and all those we have approached on the subject have demonstrated their desire for
cooperation, which we would like to see come to fruition. To all the national delegations
and to all the agencies represented in this world assembly the Portuguese delegation offers
its most cordial greetings and hopes that they may accomplish good and productive work for the
benefit of public health the world over.

Mr JAYASURIYA (Sri Lanka):

Mr President, distinguished delegates, ladies and gentlemen, I bring you, Mr President,
most cordial greetings from my country, Sri Lanka. May I extend these greetings to all
Member nations present today at the Thirty -first Health Assembly? Mr President, I also wish
to extend my warmest good wishes to you on your election as President of this Assembly, which
undoubtedly is a tribute to your ability and a recognition of the high esteem in which your
country is held by all of us. While wishing you every success in your term of office, I wish
also to convey to your predecessor, Dr Sione Tapa, our warm and sincere appreciation of his
able stewardship during his tenure of office that has just ended. I join with you, members
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of this august assembly, and I deem it a privilege to do so, in congratulating the Director -
General of the World Health Organization on the successful completion of another year of
extremely useful work and for a programme characterized by a sense of realism and forthrightness
and as visionary as most of us, particularly in the developing countries, would wish to see
accomplished in our own lifetime. These efforts undoubtedly have emerged from a worldwide
concern for social justice and the wellbeing of our peoples.

Mr President, on behalf of my Government, I wish to say that Sri Lanka is committed to
the objective of creating a just and fair society for our people. Indeed, during the years
since independence in 1948, Sri Lanka can claim to have registered achievements in the field
of social welfare, and in particular health and sickness, which are very high in relation to
our low per capita income of only US$ 130. Our life expectancy has risen from 48.3 years
to 68.7. Our infant mortality rate has more than halved from 101 per 1000 live- births
25 years ago to 45 per 1000; at the same time, maternal mortality has dropped from 9.3 per
1000 births to 1.12. Our crude death rate has fallen from 14.3 per 1000 to 8.5. Along
with the significant reduction in birth rates, largely due to our extended family health
services, we have succeeded in bringing down the rate of population growth from nearly 2.5% to
1.7 %. In this and other respects Sri Lanka can lay a just claim to have pioneered what has
been widely promoted recently as a basic human need - a strategy whereby the provision of
minimum levels of social achievement benefiting a wide range of the population becomes a major
goal of national policy. An attempt has been made recently to compare countries in terms of
an index of the quality of life which averages some of the magnitudes I have mentioned, for
example, life expectancy and infant mortality along with literacy. In terms of this index,
which assigns a value of 100 to Sweden, with an income of over $ 2000 per capita, Sri Lanka
has a value as high as 83. The task before my country today is to tap to its fullest the
rich stock of human capital that has been built up over the past three decades by devising a
set of appropriate incentives to work and enterprise. Sri Lanka's physical quality of life
has owed a great deal to its free health services going back to 1948, with a cushion against
poverty being provided by a substantial subsidy on food. Drawing on our stock of human
capital for development means in effect that this process must also be accompanied by a gradual

reallocation of resources away from subsidies and consumption towards investment. This is

the path along which we have recently begun to move, although it is essential that we move
with caution if we are not to sacrifice the minimum WHO- determined calorie availability of
2200 calories per day including 48 grams of protein. This Sri Lanka has attained in the

past and it is this attainment that made our present quality of life possible. It is

therefore necessary, Mr President, that in the process of shifting towards growth the health
and social sectors of the economy should be kept prominently in view.

Our health programmes are being oriented to give preventive medicine a particular

emphasis. We are paying attention to environmental considerations, to water supply and
sewerage, in both urban and rural areas. In this way we are trying to ensure that basic
human needs are being met, while the shift from consumption to investment which any nation

must ultimately depend on to ensure its social progress continues to proceed. It is
important, however, that in this process adequate budgetary provision should be maintained for

the health sector. We are conscious that it is our health system that has contributed in
great measure to our high life expectancy, and that has to be viewed as a national asset

worthy of support. I am sure that both the international agencies and donor countries will
see in Sri Lanka's health sector at its present stage of evolution a challenge that has
to be met imaginatively. As we shift to growth and development both a minimum degree of
financial support along with technical assistance and an imaginative deployment of the
resources that are made available will continue to be crucial in the coming years with regard
to the wellbeing of the health sector in Sri Lanka.

It would be appropriate in the context of our discussions to draw attention to specific

aspects of our health problems. Malaria still continues to be with us, the need and the

urgency for its control or possible eradication are a priority in the context of our

morbidity pattern and its impact on an extended agricultural programme. A five -year

programme has been launched during the last year, and we are grateful to Member States which

have readily and so generously given us technical and other assistance providing the initial

thrust to renewed control our eradication programme requires. We must also place on record

the valuable guidance and other services we have received from the World Health Organization,

and especially our neighbouring countries of the South -East Asia Region who share the same

problem. Our initial results in this programme are gratifying. In the area of other

communicable diseases, Mr President, we are not wholly satisfied as morbidity patterns have

not appreciably altered in the past few years. Considerable attention has been paid to this
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problem. My country is seriously considering whether some of our past strategies ought not
to require review and be replaced, as mentioned, by an overall development effort in the
context of basic sanitation, water supplies, a food and nutrition policy, and a health policy
appropriate to our current needs. We are pleased to note the increasing emphasis being
placed by this Assembly on research activities. It is felt that, although some of us have
not paid the required attention to this field, the time has come to realize that it is needed
for future planning and the development of services. Our country intends to give this type
of activity greater support in future programmes in the realization that the distribution of
health resources and access to these services should be based only on scientific research and
evaluation relevant to our country's need.

This is all the more important at a time when the paucity of resources is a major
constraint on health development in a context of rising costs and an uneven distribution of
the available medical facilities. In regard to expenditure on health services we are
beholden to the Assembly for the assistance we have received, and my country reiterates its
support for this Assembly's objective of allocating 60% of its budget in real terms towards
technical cooperation and support. What is more important is the spirit of the resolution,
which calls for a more equitable distribution of health resources to underserved people.
We have a heritage of an indigenous system of medicine, which for many centuries has given
extremely useful services, especially in rural areas. I am happy at your concern for
traditional medical practitioners and the encouragement being given to them. It is my country's
intention to harness their services in an integrated health care programme, as far as it may
be possible. We in Sri Lanka are justly proud of our medical care services and their levels
of efficiency, although we are somewhat constrained by inadequate supporting services,
particularly in the area of medical supplies. I am delighted to note that the vexed question
of drugs is the subject of the Technical Discussions at this year's Assembly.

Mr President, I wish to conclude by expressing on behalf of my delegation and my country
our congratulations for the presentation of an excellent programme of work for the coming
years. This would not have been possible without the excellent work and the dedicated
efforts of the Executive Board and the Director -General. I thank you all. On our part, I
assure this Assembly of our firm resolution to give effect to our plans to enable all of us
to meet the health expectations of our people. To our colleagues in the South -East Asia
Region I must express my appreciation for their active cooperation in all our activities.
I must also express my appreciation of the efforts of Dr V. T. H. Gunaratne, who has
contributed in great measure to the promotion of the health services of our Region.

Dr OREJUELA (Colombia) (translation from the Spanish):

Mr President, Mr Director -General of the World Health Organization, ladies and gentlemen,
in 1975 Dr Mahler said: "The year 1974 will be remembered by many of us, and possibly by
future historians, as a turning point in our thinking about the future social and economic
development of mankind." I quote those words because I thought I would take them as a frame
of reference whereby, in analysing the Director -General's biennial report for 1976 -1977, to
draw comparisons between what he said at that time and what has actually been happening in
practice during the past four years. In fact, we have to admit that a radical change has
taken place and that history bears witness to a transformation that has occurred in the concept
of development and in the delivery of health services.

The Director- General has laid emphasis since that time on such key aspects as extension of
coverage, primary care, organization of health systems, training of health personnel for team-
work, health planning and technical cooperation, and by way of a challenge has established as
our target that by the year 2000 the world's communities must attain a level of health that
will allow them to lead a socially and economically productive life. All these principles,
objectives and goals which the Director -General now optimistically reaffirms in his biennial
report, and towards which the way forward in the immediate future is mapped out in the Sixth
General Programme of Work for the period 1978 -1983, call for comments that will enable them to
be validated and translated into ever more substantial facts.

There is no doubt that extension of coverage is a universal policy and that primary care,
within a health system, is the best strategy for achieving this in the context of the develop-
ing countries. However, this form of care will not progress adequately and, indeed, will
stagnate if it is not systematized within a multisectoral operational framework applied to man
and to his environment using the community's own resources. We have here, Mr Director -General,
the fulfilment and development of a task which we must accomplish in cooperation with WHO,
bringing into play internal mechanisms as well as technical cooperation within the meaning that
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we have given to it. After less than three years, a little over 40% of the population that had
no access to the health services in my country now enjoys those and other services too, but

this has been thanks to active coordination of different sectors. I consider that to lay

stress on multisectoral action is to ensure provision of services and the development of primary

care on forward - looking principles.
We cannot but approve what the Director -General has to say about the importance of health

planning, but this requires strong concerted action at the present stage to make possible mass
training of health personnel in modern management techniques, developing this activity from the

periphery of the system to its apex. In this way every health worker, from the Minister
himself to the promoter in the most out -of- the -way village or settlement, should be capable of
efficiently handling the resources under his responsibility and directing the programming on its

dual way from the periphery to the centre and vice versa. There is a need for cooperation

from WHO and its regional offices for the dissemination and application of techniques that will
help to activate the process, including education or training at a distance and continuous

education.
The Director- General makes some important points about the training of auxiliary personnel

and the need for teamwork. He brings out the vital need for persistently and tenaciously
promoting organic links between the health system and the educational system, without whose
involvement the results of our efforts will be precarious. In my country we have successfully
experimented with a national manpower council, set up by government decree, with boards and sub -
councils which are functioning on a decentralized basis at the regional level and are facilita-
ting coordination between the health and educational systems.

Meanwhile, the reassignment of functions traditionally entrusted to the physician and now
transferred to the auxiliary personnel is bound to entail far -reaching changes in the curricula

of faculties of medicine. In the performance of this task the cooperation which WHO is

extending will need to be stepped up.
With regard to the concept of hospital care, the need is increasingly apparent,

Mr Director- General, to continue laying stress on ambulatory care - on utilization of the
domiciliary bed - and resort to inpatient care in those cases that really require it. The

number of hospital beds for an area, region or country is a very important datum, but what is
much more important is to ensure their productivity and obtain the necessary deconcentration to
allow rational utilization of all the installed capacity at the different operational levels of
the system. Sound administration of hospitals helps to consolidate favourable changes in
occupation rates, lengths of stay and discharges per bed /year.

In my country the hospitals are being built according to a programme adapted to the needs
of the community. They have left behind the old patterns of improvisation and of gigantic
buildings whose administrative management is not easy and whose physical structure is not
suited to developing countries; we have laid emphasis on this aspect and opened up new
prospects by adopting the system of remodelling old buildings which we are converting into up-
to -date, functional ones at low cost.

With regard to resources, we can see in the world today a mounting wave of investment in
new technologies, in hospital and laboratory equipment of extreme complexity and electronic
instruments of high sophistication; but, in face of the needs of our communities, we must
courageously ensure that priority consideration is afforded to that part of the community which
has been going without protection, utilizing a simple technology, as we have stated. But we
must also have the courage not to give way to extremism and to abide by the principle that all
members of the community must have, when the need arises, an opportunity to enjoy the benefits
of the progress of science in a moderate way, without excess. A rational and balanced invest-
ment of effort must therefore be made in the provision of hospitals, so that each of them at
its operational level can make graduated care available for the population, especially the
sectors that have previously been marginalized.

With regard to communicable diseases, especially those preventable by immunization, much
has been achieved, as is evidenced by what today we refer to, in almost sensational terms, as
"the demise of smallpox ". Nevertheless, Mr Director -General, we have to undertake a mass mobili-

zation of resources in the cause of prevention, viewing with concern the increase in the problem
of malaria and in venereal diseases and other health hazards that are on the increase. This is

a critical point at which aggressive action by WHO is called for.
On this same theme of the need to step up preventive work so that health care may be truly

comprehensive, we are faced with the challenge of providing protection for the environment, a
concern which nowadays tends to be pushed into the background by the pressure of the great
medical care undertaking and the tendency for huge resources to be diverted to that sector. We

must not forget that the greatest risks facing mankind are those of our own making and that we
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must protect the environment from the ravages of our own activities. During the 22 years of
this century that remain to us we must undertake aggressive action such as will enable us to
meet atan accelerated rate the urgent need for basic sanitation and for protecting the environ-
ment from the destructive pollution that is increasing day by day.

The developing countries are having to face up to the impact of chronic and degenerative
diseases, such as cancer and hypertension, and the marked increase in morbidity and mortality
due to accidents; accordingly, the forward thrust of integrated health care must be firmly
based upon prevention, which must on no account be allowed to beat an unobtrusive and covert
retreat.

The world today is in the midst of an upheaval sparked off by political problems and some
ideological conflicts of various kinds that have arisen, endangering peace and tranquillity among
mankind. It is at such difficult times that the World Health Organization must show the solidity
of its objectives, of its principles, of its purpose and of its functions and not fall into what
would be for it the disastrous temptation to turn itself into a forum given over to debating
issues other than those properly within its competence as a technical agency in the health field.
If, just when this very fine Organization is completing 30 years of existence, we allow ourselves
to be drawn on to a wrong track, we will have thrown overboard in an instant what it has cost us
so much to build up in three decades.

Mr President, Mr Director -General, ladies and gentlemen, I do not wish to be prolix and I
hope that my observations, which contain nothing new but do reflect sincere involvement, may
serve to reaffirm WHO's concern for certain matters to which the Director -General has given
prominence in his report.

As far as my own country is concerned, we are advancing at an accelerated pace towards the

goal of providing health service coverage for our entire population, through a national health
system which has been in operation since 1975, with health planning conducted according to up-
to -date management principles and aimed at obtaining maximum participation from the community.

Finally, when I drew WHO's attention to its cooperation with regard to certain specific
points or aspects, I was referring to the part played by headquarters, through its technical
personnel, and to the action exerted by the regional offices, not on paternalistic principles
but applying the new concept of cooperation which in my country we are evolving with the Pan
American Health Organization, and always giving scope to national initiative, aiming at the
self- sufficiency that a country should possess.

I cannot close, Mr President, without referring to WHO's responsibility for strengthening
the links and ties which it has itself contributed to establishing, including those of under-
standing and comprehension through the Spanish language. It would be illogical if, while new
languages have quite rightly begun to be used for interchange within WHO, an attempt were now
made to eliminate Spanish. For WHO to incur the social cost of such a decision would certainly
pose a tremendous threat to unity and understanding in the Organization.

Your report, Mr Director -General, deserves our commendation because it is a serious and
well- thought -out document, like the previous ones you have submitted. Similarly, the reports
of the Executive Board have been of great value.

Mr President, please accept my sincere congratulations on your elevation to the highest
office in this Assembly, which does honour to all the Member States and Associate Members and
especially to the American continent, which sees the brotherhood of its peoples thus given
prominence. I also intend these congratulations to apply to those who have been elected Vice -
Presidents.

The PRESIDENT:

I would like to serve notice on members of the Assembly of a situation that will require
your immediate attention. So far, if we anticipate six speakers within the hour at the
limited time of 10 minutes each, we can accommodate 12 more speakers. This would involve
a number of people who have requested to speak on Thursday coming forward. I would suggest
that the following speakers stand in readiness: Nigeria, Panama, Niger, United Republic of
Tanzania, Gabon, Mali, Botswana, Zambia, and possibly Poland. Would these delegates please
stand by so that we will optimize the utilization of all the time we have.

Mr KIUCHI (Japan):

Mr President, Dr Mahler, honourable delegates, ladies and gentlemen, on behalf of the
Japanese delegation I would like to extend my warmest congratulations to you, Mr President,
on your election to the presidency of the Thirty -first World Health Assembly, and I would
also like to express my appreciation to the Director -General, Dr Mahler, and his staff who
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have prepared the concise and yet comprehensive report on the work of the World Health
Organization for the years 1976 and 1977.

To commence, my delegation wishes to express its heartiest congratulations on the
occasion of the thirtieth anniversary of the World Health Organization and, at the same time,
to commend the measures undertaken and remarkable advancements achieved in the protection and
promotion of the health of the peoples of the world. Japan has enjoyed the benefits of being

a Member and has also taken an active part in the work of the Organization by extending its
cooperation in various projects.

Among the various important subjects on the agenda of this Assembly, I would like to
point out that items dealing with cardiovascular diseases, environmental health, and drug
policies and management are of particular concern to my country.

First, apoplexy. It is the leading cause of death in my country, and as such has forced
us to take active measures against cerebro- cardiovascular diseases. Our main activities
for the control of apoplexy, based on the national policy for reducing its incidence, include
nationwide mass examination through the measurement of blood pressure and community -level
action of medical checks with the active participation of physicians and public health nurses.
In this respect, it is my belief that our experience and methods could be well utilized for
the activities of the Organization.

Next, concerning environmental health problems, and environmental pollution in particular,
my country has given priority to this subject. Remarkable improvements have recently been
made in that field as a result of various programmes, including several countermeasures.
In the course of the execution of these programmes in this field, some problems were found to
be quite difficult to solve by the efforts of one country alone. My country has shown a
particular interest in international cooperation such as the global environmental monitoring
project for various environmental pollutants which was planned by the Organization. In this
regard, my delegation wishes to express its high praise for the action taken by the Organization
in introducing the item on the improvement of environmental health.

We are also concerned about problems regarding drug policies. I am sure that no one will
deny the fact that the adequate and smooth supply of drugs and vaccines is indispensable in
every country. It is indispensable for promoting health care and disease control together with

a programme for strengthening the development of manpower in the medical professions, as well
as the arrangement and expansion of medical and health facilities. And yet, while some countries
have an adequate supply of drugs, there are quite a few that have difficulty in securing
an adequate supply. In this regard, my delegation feels it opportune that the Technical
Discussions during this Assembly will deal with national policies and practices concerning
medicinal products.

Drugs for medical care must be proved to be effective and safe, that is why the Member
governments have been requested to establish a system whereby drugs can be supplied at the
right time to the right persons, and in correct quantities, under a quality control system.
Therefore, as to the Organization's plan to prepare a list of essential drugs and a
programme of technical cooperation with Member governments for the formulation of national
drug policies, I firmly believe that those attempts will certainly be a helpful basis for
countries which have not yet reached the stage of the above requirements. This plan is highly
praiseworthy.

Another aspect to be added here is the cost benefit factor of the drugs. Drugs are
indispensable tools for the prevention, diagnosis and treatment of diseases, and can not only
improve the efficacy of therapeutic action but can also contribute to reducing the financial
burden of individuals and society as a whole. Therefore, in arranging for the supply of drugs,
due regard should be paid to their price and the cost /benefit factor in their use, in
addition to their efficacy and safety. For that purpose, I believe it is an important task
for each national health administration to ensure a supply of drugs satisfactory both in
quality and in financial efficiency, and I hope the Organization will be in a better position
to assist countries to do so. I also believe it important for Member governments to establish
their own drug supply plan by using the model list of essential drugs, taking into consideration
the existing socioeconomic conditions in their country. This will contribute to raising
substantially the standard of medical care, particularly in those countries that have an
inadequate supply of drugs.

In concluding my remarks, Mr President, my delegation sincerely hopes that international
cooperation in matters of health among Member governments should be further promoted, and also
hopes that the World Health Organization, which has served through its international leadership
for the past 30 years, will make continued efforts for the protection and promotion of the
health of the peoples of the world.
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Dr OGBANG (Nigeria):

Mr President, distinguished delegates, ladies and gentlemen, on behalf of my delegation,
the Government and people of the Federal Republic of Nigeria, I heartily congratulate you,
Mr President, on your election to the presidency of the Thirty -first World Health Assembly.
I have no doubt that with your wide experience in the field of health administration our

deliberations during this session will be guided towards the furtherance of the aims and
aspirations of our great Organization. I also congratulate the Vice -Presidents and the
Chairmen of the various committees on their election. We warmly welcome our brothers and
sisters from Djibouti, which for the first time will be participating in the deliberations of
our Organization as a full Member, and look forward to the time when those now struggling for
independence and freedom will also take their rightful place in this Organization.

I would like to express the appreciation of my delegation of the activities of the
Executive Board during 1976 and 1977. We sincerely congratulate the Director -General for
his comprehensive and thoughtful report on the work of the World Health Organization for 1976
to 1977.

The emergence of the concept of technical cooperation among nations and the important
principle of developing national self -reliance in health matters merit special mention because,
in our view, they form a realistic approach to evolving a lasting impact on health development.
My Government's total commitment in this direction has led to the integrated development of
services and personnel. During our current National Development Plan period, 1975 -1980, 7 new
teaching hospitals and medical schools and 19 schools of health technology will be fully
established, in addition to the existing 6 medical schools and teaching hospitals, 3 schools
for nurse tutors and 2 multidisciplinary schools for tutors. Efforts are being made in the
training of teachers who will work in these institutions. Naturally the problem of manpower
and the ever -spiralling costs of equipment are great constraints on our plans. WHO must
increasingly direct its attention to the promotion of cooperation in these areas. My country
would welcome cooperation on both a bilateral and multilateral basis in this direction.

My Government continues to support the Special Programme for Research and Training in
Tropical, Diseases, a testimony to our commitment to biomedical research which we believe will
play a vital role in tackling the problems of communicable diseases. In 1975, 1976 and 1977
we supported the following extrabudgetary contributions: the special regional account for the
Biomedical Research Centre in Ndola, Zambia; and the malaria eradication special account for
the African Region of WHO. My country is watching the progress of this special programme
with keen interest and anxiously looking forward to an early breakthrough to effective means
of malaria eradication.

During the past two years, significant activities and progress in the sector of our
national health plan continued in primary health care. Following the WHO training workshop
on country health programming and project formulation exercise in Nigeria in May, 1976, and
the preparation of a detailed programme by WHO and Nigerian experts for one state of the
Federation, our national team prepared similar documents for all the 19 states, employing the
strategy accepted by the Government. Several training workshops for teachers and project
managers have been organized by the Health Services Implementation Agency in pursuit of our
emphasis on self -reliance and the determination of my Government to bring the much -needed
health care to all our people at their doorsteps. The basic health services of Nigeria are
planned to integrate the family health activities, maternal and child health services and
primary health care into the general health services.

My Government is pursuing the Expanded Programme on Immunization. Over 2 million naira,
or 3.2 million US dollars, have been set aside for this purpose. The objectives are to reduce
significantly the morbidity and mortality caused by measles, tuberculosis, poliomyelitis,
whooping- cough, tetanus and diphtheria, which are common diseases of childhood, and to maintain
smallpox eradication in Nigeria.

The need to increase childhood immunization coverage has been identified and, with the
assistance of WHO and UNICEF, an expanded programme on immunization has been initiated after
pilot projects in two states of the Federation. My Government is determined to implement this
laudable programme in all the states and we would welcome bilateral or multilateral cooperation,
which will accelerate its execution.

I am particularly happy with the theme of this year's Technical Discussions. We in
Nigeria spend several million naira (or several million US dollars) annually on the purchase
of drugs. In our efforts to achieve an acceptable measure of self- sufficiency in drug
production we have no doubt come up against related international problems which we hope the
Technical Discussions will examine very carefully. The economics of inflation in the
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developed countries and the matter of quality control have been factors of great concern and
consideration in our national policies on drugs and medicinal products.

The first phase of our national malaria control programme was launched in November, 1977,
and was planned to cover a target population of 25 million. The operational zone will be
further expanded in November, 1978, to cover a population of 50 million in the second phase,
while the third phase will enable expansions from November, 1979, to cover the entire
population of Nigeria. The programme has carried out a series of workshops for medical and
paramedical personnel at the Federal Malaria and Vector Control Unit of my Ministry. Pilot
projects which are designed to test the utilization of available manpower and managerial
capacity for the effective control of malaria and also provide training facilities for junior
field personnel commenced in January, 1976, and will continue throughout the current plan
period (1975- 1980). Four varieties of courses are run for the key personnel required for

the project. A four -week course in malaria control techniques for senior professional staff
was carried out to enable them to play a leadership role, while a six -week course was also
undertaken by laboratory field technicians in parasitology and entomology; there was also a

six -week course for field operations supervisors. I wish to express my Government's
gratitude to WHO for its cooperation with us in the area of applied malaria research in my
country.

Onchocerciasis has been evident in Nigeria for many years and some of the first attempts
to organize onchocerciasis control schemes in Africa were made in the Abuja and Kainji areas
of the country. My Government has now decided to organize a nationwide onchocerciasis control
programme in collaboration with WHO making full use of the onchocerciasis control programme of
the Volta River Basin area. It is planned to devote two years to the preliminary phase and to
start actual control operations from early 1980. In order to protect the site of the proposed
Federal Capital, the first treated zones would be focused on the Abuja area. The treated
area would then be subsequently extended by steps until it includes all import zones of endemic

onchocerciasis in Nigeria.
Mr President, it is the hope of my country that all well- meaning friends will rally round

us to ensure that we reach our objective in the control of onchocerciasis in Nigeria. I wish

to acknowledge at this juncture the cooperation of WHO in this programme and look forward to

more support from the Organization.
A national leprosy control programme been prepared by the National Leprosy Control

Committee. It is intended to reduce leprosy infection in the country until transmission

ceases to be a serious health problem, and to provide early and adequate treatment for all

known cases and thereby prevent the development of associated disabilities.
Tuberculosis is still a problem of considerable public health importance in Nigeria. A

working paper for the control of tuberculosis at national level has been prepared by the

Federal Epidemiological Unit. A national control committee is to be set up to produce a plan

of operation. The disease is one of those to be controlled by the expanded programme on

immunization by delivering BCG vaccination as a preventive measure.
Cerebrospinal meningitis is still a health problem in Nigeria, though this year's outbreak

has been successfully contained. The vaccine trial carried out in an area with high

prevalence appears to be successful; however, the serum results are awaited before complete

assessment can be made. I wish to express Nigeria's gratitude to WHO for the supply of

vaccine during the recent epidemic.
To emphasize the importance which we attach to mental health, my Ministry has taken over

some of the neuropsychiatric hospitals and established a Management Board for their day -to -day

management. It is anticipated that more of these hospitals will be taken over and brought

under the umbrella of the Management Board. It is also being planned that one of the centres

be designated as an international centre for service and training.

The Environmental and Occupational Health Unit of my Ministry is being staffed with
sanitary engineers, hygienists,sanitarians, public health nurses, medical experts in
environmental and occupational health with supportive staff to enable it to take its rightful

place in planning and management of these aspects of health. Training courses are being

arranged for the various categories of staff.
In the field of health statistics, awareness of their importance has been generated.

The reporting system has been standardized and there has been propagation of the health
information system for management decision, planning, research and general public information.

There is satisfactory progress in the field of biomedical information with the establish-

ment of the National Institute for Medical Research. The Institute maintains continuous

dialogue with other research centres, WHO and medical scientists. It also acts as

coordinator for our research projects. It will be responsible on behalf of the National
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Science and Technology Development Agency for the publication of the Nigerian Journal of
Medical Sciences, which will be launched soon.

In our national efforts to improve the health of our people, we have been much encouraged
by this Organization and its devoted staff at headquarters under the able leadership of the
Director -General, Dr Mahler, and his deputy, Dr Lambo. I would like to take this opportunity
to place on record my country's appreciation of their noble role. We wholeheartedly endorse
the recommendation of the reappointment of Dr Mahler. We thank WHO and the staff for the
training courses and seminars arranged for health administrators and other professionals in the
WHO Regional Training Centre in Lagos. I wish also to thank Dr Quenum, our indefatigable
Regional Director, and the entire staff of the Regional Office for Africa, for their
contribution to the improvement of the health of the people of the Region.

My delegation also wishes to acknowledge with gratitude the cooperation of UNICEF in
support of health and education activities in Nigeria. With the enthusiastic support which
the federal and state ministries of health received from the news media during the celebration
of World Health Day, a high level of awareness of preventable diseases has been achieved in
Nigeria. It is now our determination and responsibility to satisfy the high expectations.
We in Nigeria look forward to the cooperation of the international community in our efforts
towards the attainment of the goal of health for all our one hundred million citizens by the
year 2000. We have launched a national basic health scheme and expanded immunization
programmes in this hope.

Finally, Mr President, I wish to end my contribution by appealing again, as I did last
year, to the conscience of the governments and peoples of the developed world. In the health
sector, at least, the developed nations of the world should not allow the rugged economics of
commerce and profit -making to dominate their motivations in relationships with the developing
countries of the world. A far nobler motive should predominate, and this nobler motive must
be based solidly on their constant awareness of our sense of our common humanity. I am
convinced that this perspective is the surest hope for the collective and determined will, as
reflected in the august assembly of the World Health Organization.1

Dr SPADAFORA (Panama) (translation from the Spanish):

Mr President, distinguished delegates, ladies and gentlemen: once again we are meeting
in these august precincts to discuss the most important health problems facing the countries
of the world and exchange experience and ideas about possible solutions that might feasibly be
applied in practice. On these projects and decisions depends to a large extent the health
and wellbeing of millions of inhabitants of our globe.

We extend very special greetings to those distinguished delegates to whom has befallen
the honour of being elected President and Vice -Presidents of this great Assembly and to the
Chairmen of the main committees. We also offer very special congratulations to the Director -
General, Dr H. Mahler, and the other technical authorities for the excellent biennial report
he has submitted summarizing the main activities in the health field carried out by this
Organization, whose prestige at the world level is beyond all doubt becoming ever more firmly
established.

On behalf of the Government and people of Panama, heartiest greetings to the political and
technical health authorities attending this Assembly today. We consider this a fitting
occasion to express to them our gratitude and our deep sense of obligation for the support that
their governments afforded ours in the struggle to recover our sovereignty and our rights over
the Canal Zone, which culminated in the ratification of the Torrijos- Carter Treaty.

This is a very important thing for our country and for all of yours. We are always
talking about complete health, but our peoples cannot really possess health until we give them
a country endowed with dignity and freedom. As you know, since it first emerged as a nation
Panama has felt and suffered from the influence of colonialism, and no country will ever achieve
complete health while feeling oppressed.

We, whose country is one of those belonging to the Third World, realize that, while our
living conditions remain as they are and while unhealthy environments, shortage or lack of
nourishment, lack of resources for health and the omnipresence of disease continue to debili-
tate our children, our peoples, we can know no peace of mind, let alone be satisfied with our
work. From this it follows that the main objective of this meeting - as I have said - is to
look for rational solutions to the health problems that afflict our peoples.

During this past year our country has continued to work towards the attainment of the
objectives of our health policy. One goal that is still being accorded top priority is the

1 The above is the full text of the speech delivered by Dr Ogbang in shortened form.
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extension of the coverage of the services, so that in the very near future it may be possible
for all Panamanians, wherever they may reside within the national territory, to enjoy the
benefits of the health services. This programme is essentially based, for the one part, on the
organized participation of the communities in the solution of their own health problems and, for
the other part, on training of a paramedical staff selected by their own community and consti-
tuting the mainstay of the programmes of primary care, environmental health, nutrition, preven-
tion and health promotion at the community level.

Out of the nine health regions into which the country is divided, there are two where
coverage of over 90% of the population has been achieved through the use of traditional
personnel. In another three, a significant increase in coverage has been attained with the
system of training additional paramedical personnel. Of the remaining four regions, training
courses for paramedical personnel are at present being conducted in two, and in the other two
courses are to start during the present year.

It must be stated that these achievements of ours would not have been possible without the
active participation of our communities. We already have some years' experience and during
that time we have learnt not to impose programmes: on the contrary, it is the community which
points out to us its needs, its aspirations and the optimum solutions. We shall continue to
work on the education and organization of our communities, which are the pivot of our develop-
ment.

In pursuance of the health policy being implemented, we are able to report progress in
consolidating the gains achieved through the integration of the health services, which today
covers eight of the nine health regions and allows us to envisage the establishment of a single
health system for the whole country shortly.

As a result of all the coordinated efforts being exerted in the entire health sector,

very favourable changes are continuing to be recorded in our statistical health indicators and
in the pattern of morbidity and mortality from the major communicable diseases. Thus, for
1977, the birth rate was 28.8 per thousand and the crude mortality rate 4.8 per thousand.
These figures mean that our population of 1 771 000 showed a further slight fall in its natural
growth rate, which in 1977 was 2.4 %. This fact is causing us concern and we realize that no
country can allow planning programmes to be imposed on it by foreign agencies until it has
developed a population policy that takes into account the actual trends necessary for the
country's integrated development.

The infant mortality rate now stands at 28.5 per thousand live births and the maternal
mortality rate at 0.9 per thousand live births.

Malaria foci persist in three of the country's provinces. In 1977 the incidence of the
disease in the Republic was 674 cases, a lower figure than the one for the previous year, which
was 727. Of the 674 cases that occurred in 1977, 120 were in fact imported from one of the
neighbouring countries. These figures make the morbidity rate 38 per hundred thousand
inhabitants and the mortality rate continues to be zero. Independently of the favourable
development of the programme Panama, ever since it set up the national malaria eradication
service in 1956, has maintained the concept of eradication, sustained in that course by the
resolute backing of the Government.

Panama has now for six years running remained free from any new cases of poliomyelitis.
The last recorded cases of diphtheria occurred in 1975. Whooping -cough has remained endemic
in some parts of the country during recent years, but the extension of vaccination against
this disease has been reducing its incidence to such a degree that in 1977 only 128 cases were
recorded and there were no deaths. The specific mortality rate for tetanus is 2.9 per
hundred thousand inhabitants, which allows a very favourable comparison between the 20 deaths
caused by that disease in 1977 and the 232 in 1976. Measles has remained endemic in our
country, epidemic outbreaks occurring every two or three years. For 1977, we had a morbidity
rate of 146.1 per hundred thousand inhabitants and a mortality rate of 2.2 per hundred thousand.
These achievements are the outcome of the intensive vaccination programmes which are being
continuously implemented in all the country's health institutions, and of the intensification
of case- finding and contact tracing for treatment and follow -up.

Our statistics are not free from deficiencies: we realize our shortcomings. For that
reason we have taken active steps to establish an epidemiology team with a view to improving
our knowledge of morbidity and mortality in our communities so as to have a sounder scientific
basis from which to programme and plan our health activities correctly.

The organized community, aware of the need for water for individual welfare and community
development, has worked in coordination with the Government's technical teams. This has
enabled us to extend the coverage of the drinking -water supply programme, with the result that
the population served, by 31 December 1977, reached 100% in the urban areas and 63.9% in the

rural areas, while the population served from house connexions attained 93.2% and 23.9%
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respectively, so that the goals of the Ten -year Health Plan for the Americas have already been
comfortably exceeded,

Another important environmental control programme, launched in Panama in September 1977,
provides for the establishment of sampling stations to monitor air pollution in the City of
Panama.

In conclusion, Mr President, we should like this great Assembly to take note of the fact
that our country will very soon be shouldering important new responsibilities in respect of the
control and maintenance of the Canal. Our Government and our people have a duty to show that
the work will be performed as well as or better than at present. This is a challenge to the
peoples of the Americas, and indeed to all the countries of the world, because only by facing
up to our responsibilities will we obtain the total liberation of our peoples.

Mr SALA (Niger) (translation from the French):

Mr President, on behalf of the delegation of Niger I should like to congratulate you very
sincerely on your election to the presidency of our Assembly. I also congratulate the Vice -
Presidents and the Chairmen and Rapporteurs of the committees. I should like to offer my
hearty thanks and congratulations to the Director -General of WHO, Dr Mahler, with his devoted
staff, and to the representatives of the Executive Board for the fine work accomplished and
the excellent reports they have submitted to us. The Director -General's biennial report

entitled "The Work of WHO 1976 - 1977" deserves especial commendation for its very practical
presentation, its regard for fact, its clarity and its remarkable conciseness.

Mr President, honourable delegates, ladies and gentlemen, I should like to affirm our
country's espousal of the major principles that govern relations between WHO and the Member
States, and particularly the idea of genuine association which relegates donor -beneficiary
relationships to the past. Deeply committed as it is to the principle of social justice,
our country commends the Organization for the efforts it is devoting to the promotion of health
and for its contribution to thesocial and economic development of our homelands. Niger
supports the Organization's new policy orientation and we especially appreciate the efforts
it is making towards the coordination of the health programmes of the Member States, particu-
larly the endeavour to procure extrabudgetary funds. In this connexion we are grateful to
agencies such as the World Bank and the African Development Bank, which take concrete
interest in our countries' health problems, and Niger would like to urge the Organization to
persevere in this difficult undertaking so that participation may be extended to other agencies
in a position to make an active contribution to health promotion. It is up to us, on our
side, to ensure the necessary coordination through our approach to the preparation of our
national health programme.

Niger greatly appreciates and strongly supports the efforts made by the Organization to
promote in our Region the creation of national scientific research centres and the training of
investigators, and we are gratified at the Organization's constant encouragement of plans for
the establishment of a regional network of research and training centres. In that connexion,
we are at present setting up our own research centre in Niamey: a branch unit of the
Organization for Coordination and Cooperation in the Control of Major Endemic Diseases. It

will be engaged mainly in research on meningitis, malaria and schistosomiasis.

Our health policy, which is evaluated every year on the occasion of the meeting of all the
health service chiefs with the participation of representatives of other government departments,
gives high priority to the strengthening of the health services. Thus we are firmly committed
to the principle of primary health care, which is one of the platforms adopted by Niger. This
reflects our concern to provide a basic minimum of care for those of our people living farthest
from the rural dispensaries and is also the route we have chosen towards "Health for all by the
year 2000 ".

Niger is at present preparing a five -year plan and our objective during its implementation
will be resolutely to double the number of villages possessing a primary health care system.
That means we shall have to increase it from 1500 to 3000 villages, which will enable us to
provide permanent coverage for a sector of the population twice as large as the one at present
provided with systematic coverage by the conventional rural dispensaries. Our village health
teams, effectively integrated into our health care delivery system and meticulously and
efficiently supervised by the dispensaries they are attached to, unquestionably constitute one
of the most direct means for extending services to our rural populations at moderate cost.
Some international organizations and friendly countries, among them UNICEF, AFRICARE, Belgium,
the Netherlands and the United States of America, have manifested their interest in our
programme for training village health teams by giving it material support with staff and money.
In view of the fact that the base dispensaries of the village health teams are at present
fully committed, we shall have to enter on a period of construction of additional dispensaries
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that can take responsibility for new sectors not hitherto reached where new village health

teams will be installed. We have posited, as the average distance compatible with adequate
supervision of the village health teams by a rural dispensary without motor vehicles, a radius

of about 25 kilometres.
In addition, we shall certainly have to make simultaneous provision for the maintenance

and strengthening of the existing structures. The renovation of the dispensaries already
functioning and of the rural hospitals and maternity clinics, together with the creation of
specialized centres, has not been relegated to the background in our health policy. Thus,

for example, we have made plans for the construction of a mental health centre whose mode of
functioning is yet to be determined. This mental health centre will provide a new field of
action for the sound utilization and rational application of traditional methods of psycho-

therapy. We must, indeed, utilize and apply all our country's potentialities. We have
already integrated into our health services the district or village traditional birth

attendants. Similarly, we are undertaking to establish a centre for research on traditional
medicine and pharmacy. In that connexion, a member of the Ministry of Public Health and
Welfare went in 1977 on the study tour organized in the People's Republic of China on the
topic: "The role of traditional medicine in community health services ".

We give very high priority in our health policy to family health. In that field too our
country has just started an experiment by creating the embryo of a maternal and child welfare/
maternity care /social centre complex. This complex can later be supplemented by a gynaeco-
logical unit. Niger hasjusthad a visit from a joint WHO/UNFPA mission sent to help us prepare
plans for the establishment of a family health centre which we would like to have set up as
quickly as possible, and we hope that the necessary financing will soon be available.

As our country has long suffered from drought and is continuing to suffer from it because
of its geographical position to the south and in the immediate vicinity of the Sahara, we have
actively undertaken, with the help and support of UNICEF, of the Netherlands and of some
countries that wish us well, a programme of nutritional rehabilitation which will be
implemented in all the medical districts.

As regards health manpower development, we have three training schools for basic, inter-
mediate and higher level staff, which should alleviate the severe shortage of personnel.
These include, firstly, the school of health sciences, started in November 1974 with our own
resources allied to those of the World Health Organization. We hope that this project, which
has been slow to get started as far as the erection of the buildings is concerned, will shortly
enter upon the phase of practical and concrete implementation, which should enable the first
batch of physicians to graduate in 1980. As for the National School of Public Health, we are
training intermediate -level paramedical staff there and its student strength has been
progressively doubled over the past two years with the aim of quickly overcoming the shortage
of State -certificated nursing personnel and of midwives. We are strongly motivated by the
wish to attain self- sufficiency in this sphere by the end of our five -year plan. The

curricular activities of this school are receiving much -appreciated support from UNICEF, from
Canada, from the Federal Republic of Germany, from Belgium and from the French Fonds d'Aide et

de Coopération. We plan by next October to open a section for training laboratory technicians
and to establish a system for continuous refresher training of serving staff. Finally, our
third school, the one for basic level staff, which has been in operation at Zinder since 1975,
has also had its student body doubled over the past year, again with a view to quickly over-
coming the handicap of shortage of personnel.

Our policy in the field of health manpower development is to give priority to training on
the spot, in Niger first of all, then in Africa and then, if necessary, in the rest of the
world. This also holds good for the training of specialists. We welcome the setting up of
a School of Public Health at Cotonou and we keenly desire the early establishment in our
Region of a training centre for higher level teachers of medicine.

Niger plays its part in the epidemiological surveillance network for the control of
communicable diseases. We are delighted that smallpox has been eradicated from the western
and central regions of Africa and we hope that very soon, with the attainment of complete
eradication from the continent, the World Health Organization will be able to celebrate with
due pomp an event so beneficial to the whole world.

We are participants in the onchocerciasis control programme and, following the first
year of treatment of our rivers in 1977, we have laid the groundwork for development projects
in the region being freed of the disease.

Meningitis has again hit us hard this year and is a grave source of concern to our

country. While we have some reason for pinning our hopes on the results of research on this
disease, we should like for the time being to include anti -meningococcal vaccination, costly
and difficult to implement though it is, in our expanded programme of immunization.
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In the sphere of prophylactic, diagnostic and therapeutic substances our country is now
taking active measures. So as to bring medicines within everyone's means, we have laid down
a national drug policy that inter alia defines the terms of reference of a management and
distribution control body which had already for some years been manufacturing aqueous
solutions and which, for the past few months, has been equipped with a compression unit
capable of producing 250 000 tablets per day of chloroquine and acetylsalicylic acid. Our
policy is also based on two selective lists of drugs which are very close to the list of 200
essential active substances drawn up by WHO in October 1977. Our concern for quality control
of prophylactic, diagnostic and therapeutic substances is such that we have appointed a person
responsible for the framing and implementation of this policy at the national level and are
considering opening a laboratory technicians' section and the establishment of an analytical
and toxicological research laboratory.

As regards our plans for future years, we are anxious to participate in the water
decade. "Water for all by the year 1990" is a slogan we subscribe to in view of our
geographical and climatic situation. The urgent preliminary appraisal that was requested in
resolution WHA30.33 is almost completed. Still in the context of the promotion of environ-
mental health, we hope to open this very year, at the school in Zinder, a section for the
training of environmental health officers.

To orient and evaluate the activities of our health units and make our planning
increasingly effective we have undertaken, with assistance from Belgium, the organization of
a health statistical unit which already has some successful work to its credit. We hope,
thanks to this unit, to have in future years a biannual health and biomedical information
bulletin linked to the general information system of the World Health Organization.

We have taken due note of the drastic reduction in staff, especially at headquarters, but
also at the regional offices. These cuts have made it possible to release, with the
unavoidable sacrifice of a few staff members, resources which, more equitably distributed,
have resulted in a larger proportionate allocation for the benefit of the most disadvantaged
countries.

Niger is pleased and proud to be a member, within the Region, of the joint technical
committee of developing countries, for we steadfastly believe in mutual aid and solidarity
between peoples. Our desire to promote and develop consultation and coordination of
activities between WHO and our country has prompted us to appoint, with the agreement of the
World Health Organization, a national coordinator for the Organization's programmes. So far
the experiment seems to be working well.

Mr President, Mr Director -General, ladies and gentlemen, our Region is the largest in
terms of the number of its Member countries - which include, unfortunately, some of the most
disadvantaged countries in the world. The Regional Director's dedication is limitless and we
think he ought to be given still more effective backing by having substantial means placed at
his disposal in consideration of the ever closer prospect of a new world economic order. As
far as Niger is concerned, we are at present taking stock of our three -year programming for
1976 -1978 and preparing the five -year plan. We have already started work on this by holding
the Third National Health Congress, in the course of which we obtained much guidance. In
many spheres we intend to persevere, in many others, as I have just indicated, we shall expand
and even innovate. I trust that the same holds good for our Organization.

Dr STIRLING (United Republic of Tanzania):

Mr President, distinguished delegates, I would first like to offer the sincere
congratulations of my delegation to you, and also to the other officers elected to guide the
deliberations of this honourable assembly. I had hoped to offer constructive comments on the
report of the Director -General, but as unfortunately we had not received it up to the time of
leaving home I can only offer him my congratulations on all the good work that has gone into
it, and now make some rather general observations.

Mr President, we come here each year with strong teams of high -powered experts and
persuasive politicians, and hold these long and sometimes even impassioned discussions, but

what do we achieve? A distinguished colleague last year referred to such an assembly as
"a picnic ", and so decided his attendance did not justify the expense involved. Mr President,

I do not concur with him in the use of that disrespectful epithet, but I do express my urgent
sense of anxiety: what are we doing, and where are we going?

This is a world assembly, but each of us can speak only for that small part of the world
he knows intimately. I do not decry or minimize the problems of Asia, or of America; I know

they are enormous. But I feel bound to speak for what I know, the problems of Africa.
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Africa combines an intimidating health situation with the minimum of resources with which to
rectify it. Africa therefore looks to this Assembly as one of the avenues of hope down which
help may come. And help is not comprised in lofty resolutions and lengthy reports. Nor is
money itself the answer, unless skilfully applied. Money can be squandered magnificently,
with an almost total lack of effect. Money is needed, and a lot of it, but applied at the
precise point and with the most expert direction.

I beg the Director -General not to be affronted. He will be thinking "Have we not
eradicated smallpox from Africa and the whole world ?" True, and we are all, I hope,
sincerely grateful and truly appreciative of this magnificent achievement of WHO. But in
Africa, as smallpox has gone out by the front door, cholera has come in by the back door:
We thought cholera was something that belonged to Asia (the books even called it Asiatic
cholera) but now it is ours, and may be even more difficult to eradicate than smallpox. It
is true we know the basis of prevention, and the recent outbreak has been tackled with
tremendous energy and good effect. It has in fact been a real stimulus to improving our very
defective basic hygiene, but there is still a very long way to go, when one considers that the
main preventive measures involve among other things alteration of people's customs and
behaviour. Even though Tanzania is now almost clear of this scourge, the environment is still
highly receptive, and the disease is still continuing in neighbouring countries to the north
and south, and the chances of its revisiting our country are very high. There, Mr President,
I am in no way blaming WHO. Cholera is essentially something one must deal with oneself,
though we are very grateful for the assistance we have received in respect of drugs.

What, then, of the expanded immunization programme? Again we are truly grateful for
WHO's effort and help in this programme, but the picture as seen from Geneva is not quite the
same as seen from the average village. In Tanzania we have already been able to cover 60%
of our children with preventive vaccinations against the seven diseases, and we hope that by
1980 we shall be able to reach 90% of our target population. But there are still too many
cases of pertussis in the vaccinated children, even though they do not actually die, and the
practical difficulties in delivering potent measles vaccine to children in remote villages are
still formidable. And every ineffective vaccination means an erosion of public confidence
and dissuades mothers from bringing their children, and so they die.

Anyhow, since it is accepted that malnutrition is the basis of measles mortality, and
also inhibits the development of certain immunities, should we not perhaps increase our efforts
in an all -out drive for better nutrition, and then be able to accept measles - as it is
accepted in Britain - as a harmless nuisance, and so save the vast expense on vaccine, so often
wasted between the refrigerator and the child? But then, malnutrition is no simple problem.
Research in nutrition seems to uncover mistakes and erroneous ideas, rather than to provide
practical ways of improvement. Should we not then redouble our efforts here? This is
something fundamental that should be considered by this Assembly, and a strong policy should be
evolved. And the answer is not just large consignments of free food, more particularly when,
as in a recent case, a huge supply of donated food was found to be heavily contaminated with a
poisonous insecticide; more important is improvement in agriculture and in the methods of food
manufacture and preparation, and even in its distribution.

Mr President, I need hardly remind distinguished delegates that measles is not the only
disease that depends critically for its severity on malnutrition. There are other too - common
diseases such as leprosy and tuberculosis, also trachoma and osteomyelitis, where even the
actual development of clinical disease is largely influenced by nutrition. Last year in this
Assembly we had extensive Technical Discussions on nutrition, but have the results of those
discussions penetrated to the villages of Africa to the extent of actually affecting the inci-
dence of those diseases? In Tanzania we have recently introduced comprehensive and powerful
legislation in an endeavour to control the supply, manufacture and distribution of food of an
acceptable standard. Also we have embarked on an ambitious national programme of tuberculosis
control, at a great estimated expense; but if only we could count on a basic improvement in
nutrition, would not a lot of that expense and trouble be avoided?

I have been speaking of infectious diseases, and I do this without apology, as for Africa
the problem of health is basically the daily contest with these diseases, and with the under-
lying basis of malnutrition and defective hygiene. In Tanzania I can count 53 infectious
diseases not yet eradicated or even controlled, and of these the greatest is malaria. This
applies not only to Tanzania but to a large part of the world. This is the disease that daily
erodes our economic effort, and kills our children. Do not look at the hospital statistics;
the deaths are not there. Most of the child deaths occur in the village, in less than 12 hours,
without the child ever reaching hospital. And this is the disease that has no respect for nu-
trition. It is in fact the plump, healthy -looking toddler who goes down suddenly, and between
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evening and morning has become a grey, lifeless corpse. We are all hoping eventually for an
antimalarial vaccine, but that is probably 10 to 15 years away, or more. Meanwhile must our
children go on dying? What is the answer? In a large part of tropical Africa the control of
vector -breeding is an impossible proposition. The experts recommend residual- spraying, but
how do you do residual spraying in houses built of reeds and straw? Or even in mud houses
where there is no ceiling, a grass roof, and open windows? Anyhow, the expense on insecticide
and manpower is enormous; can we encompass it? More hopeful is medicated salt for the whole
population, but even this has its technical problems. I think malaria control is the biggest
single challenge facing WHO. I say this deliberately, in the knowledge that this Organization
took up this challenge a few years ago and, as the saying goes, burnt its fingers. I beg this
Assembly to look again at this problem, and hope that WHO will return to the attack.

Mr President, forgive me if I have appeared provocative. I do not want to be destructive,
but rather to stimulate WHO to greater effort. To summarize, we should consider: (1) more
emphasis on nutrition; (2) an intensified attack on malaria; (3) a constant reappraisal of
immunization programmes; and the benefits of these steps must be made available to the entire
population through a properly integrated basic health service.

We note that the Executive Board has nominated Dr Mahler for reappointment as Director -
General. We are very happy with this nomination, which reflects our satisfaction with his
work. I should like to congratulate him on this nomination, and look forward to his reappoint-
ment by the present Assembly. I am sure that under his leadership WHO will face its
challenges with vigour and determination.

Mr MAMIAKA (Gabon) (translation from the French):

Mr President, Mr Director -General, honourable delegates, ladies and gentlemen, I first
have pleasure in offering my heartiest congratulations to the Director- General for his
outstanding report on the work of WHO in 1976 and 1977, which describes in clear and precise
terms the extent and trends of the major health problems in the world and the activities that
WHO has been able to undertake or encourage for their solution.

As far as progress towards the priority objective of "Health for all by the year 2000" is
concerned, the Government of Gabon prides itself on being in the vanguard thanks to the
establishment of a particularly close network of basic health services associated with a
considerable effort in the fields of training of medical and paramedical personnel and preven-
tion, tackled on a number of fronts through an expanded programme of immunization, intensifica-
tion of maternal and child health wofk, the creation of a health education service, and
strengthening of the means brought to bear on improving environmental health.

The fast - expanding health infrastructure already has at its disposal, for a population of
not quite one million, 15 hospitals, 55 medical centres or equivalent establishments, and 237
functioning dispensaries, containing in all 4472 inpatient beds and staffed by 208 medical
practitioners. This gives us national averages of one physician to every 4622 inhabitants,
one bed to every 215 inhabitants, and one dispensary to every 4056 inhabitants.

It should be noted, incidentally, that the expansion of the basic health services is
being facilitated by the rapid execution and large -scale development of the basic civil
engineering, town planning and communications works undertaken latterly in our country.

In the sphere of training of medical and paramedical personnel the effort is also very
intensive. The University Centre for Health Sciences at Libreville is now entering upon the
fifth year of its course and in 1980 will be awarding the first Gabonese doctor's degrees.

The course is being taken by 110 medical students, and in addition over 100 students and medical
specialists are training abroad. The National School for Health and Social Action, which is
now being enlarged, has over 600 pupils being trained at the State Diploma and Elementary
Diploma levels in the public health branch (nurses and specialized technicians) and the social
action branch. In addition, more than 100 paramedical workers are undergoing advanced training
on fellowships in establishments outside Gabon.

I should like to say that prevention in the public health field has always been a priority
objective of the Gabonese Government and nowadays it is being pursued with very special vigour,
helped, incidentally, by the recent merging into a single department of the Ministries of Public
Health and Population, Social Affairs and Advancement of Women.

The preparation and implementation of an expanded programme of immunization starting in
1978 is one of the prime components of the intensified preventive action, and is being
accompanied by a systematic and comprehensive antiparasite campaign covering all primary school
children between the ages of 5 and 14 years (some 180 000).
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The creation of a national health education service is also in progress and involves
measures for basic or refresher training of health, social action and teaching personnel,
development of the communications infrastructure (audiovisual media, radio, television and
press), setting up of decentralized health education units in the main health and social
welfare establishments, organization of health education in schools, and formation and
stimulation of provincial health education committees in pursuance of the public education

programme.
The considerable strengthening of the financial and material means available to the

national environmental health service should at last make it possible to supplement the
preventive work among the population by a coordinated intervention in the field of environ-

mental health and sanitation. The priority objectives in this sphere are as follows:

- Control of communicable disease vectors; mosquitos in the main urban areas and tsetse
flies in the residual trypanosomíasis foci of Libreville and Port -Gentil;

- Provision of drinking -water for the rural areas by construction of wells fitted with
hand pumps, impoundment of springs and pumping of supplies from watercourses for medium -

sized and small inhabited areas;
- Disposal of liquid and solid wastes by wide -scale construction of simple latrines in

suburban and rural areas and active participation in the implementation of the sanita-
tion projects for the towns of Libreville and Port -Gentil in pursuance of the urbaniza-

tion plans for those two towns.
Finally, the fourth and last facet of the preventive campaign being conducted in Gabon,

maternal and child health, is now going through a phase of real expansion with the commissioning
of new centres both in the provinces (Tchibanga, Booe, Lastourville, Fougamou, etc.) and in
Libreville (the Akebe -Peyrie and Glass maternal and child health centres) and with the partici-
pation of the social welfare centres and services for the advancement of women in the education
of women in general and mothers -to -be in particular.

I have pleasure in emphasizing that, in all these activities, the part played by WHO is a
substantial one: in almost all the projects of any size we find ourselves side -by -side with
technicians from our Organization, and particularly so in the development of our staff training
facilities, both at the University Centre for Health Sciences and at the National School for
Health and Social Action, as well as in our preventive campaigns (health education, sanitation
and environmental health, maternal and child health). This valuable assistance needs of
course to be continued and if possible strengthened, especially in the sphere of staff training
which is a priority need in Gabon as in many other countries.

Sustained application of all these measures to Gabon's public health problems should in the long

run make possible a considerable improvement in the overall health situation, which by the way
is relatively good, with only a few trouble spots, notably: malaria, omnipresent in Gabon;
sickle -cell anaemia, which is particularly widespread in our country; the residual trypano-
somiasis foci of Libreville and Port -Gentil; measles, which remains endemic despite an
intensive vaccination campaign; and the other diseases of childhood, especially intestinal
parasitic infections and accidents of weaning.

Mr President, ladies and gentlemen, I have described to you the health situation and
health activities of Gabon. We have a long way to go yet, but with WHO's participation,
which we hope will be still more active and extensive, and the international cooperation for
which - as I feel bound to remind you now - we have never ceased to appeal, we hope to attain
the priority objectives within a reasonable lapse of time.

Dr BERNHEIM (Nicaragua) (translation from the Spanish):

Mr President, Mr Director- General, ladies and gentlemen, the delegation of Nicaragua has
pleasure in congratulating Mr Kamaluddin Mohammed, Minister of Health of Trinidad and Tobago,
on his election as President of the Thirty -first World Health Assembly. We should also like
to congratulate the distinguished Vice -Presidents who have been so deservedly elected and who
with their ample experience will give sparkle and dynamism to the handling of the items of the
proposed agenda. We wish to congratulate the Chairmen of Committees A and B and also, on
their election, the 16 members included in the total of 24 persons making up the General
Committee of the Assembly.

Our delegation takes great pleasure in offering greetings, on behalf of the Government
and people of Nicaragua, to all the delegates of our sister nations in the world and to the
representatives of the international agencies who come to this Assembly with the fullest
intention of cooperating to ensure the optimum progress of our country's health programmes and
who bring with them their good wishes for the welfare of all mankind. The delegation of
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Nicaragua congratulates the Director- General of WHO, Dr Halfdan Mahler, on his brilliant
performance in the discharge of his lofty functions and his great responsibilities. The

report of the Director -General gives us a broad panorama of the health situation of all the
countries of the world, of the programmes which WHO has developed in those countries, and of
the benefits obtained in the stubborn fight to control disease and the unremitting toil to
improve the health of the community.

I should like to tell this great Assembly about the efforts my country, Nicaragua, is
exerting in the context of its national economic and social development plan in the health
sphere.

In the general policy have been included those modifications to the structure, both
organizational and technical, of the health sector needed to convert it into an efficient and
coordinated health system, in process of integration. Nicaragua is undergoing a historical
process in which major changes are being effected, especially in the social field, including
improvement of the health of the people, with emphasis on rural health and more particularly
on primary health care.

Our Government is committed to putting its own philosophy into effect, consummating it
with the international philosophy of health. Our country has faith in its own people, in
its own community and in that community's development, drawing support, of course, from the
international guidance which nowadays is available from such respected agencies of the inter-
national community as the World Health Organization, with its regional organization for the
Americas, which is the Pan American Health Organization, the United States Agency for
International Development, the Inter- American Development Bank, the World Bank, UNICEF, CAREC,
and others.

Our policy of transformation, reform and change comprises the following points:
(1) coordination of the health services of the sector in process of integration; (2) expansion
of the coverage of the health services, with emphasis on primary care and community participa-
tion; (3) strengthening and restructuring of the various programmes that are being implemented
at present, greater emphasis being given to programmes in such fields as vaccination, epidemio-
logical surveillance, and maternal and child health, and review from the point of view of
efficiency of our administrative procedures; (4) improvement of environmental sanitation,
especially water and soil; (5) development of a national nutrition and feeding policy; and
(6) intensification of training activities, through the determined support of the Nicaraguan
Institute of Health Manpower.

To supplement and strengthen activities under the programmes being implemented by the
various institutes in the health sector belonging to the Ministry of Public Health, the
National Welfare and Social Providence Board, the Nicaraguan Institute of Social Security, etc.,
there has been established a National Health Council, which is a planning, coordinating and
evaluating body that will consolidate health promotion, protection, restoration and rehabilita-
tion activities at the national level.

At present we possess an infrastructure made up of 120 health centres, 40 hospitals,
8 polyclinics, 17 rural care units, 156 rural health posts, 102 family planning clinics, 16
nutritional education and rehabilitation centres, 15 rural community nutrition centres, and
15 peripheral dispensaries in the city of Managua, the whole constituting our present installed
capacity. This capacity will be expanded over the next three years, beginning in 1978,
through the Rural Health Services Improvement Programme which, with financing from the Inter -
American Development Bank in the amount of 23 million dollars, will set up a regionalized
system stratified into different technological levels composed of 167 rural health posts, which
will serve to reinforce the activities our Government is conducting at the primary health care
level, because that is the level where our working potential resides, our country being
predominantly agricultural and therefore rural. In addition, four departmental integrated
health units and two regional hospitals will be built. We have planned the health system for
Managua, based on concepts of stratification, and work is being completed on the construction
of the Chontales Regional Hospital, with 200 beds, the El Rama Hospital, with 50 beds, the
300 -bed Western Social Security Hospital, the Teaching Hospital of the Autonomous University
of Nicaragua, with 300 beds, and the 250 -bed National Children's Hospital, which remains to
be completed.

It is very gratifying for my country to report that a good many of these advances in the
programme to increase coverage are being financed with loans from the Inter -American Development
Bank, and I must moreover inform this Assembly that the United States Agency for International
Development is also financing other programmes, especially through loans and donations for the
basic rural sanitation programme, the National Health Complex and, in the form of a donation,
other activities such as the rural community action programme and the Nicaraguan Institute of
Health Manpower. Recently the Government of Nicaragua obtained financial backing for
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extending the coverage of the basic rural sanitation programme, which will benefit an additional
561 municipalities with a total population of over 180 000.

The Government is tackling the problem of drinking -water supply and sanitary waste

disposal, relying on our own resources and those provided by the international agencies already
mentioned, for both the urban and the rural areas, and we are thus able to present a favourable
balance -sheet as regards the improvement of the health of the 2 400 000 people constituting

the present population of Nicaragua.
Activities have been stepped up more particularly in the rural areas under the basic rural

sanitation and community health action programme, through which we have been trying to solve
the problems of these areas and especially to meet the needs of the scattered rural populations,

by investments geared to the economic capacity of the peasantry. This programme consists in
provision of water through elementary supply systems consisting of hand pumps and windmills and
vertically and horizontally dug wells, combined with health training and community social
development activities such as the training of community leaders and empirical midwives. The

programme also includes the installation of dug sanitary latrines in the homes of the peasant

families and improvement of housing.
With regard to the urban areas, we might say that our programme has been satisfactory,

since we have met the targets of Punta del Este, but we hope to exceed those figures with the
support of the international financing agencies, which have always cooperated to improve our

health conditions.
Through me, my country Nicaragua renders thanks to all the nations represented here for

your attention to this statement of what we have achieved and what still remains to be done.

Mr KONE (Mali) (translation from the French):

Mr Director -General, ladies and gentlemen, the delegation of Mali joins those which have
preceded it on this rostrum in offering you, Mr President, its heartiest congratulations on
your triumphal election to the presidency of the Thirty -first World Health Assembly.

We are also delighted to be able to give our unreserved approval to the expert report on
WHO's work submitted by Dr Mahler, whose dynamism, competence and vision are rivalled only by
the quality of the work accomplished.

Mr President, Mr Director -General, ladies and gentlemen, the Thirty -first World Health
Assembly is being held at a time when the countries of the Sahel are once again having to face
the severe ordeal of a new drought whose baneful effects are supervening upon, and aggravating,
the persistent sequelae of the same calamity which for seven years (from 1968 to 1975) had so
sorely tried my country. The situation is all the more serious in that year by year we must
watch, powerless to prevent it, the ever -deepening disturbance of the ecological balance and,
consequently, the destruction of the economic potential for agriculture and stock -raising of
the entire affected zone, the overall result being a drastic reduction in the available
economic resources.

Knowing as we also do that the inexorable effects of galloping world inflation are being
felt in Mali far more strongly than anywhere else, one can get a clear idea of the extent of
the ordeal we are at present going through. Already the causes of morbidity leading to high
mortality are increasing because of a hostile environment and the lowered resistance, owing to
malnutrition, of both individuals and communities. And yet, despite this severe handicap,
Mali intends to be numbered among those countries that successfully meet the challenge we
ourselves issued here in 1977, namely "Health for all by the year 2000 ".

To this end, we have already begun to lay the groundwork for a wide -scale programme of
primary health care, relying firstly on the total readiness to cooperate of the rural masses
and secondly on the faith and determination of the young Malian physicians graduating from the
National School of Medicine and Pharmacy at Bamako.

All the same, we are very well aware that our efforts will be of no avail if the prior
condition of freeing the country's most fertile lands from onchocerciasis is not fulfilled.
On the strength of the splendid results already achieved in the field by the onchocerciasis
control programme at present under way in the Volta basin, we are prepared to assert that that
is an objective which the international community can perfectly well achieve. And indeed,
it can never be overemphasized that this programme is undoubtedly one of the most magnificent
of human undertakings, planned on a worldwide scale and aimed at finding the solution to a
problem that is also of worldwide scope, so that its success will be a triumph for all mankind.

I ought, however, to mention that we are seriously concerned at the fact that Mali is only
partially covered by the project. Out of the 1 240 000 km2 that constitute the total area of

my country, nearly 800 000 km2 belong to the Sahel zone which is still stricken by drought, at
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least 225 000 km2 out of the remaining 400 000 are in the grip of onchocerciasis, and less than
100 000 km2 of these fertile lands are covered by the programme now in progress.

Thus Mali is caught between the jaws of those gigantic and terrifying pincers formed by
the Sahel on the one hand and by onchocerciasis on the other; on one side, a devastating
drought against which no effective weapon has yet been found, and on the other fertile lands,
with undoubted potentialities for agriculture and stock -raising but overrun by "river
blindness ", where almost all the development programmes, planned or in progress, are located
(the groundnuts and food -crops, millet and tea projects, the cement factory at Diamou, the sugar

refinery at Dougabougou, the southern Mali development programme, the 200 million kWh/year

hydroelectric dam at Sélingué and the 800 million kWh/year dam at Manantali). Well, I repeat,
less than 100 000 km2 of these fertile lands where Mali's survival is at stake are covered by

the project. That is why, in view of the spectacular results which have already been achieved
in the field and to which the rural masses constantly look as an example, we have sound reasons
for being very optimistic as to the outcome of the battle that has been joined, as long as we
are prepared not to stop half way. The existence of onchocerciasis foci partially covered by
the programme is the sort of thing that worries us. This applies to part of the Koulikoro
and Kayes regions in Mali; and practically all the basins of the water -courses that drain our
sister countries, Guinea and Senegal (the Baoulé, Falémé, Tinkisso, Sandarani, etc.), are
excluded from the project. In short, if we want to be sure of conquering endemic onchocerciasis,
we absolutely must either provide for an extension of the present programme or plan another
programme for Senegal, Guinea and the parts of Mali not covered.

In any case, we are convinced that the wisest and most realistic solution within the reach
of mankind for chasing the hideous spectre of drought from our countries is to free from
onchocerciasis, and then develop, these fertile lands now in the grip of river blindness.
Convinced as I am that the problem exercising the minds of the delegation of Mali will be of
concern to the whole of this august assembly, I should like to say, ladies and gentlemen:
Thank you!

Mr SERETSE (Botswana):

Mr President, Director -General, distinguished delegates, it is with great pleasure that
I take my turn to address this august gathering. May I take this opportunity to associate
myself with previous speakers in congratulating you, Mr President, on your election. I

would like also to congratulate the Director- General on his first biennial report on the work
of WHO for the years 1976 -1977. As usual it synthesizes and crystallizes the objectives and
aspirations of our Organization. Furthermore, it enables us to take stock of our activities
in the health sector two years after the historic resolution WHA29.48 of 1976.

I express appreciation of the work done by the Organization towards programme development
with a view to collaborating with Member countries in the development of national plans and
programmes. Countries such as mine have learnt to identify their health and other socio-
economic needs through consultation with the people at grass -roots level. Guidelines for
country health programming will guide our planners in the definition of our priorities and
intersectoral involvement for the solution of health and other socioeconomic problems as
stated by the people. My country therefore looks forward to participating in training
programmes for country health programming with our Regional Office, so that national core
groups for country health programming can be developed as recommended by the interregional
seminar held in New Delhi in February 1977.

I believe that the development of medium -term programming will greatly assist the review
of programmes and contribute to the preparation of the Seventh General Programme of Work.

In the area of strengthening of health services, we are ever mindful of the Organization's
aspiration towards health for all by the year 2000. Towards this end we have given priority
to making health care accessible to individuals and families in the community by means

acceptable to them, through their full participation, and at a cost the community and country
can afford. In December 1977 we held a national workshop on primary health care involving
the disciplines of education, local government, water affairs, social welfare, agriculture,
and public works and a few traditional healers. The WHO representative for Botswana, Lesotho
and Swaziland participated fully in our workshop. The workshop identified the need for
primarily motivating communities towards actions which will provide for the health of each
individual family and, secondly, intersectoral involvement and provision of these elements
that further provide health facilities, housing, assistance with agriculture and education.
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The main thrust of our Third National Development Plan was the establishment of a

network of basic health facilities throughout the country. Although construction of these

continued during our Fourth National Development Plan, the emphasis turned to the
strengthening of the referral part of the system, through the upgrading and expansion of

existing hospitals and health centres. The emphasis will now be service -oriented, for
example in promoting community involvement in the provision of health services, improving

the quality of services, and reaching unserved areas.
Although traditional medicine was discussed both in Brazzaville in February 1976 and

by the Regional Committee in September 1976, we in Botswana need to give more time and effort to

studying the practice of traditional medicine in our country. In the meantime a dialogue

with traditional healers, as leading members of communities, has been started. Our main

thrust is to obtain their cooperation in recognizing those conditions that cost life and need

protection by immunization and vaccination. We are trying to get them to work closely with

health workers in promoting acceptance of immunization and in referring certain conditions to

health centres and clinics.
We subscribe fully to the policy of using simply but adequately trained multipurpose

community -based workers for rehabilitation of the disabled. We have had assistance from the

Organization for the reappraisal of our own services for the handicapped. We intend to begin

implementation of these recommendations, utilizing community -level multipurpose rehabilitation

officers.
Formulation and monitoring of policies and programmes are hampered by lack of reliable

information concerning health and demographic indices. Not enough is reliably known about

the levels and patterns of fertility and mortality in the country. Efforts are being made

to improve the health information system at two levels: strengthening the analysis of

health statistical information at the central level with the assistance of a WHO medical

statistician; and better utilization of community health workers for collecting vital
information concerning births and deaths.

The Director -General's report highlights the need for the education of family members
about their responsibilities for their own health care. This is indeed the challenge of the
concept 'of primary health care. My country is one of the countries cooperating with WHO,
UNFPA and UNICEF in the strengthening of our maternal and child health services. We have
strengthened particularly the health education and health information systems. I look

forward to the results of the WHO collaborative research and education programme on infant
feeding practices mentioned in the report. We have very recently commenced a nationwide
surveillance of the nutritional status of children attending our preschool clinics, using
the parameter of weight. We hope to develop this with the assistance of the Organization,
and I would like to express here our appreciation of the visit by a member of the nutrition
unit at headquarters and his advice on our nutritional surveillance. We also have technical
cooperation with FAO through the World Food Programme scheme for vulnerable groups and
school -going children. The Organization is to be congratulated on its tireless efforts in
highlighting the importance of nutrition.

As stated by my predecessor at the Thirtieth World Health Assembly, Botswana was
honoured to have been associated with the UNICEF/WHO Joint Study on Community Involvement
in Primary Health Care. The main thrust of our Fifth National Development Plan as demanded
by the people will be provision of sufficient health education to promote a change in the
behaviour of our communities.

In the area of human reproduction may I add our voice to those of other Member States
in demanding the intensification of research in the field of human reproduction, especially
in infertility and pregnancy wastage.

My Ministry will continue to emphasize training, with particular importance attached to
those cadres of medical staff who are of major importance for improving our rural health
services. Because of difficulties encountered in placing our students in training
institutions in other countries, measures are under way to begin the local training of nurse
tutors, nurse practitioners, public health nurses, laboratory technicians, health education
assistants, nutrition assistants and health administrators. Training of community -based
frontline rural health workers will continue till sufficient numbers are trained to get good
coverage of the population. This will give support for village- initiated health improvement
programmes. My country has benefited from and will continue collaboration with the
Organization in the provision of adequate fellowships for training outside the country. The
efforts of our Regional Director and his Office to expedite these training programmes
whenever requests have been forwarded are sincerely appreciated.
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The Director -General's report points out the return of malaria to wide areas that had
largely been freed of the disease, and the technical problems raised by resistance to
insecticides and antimalarial drugs. Our programme for reduction of morbidity and
mortality is a combination of insecticides and prophylactic administration of antimalarial
drugs. One of our prime concerns is the training of personnel in malaria surveillance and
entomological field work. Schistosomiasis will be controlled by forming bilharzia control
units who will work in endemic areas now being identified by a national survey of the disease.

The plan for the global eradication of smallpox by the end of 1979 is a tribute to the
work of this Organization. The last case of smallpox in Botswana was reported in 1973.

Intensified surveillance is presently being undertaken to establish sufficient baseline data
for the visit of the commission for global certification in 1979. The eventual declaration
of a world free of smallpox will mark an important achievement in the field of international
cooperation and collaboration in disease eradication.

The expanded programme of immunization is given high priority in our programme, which is
mindful of the target of providing immunization for all children by 1990 and of reducing
morbidity and mortality from those other diseases of public health importance for which safe
vaccines currently exist or become available. We have revised our measles vaccination
routine in response to a communication from our Regional Office on the optimum age and dose of

vaccine. However, we see a need to look further into the problem of how best to protect
children between the ages of 6 months and 9 months, an age group which seems in the African
Region to show an almost total disappearance of maternal antibodies. We look forward to
the development of better maintenance of the cold chain. Tuberculosis remains a serious
public health problem in Botswana. With the help of WHO in mounting a programme of tuberculosis
control in 1975, we have seen success in the area of BCG vaccination with a reduction in the
number of new cases in children. We are in full agreement with the recommendation of a
reporting system based on bacteriological diagnosis.

We welcome the Organization's new approach in mental health care, which stresses the need
for a multidisciplinary attack on the problems of individuals and societies recognizing the
interplay between political, economic, social, psychological and technical elements.
Mr President, by accident or design of history and geography some of us happen to belong to
a part of the African continent characterized by continuing political uncertainty, where the
role of mental health in promoting total human wellbeing cannot be overemphasized. The
tragedies of men, women and children yearning for self -determination and fleeing into our

country from the inhuman treatment of minority regimes are very well known to this Organiza-
tion, the United Nations High Commissioner for Refugees, the International Red Cross and the
international community as a whole. Basing itself on the recommendations of a WHO consultant,
my country is redefining the nature and aims of our mental health services with a view to
embarking upon a community- oriented programme with action directed at the mentally ill patient
and the community to which he belongs, close to his environment in its totality.

An emphasis is being placed on health education for the prevention of dental problems,
especially aimed at primary schoolchildren.

Concerning the health of the working population, Botswana will receive assistance from WHO
for 1980/1981 for both personnel and fellowships. In collaboration with UNFPA and ILO,
a programme for workers' family welfare will soon be launched for the education of workers
in the country's expanding industrial population.

Following the United Nations Water Conference in 1977, and in consideration of its
recommendations, some steps forward have been taken in the provision of potable water. This
programme will continue to receive high priority, and hopefully the International Drinking-

Water Supply and Sanitation Decade will see a large reduction in waterborne diseases in
Botswana. As far as human waste disposal is concerned, various types of latrines are being
constructed in low -cost housing schemes and they are being tested for acceptability to the
communities. Environmental sanitation pilot projects are being planned to start in two
villages. Health education will be the basis, aimed at education about the hazards of
indiscriminate disposal of human waste and assistance to communities in the construction of
household toilets and disposal of household waste.

We congratulate the Director- General on the production of the Ninth Revision of the
International Classification of Diseases (ICD -9), to be introduced in 1979, and look forward
with interest to its new definitions and recommendations concerning maternal and perinatal
morbidity and mortality.

In conclusion, Mr President and distinguished delegates, may I thank you for your kind
attention.
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Mr MWANANSHIKU (Zambia):

Mr President, Director -General, Deputy- Director -General, your excellencies, distinguished
delegates, ladies and gentlemen, allow me, Mr President, to join my distinguished colleagues
in congratulating you, the Vice -Presidents and the Chairmen of the committees upon your elec-

tion to the respective offices. My delegation is confident that the office -bearers will
individually discharge their tasks worthily and efficiently so that our proceedings and
conclusions may reflect the seriousness of this august assembly and its commitment to the
health of mankind.

Mr President, the task before this Assembly is particularly important at this time in
the history of the Organization. We have passed important and far -reaching resolutions in
this Assembly and in the meetings of the Executive Board and regional committees. It is,

therefore, necessary for this Assembly to examine critically how well these resolutions are
serving mankind all over the world. The best evaluative report of our performance is, of

course, synthesized in the Director -General's report, which Dr Mahler has presented to us in
a forceful manner.

I wish now to refer briefly to some important aspects of the Director -General's report,
particularly the reorientation of the work of this Organization as mandated in previous

resolutions and in the programme budget policy and strategy. Preliminary evaluation would

indicate that the Director -General and the whole Secretariat have seriously appreciated the
mood and spirit of the relevant resolutions.

The Zambian delegation is mindful of the fact that the resolutions which are passed
without serious programmes to translate them into action could easily be an annual exercise

in polemics. But, Mr President, it is clear from programmes such as those for primary health
care and appropriate technology, and even the Special Programme for Research and Training in
Tropical Diseases, that a foundation is being laid upon which to build our programmes for

achieving minimum health for all by the year 2000.
Mr President, I have said that we have made a good start in implementing the important

resolutions of this Assembly. My belief is based upon the relevant programmes that have

survived after receiving critical analysis of their relevance and, where necessary, the
reorientation that has been going on within the Organization. During the past year Zambia
has attended and participated in the meetings of the Headquarters Programme Committee and the
Executive Board, where the reorientation of programmes was discussed in the spirit of the

resolutions which I have already referred to. The Zambian delegation notes with satisfaction
that the Executive Board and especially its Programme Committee paid serious attention to
these matters in their last meeting.

Mr President, I would like now to turn to the performance of health services in Zambia

over the past year. We have had a successful but difficult year. The difficulties

encountered related mainly to economic and political problems in southern Africa. In the

economic field our difficulties stem from the depressed prices of copper, a commodity which

earns us foreign exchange. As a landlocked country and considering the fact that our border

with Rhodesia, through which most of our imports and exports passed before 1973, has

been closed in pursuance of a United Nations resolution, substantial resources of the country

have been spent on re- routing goods through the port of Dar es Salaam. In addition, we

continue to experience incursions from the minority and belligerent regimes of Rhodesia and
South Africa in which human life and property have been lost. Naturally this state of affairs

has affected the way we use our resources, and as a result the implementation of our health
programmes and overall national development plans greatly suffer.

Zambia has also a serious refugee problem arising from the oppressive nature of the
minority regimes and this has caused extra financial burdens leading to unplanned demands on
the country's health care and other social service activities. Most of the refugees come to

Zambia without any immunizations against common communicable diseases. There are about

50 000 refugees in Zambia, amongst whom about 15 000 are children below the age of 16. The

number of refugees entering Zambia through unofficial channels is, of course, not known, but

it is believed to be substantial. This influx of refugees lays Zambia open to possible

infection with diseases from the neighbouring countries which are under racist regimes.
Mr President, the economic difficulties we experience have also affected our health care

and other social service activities as a result of cuts in government spending. Procurement

of essential equipment and drugs has sometimes met with difficulties because of foreign

exchange problems. Thanks to WHO and UNICEF, the inflow of essential vaccines has remained

stable, even though there is scope for more assistance.
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The expanded programme on immunization continued during last year despite the unresolved
cold chain and logistic problems. We, however, continue to learn valuable lessons as we
implement the programme. In other communicable disease control areas, our most important
achievement was the certification in March this year of the eradication of smallpox in Zambia.
Mr President, my delegation is worried about the possible existence of monkeypox in some

African countries. The outbreak of cholera remains a threat to Zambia, and my delegation
would welcome WHO assistance in intensifying and strengthening the surveillance system. This

year Zambia suffered extensive damage due to unusually heavy rains which resulted in floods
rendering many people homeless and causing loss of property worth thousands of kwacha. Already
there are indications that malaria could be a serious problem this year. We hope that the
control measures being applied will be effective in controlling the disease. Cerebrospinal
meningitis was reported in some areas. We believe that vaccination and other control measures
we have instituted will be effective in preventing serious epidemics.

Mr President, the Special Programme for Research and Training in Tropical Diseases, based
at Ndola in Zambia, has now commenced serious work with the initiation of major epidemiological
surveys in Chitambo and other areas in the country. At least one schistosomicidal drug has

been successfully tried with 100% cure rates. I await the general availability of this drug
after all safeguards have been taken care of. My delegation is grateful for the opportunity
that was extended to Zambia to participate in the very first meeting of the Joint Coordinating
Board of the Special Programme.

Zambia acknowledges with gratitude the support and interest that the centre in Ndola has
received from many bilateral agencies. Zambia also welcomes the World Bank's participation
in this important programme - an indication that the Bank realizes the cause and effect of
underdevelopment due to the six tropical diseases problems.

In the development field, we have continued our programme of building a widespread health
infrastructure throughout the Republic. A project for demonstrating approaches in primary
health care has been under way in the Kaputa area in the northern part of the country. We
are examining the possibility of the general application of the findings in this area to the
rest of the country.

We are also in the process of evaluating the district public health coordinators' training
programme with a view to rationalizing their training and use.

The physical facilities at the health service school at Chainama in Lusaka are now nearly
complete and permit an increase in enrolment. But there is need for a second training centre
in order to meet the increased demands for rural health services. The post -basic nursing
school is functioning well and the first graduates are expected from the school later in the
year. We expect that the additional manpower will meet our needs in the fields of nurse
education, administration and public health. Construction work in the Mwachisompola demon-
stration zone is being finalized and training activities for medical assistants and medical
students have already started, thanks to the international cooperation we have received and
continue to receive in this project. The national seminar held last year in traditional
medicine revealed the preparedness of the traditional healers to work collaboratively with
conventional western -type medical practitioners. Inquiry into ways of introducing traditional
medicine scientifically into primary health care is proceeding.

Mr President, I have just finished reviewing the health sectoral plan which will form part
of the next national socioeconomic development plan. It is intended that particular emphasis
will be given to manpower development, primary health care and disease control, and the programme
of equitable distribution of health facilities and services will be continued. I am hopeful
that the next development plan will stimulate our traditional and new friends into maximizing
technical cooperation so as to assist us to realize the planned objectives.

Mr President, allow me to express my delegation's deep gratitude for the excellent

cooperation and assistance that Zambia has received from the Director -General, Dr Mahler, and
his deputy, Dr Lambo, all the members of the Secretariat at WHO headquarters, the officers at
the Regional Office and the area representative and his office in Lusaka. I wish also to
mention that the visit of the Director -General, Dr Mahler, and the Regional Director, Dr Quenum,
to Zambia last June was most inspiring and I hope that this is just the beginning of many more
such visits.

Mr President, my delegation also wishes to pay special tribute to the many friendly
countries and various international organizations for the cooperation and assistance received
in our efforts to extend and improve our health services in Zambia. This spirit of inter-
national cooperation and understanding is vital if our commitment to the objective of health
for all by the year 2000 is to be realized. My delegation believes in closer regional and
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international cooperation and is of the view that the developed countries should continue to
render assistance to the developing countries in order to narrow the gap between them.

My delegation is optimistic that the underlying political problems of southern Africa
will ultimately be resolved in favour of the oppressed masses who will be victorious, so that
the people of Zimbabwe and Namibia may take their rightful place in this Organization. My
delegation salutes the heroic struggle of all the revolutionary peoples of Zimbabwe and Namibia
that are engaged in relentless wars of liberation and assures them of our solidarity.

My President, your excellencies, distinguished delegates, I thank you for your attention
and wish this Assembly success in its deliberations.

Professor GRENDA (Poland):

Mr President, ladies and gentlemen, in the name of the delegation of Poland I wish to
congratulate you, Mr President, and the Vice -Presidents on the occasion of your and their
election to these honourable posts, and I would wish you every success in the fulfilment of
your important and difficult responsibilities. Let me state with satisfaction that the report
of the Director -General presents inclusively and matter of factly the activities of the
Organization in the years 1976 -1977. The delegation of Poland appreciates the Organization's
work in the report period, and congratulates Dr Mahler, the Executive Board and the Secretariat
for their effort and the results obtained. The indication of our appreciation of Dr Mahler's
activity will be our support for his candidature for the next five -year term as Director -
General of the World Health Organization.

In relation to our standpoint on some specific problems of the Organization to come up
for discussion in Committees A and B, I would like to present our view on the most ambitious
long -term programme of the Organization outlined in resolution WHA30.43 adopted by the
Thirtieth World Health Assembly. This is the attainment by all citizens of the world by the
year 2000 of a level of health that will permit them to live a socially and economically
productive life. The implementation of the programme depends to a great extent on educating
a sufficient number of personnel, developing an optimal health care organization for each
country and provision of an infrastructure for health care services. Though the Organiza-
tion's activities for the development of sufficient medical personnel are extensive and
multisided, they do not meet the existing requirements. A cause, of course, is the fact that
in many countries the stage has not been reached of the integration of the planning process of
personnel education vis -à -vis the requirements and specific conditions of each country.

Taking advantage of the experience of Poland, I can say that the integration of education with
health care requirements constitutes a basic element in the development of health care organi-
zation and is a condition for progress in this field. Our experience also proves the
importance of permanent education, which makes medical professions more attractive and
constitutes an incentive for quality improvement in medical personnel. Being fully aware
that the experience of one country cannot be literally adopted by another, I think that the
Polish system of integration of education with health care and a lifelong education programme
can become an inspiration for other countries in their approach to this problem. I wish to
say that we can make available our experience to all the Member States who would like to use
it

The delegation of Poland shares the concern expressed in the Director -General's report
because of the mounting migration of health service personnel from the developing countries to
the developed ones, which aggravates the geographical maldistribution of medical personnel.
Migration takes away from the developing countries the most educated and most dynamic people,
who could be useful not only for their health services but for the training of new personnel.
I think that to have a full appraisal of the situation it would be necessary to estimate the
financial consequences of migration and the resources invested by the World Health Organization
and the developing countries in the training of doctors and nurses from the developing
countries who now work in the developed countries. We are of the opinion that the Organiza-
tion should study more thoroughly the problem of undesired migration, and therefore I propose
that the Secretariat prepare a report on that subject for the Thirty- second Health Assembly.

Fully supporting the Organization's work for the development of health services, I want to
say that the pace of development of clinical and basic research is still higher than that of
health care organization. Therefore we are especially appreciative of the important role
attached to health care research, and in particular primary health care, in the implementation
of the programme "Health for all by the year 2000 ". The Polish delegation's standpoint is
that the provision of universally available health care constitutes the most important task for
the Organization, and to attain this goal it is necessary to integrate research and exchange of
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information on the organization of health care in given social and economic conditions.
Therefore I would propose to give higher priority to this type of research carried out under
the auspices of WHO. We hope that the Conference of Alma -Ata will contribute to the greater
effectiveness of WHO's work and will help to develop health care systems adjusted to each
country's requirements on the basis of the exchange of experiences. We expect that the Alma -
Ata Conference will improve productive collaboration in the field of health between countries
of different geographical and socioeconomic conditions.

Mr President, the attainment of health for all by the year 2000 will be possible only if
we maintain a basic value, which is peace. It is also obvious that even a part of the
world's resources spent on armaments would cover the needs of health care and would multiply
the effectiveness of WHO's work. Yet Polish public opinion is deeply concerned about events
which are in opposition to the image of a world free from wars and about the enforcement of
the human right to life lived in peace, which is the most essential of all human rights. Our

country was mutilated during both World Wars, which, besides devastation, caused the death of
millions of people and left millions of disabled. Therefore the Polish nation has the moral
right to demand a peaceful life and to stand for putting an end to the expensive and dangerous
armaments race. We believe that knowledge of the rights of nature will be used in an immense
work to complement efforts to further ideas of humanity. We want full cooperation in the
utilization of scientific accomplishments to serve to the fullest extent WHO's constitutional
responsibility, which is work for the health of nations, good relations between them and their
safety.

The PRESIDENT:

Well, our thanks to the distinguished delegate of the Government of Poland bring
to an end today's meeting with respect to the speakers on our list. There are a few other
matters which we will have to attend to and I crave your indulgence before we rise.

First of all, may I draw your attention to the latest position regarding speakers and
time. Several speakers today exceeded their speaking time, in one case almost doubling the
allotted speaking time. We have 58 speakers left on the list and, at an average of 10 minutes
each, that would take 580 minutes, that is 9 hours 40 minutes or approximately 10 hours.

Tomorrow's meeting from 9.30 to 12 and from 2.30 till 5.30 amounts to 6 hours, so we still
have 4 hours to account for. We have several alternatives, one of which is that we meet
tomorrow night. It is always better to get the major policy speeches made and concluded
early rather than carrying through to the next week. I do not know what the Secretariat and
the Committee responsible will advise, but we have several alternatives which we have to think
over. Either we sit tomorrow night, or we have a meeting early on Friday morning and finish
by midday, or we hold the meeting on Monday. I understand that Friday is out, so that we will
allow the experts to see how they can make some mathematical calculation and try to fit in
some time to allow delegates to complete their discussions. Of course, there is another way,
and that is if we can voluntarily make a momentous effort, with people cutting their speeches
by half, then everybody will be able to speak. But it is a matter for you to decide.

I would like to mention that the list has been closed and in addition to the list which
you have received today in your Journal the remaining countries who have indicated their
desire to speak will be Rwanda, Yemen, Guinea, El Salvador, Comoros, Cape Verde, Uruguay and
Chile. So you can add them to your list.

The second point I should like to make is that, as soon as we adjourn here, there is a
meeting of the Member States of the Organization of African Unity; all members of that group
are asked to meet immediately following the conclusion of this meeting.

2. ADOPTION OF DRAFT RESOLUTION OF CONDOLENCE

The PRESIDENT:

We have a request from the delegate of France, who would like to present a draft resolu-
tion of condolence on the very sad occasion of the passing away under very tragic circumstances
of Signor Aldo Moro. I therefore give the floor to the distinguished delegate of
France.

Professor AUJALEU (France) (translation from the French):

Mr President, dear colleagues, our President announced to us yesterday afternoon the
death of Mr Aldo Moro, thus underlining the significance of that event.
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Of course, violence is, alas, widespread throughout the world and political assassinations
are unfortunately not exceptional, but the killing of Mr Aldo Moro did not take place in the
heat of an encounter. It was done in cold blood, after a long period of confinement and
blackmail. It is because of the particularly abominable nature of this murder that the
delegations of Belgium, Luxembourg, Portugal and France propose that we should adopt the
following resolution:

The Thirty -first World Health Assembly,

Deeply grieved by the announcement of the tragic death of Mr Aldo Moro, an
eminent Italian leader murdered in particularly dramatic and deplorable circumstances;

EXPRESSES its most sincere condolences and deep sympathy to his family and to
the Italian people.

The PRESIDENT:

Is that proposal seconded? The proposal is seconded. Do I take it that it is the
general wish that we express our deep condolence and sympathy to the relatives and the
Government and people of Italy? Is that agreed? I take it that is agreed.1 Thank you very
much indeed. A suitable communication will be sent.

In closing the meeting my attention is drawn to the fact that the distinguished delegate

of Italy would like to have the floor.

Professor CANAPERIA (Italy) (translation from the French):

Mr President, ladies and gentlemen, I should like to express here, on behalf of the
Italian delegation, which was deeply touched by the resolution you have just adopted, our
feelings of profound gratitude to the delegations which submitted that resolution and to all
of you for having kindly adopted it. I am sure that the Italian Government and my fellow
citizens will greatly appreciate this manifestation of sympathy in face of the tragedy that
has befallen my country.

The PRESIDENT:

I thank the distinguished delegate of Italy. It only remains for me to thank you very
sincerely, distinguished delegates, ladies and gentlemen, for your kind cooperation. This

meeting is now adjourned until 9h.30 sharp tomorrow morning.

The meeting rose at 17h45.

1 Resolution WHA31.2.
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President: Mr K. MOHAMMED (Trinidad and Tobago)

1. APPOINTMENT OF THE DIRECTOR- GENERAL AND APPROVAL OF HIS CONTRACT

The meeting was held in private from 9h30 to 10h50, and resumed in public session at
11h00.

The PRESIDENT:

Distinguished delegates, ladies and gentlemen, the sixth plenary meeting of the Thirty -
first session of the World Health Assembly is hereby called to order.

The Assembly is now meeting in public session, and it is my privilege and pleasant duty
to read out the two resolutions which have just been adopted by the Assembly in private
session. The first resolution is as follows:

The Thirty -first World Health Assembly,

On the nomination of the Executive Board;

REAPPOINTS Dr Halfdan T. Mahler as Director -General of the World Health Organization.)

I would like to state that this resolution was accepted not only with unanimity but with prior
and therefore Dr Halfdan Mahler is now appointed as the new Director -General of

the World Health Organization.

The second resolution which has been adopted is, and I quote:

The Thirty -first World Health Assembly,

I

Pursuant to Article 31 of the Constitution and Rule 109 of the Rules of Procedure of
the World Health Assembly;

APPROVES the contract establishing the terms and conditions of appointment, salary
and other emoluments for the post of Director -General;

II

Pursuant to Rule 112 of the Rules of Procedure of the World Health Assembly;

AUTHORIZES the President of the Thirty -first World Health Assembly to sign this
contract in the name of the Organization.2

May I take this opportunity, as President, to extend my sincere and warmest congratulations
to Dr Mahler and to convey to him the warm sentiments and affection as well as support which

have been expressed by so many members of this august assembly in private session. Dr Mahler,
may I congratulate you and wish you a successful term in office. Thank you very much.

I now give the floor to the distinguished Director -General.

The DIRECTOR -GENERAL:

Mr President, honourable delegates, I would like to tell you a little story about a
Director -General of an international organization who, for obvious reasons, shall remain
unnamed. He was taking a daily walk, as he had been doing for the last five years, along

1 Resolution WHA31.3.
2
Resolution WHA31.4.
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the edge of a precipice. That particular day he became absorbed with the fear of the
possibility facing him of being re- elected for another period, and being so absorbed, he fell
over the edge. But fortunately, exactly half -way down the cliff, a branch of a tree was
jutting out and the unfortunate Director -General managed to grasp hold of that branch. Dis-
playing a very unusual sense of self -reliance, and therefore knowing when and to whom to turn
for technical cooperation, he looked up to heaven and called: "Is there anybody up there to
help ?" A celestial voice came booming down, saying: "Don't be afraid, my son, you have
already travelled half the way. Jump down to the bottom of the cliff. Have faith. When you
reach the bottom, all the world's citizens, including yourself, will be well on their way to
health for all by the year 2000 ". Then the poor Director -General, looking down the next
1000 metres to the bottom of the cliff, once more anxiously turned his head up to heaven and
cried out: "Is there anybody else up there ?"

Mr President, in all seriousness, I do have faith in WHO, what it stands for and in your
political wisdom to guide it forward. I therefore do feel proud of having been re- elected,
not proud in any personal sense of pride, but only in the feeling that you have found me
worthy to steer the Secretariat forward along the policy path that you have traced and that
I have done my very little best to try to implement. I therefore thank you in all sincerity
for the courage you have shown in re- electing me, because you will need courage and I shall
need courage if we are to mobilize that intensity, that commitment, that dedication, which
alone will have a chance of making us approach the social health target that you have set.
For my part, I promise I shall dedicate all my energies to the political struggle for health.

Just a few last words to say what I mean by that. I grew up, professionally, at the same
time and in the same manner as your Organization: like WHO, I started my professional career
believing that technical excellence alone could lead to health. We have travelled a far,
difficult way since then and we now realize that managerial competence is just as important
as appropriate health technology, but - above all - that only social purpose and political
determination will truly lead to progress for health and for development in general.

I hope you do not find it out of place that I, in this way, express my sentiment of a
kind of two -way identification of my own development with that of your Organization. We have
together tried to plan in the last few years the social goals for WHO and for yourselves
in individual Member States, and we have tried to strengthen the political will that will be
required if these plans are to be put into practice. You have also, in my opinion with
singular vision set as the main social target for the next decades the attainment for all the
world's citizens of health by the year 2000. We must now spend the next few years in making
sure that these plans do become reality. These are, for the world as a whole, and certainly
also for health, crucial years, and I should like to confirm once more, Mr President, my
total dedication to establishing those processes firmly so that, indeed, you will be approaching
this health target that you have set.

I am confident that if we do work hard enough together we shall be able to stamp the
path that surely will lead to victory for health. When I say "we ", clearly I do not only
think of you and myself, but very much of the whole Secretariat of WHO - all of them, wherever
they may serve - and I wish to take this opportunity to express profound gratitude to them for
having been willing to cooperate in carrying out your wishes in a very difficult period of
change.

Mr President, honourable delegates, once more, thank you.

The PRESIDENT:

Our thanks go to the Director -General, and we all wish him a very fruitful, enjoyable and
productive term of office.

2. ANNOUNCEMENTS

The PRESIDENT:

May I now make an important announcement concerning the annual election of Members enti-
tled to designate a person to serve on the Executive Board. Rule 101 of the Rules of Proce-

dure reads:
At the commencement of each regular session of the Health Assembly the President shall

request Members desirous of putting forward suggestions regarding the annual election of
those Members to be entitled to designate a person to serve on the Board to place their

suggestions before the General Committee. Such suggestions shall reach the Chairman of
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the General Committee not later than forty -eight hours after the President has made the
announcement in accordance with this Rule.

It is now for me therefore to invite delegates wishing to put forward suggestions concerning
these elections to do so not later than Monday morning, that is the coming Monday, 15 May, at
10h00, in order to enable the General Committee to meet the same day at noon and draw up its
recommendations to the Assembly regarding these elections. Several speakers during the course
of yesterday mentioned that they wished to propose names, and now is the time to do it -

between now and Monday morning. Suggestions should be handed to the Assistant to the Secretary
of the Assembly.

I would like to take this opportunity to recall that Committee B will resume its work
within five minutes, so we are having two meetings. The meeting of the non -aligned countries,
which was postponed from earlier this morning, will resume right now as well. Those who are
interested may then proceed to that meeting.

3. GENERAL DISCUSSION ON THE REPORTS OF THE EXECUTIVE BOARD ON ITS SIXTIETH AND SIXTY -FIRST
SESSIONS AND ON THE REPORT OF THE DIRECTOR- GENERAL ON THE WORK OF WHO IN 1976 -1977
(continued)

The PRESIDENT:

We have now come to the stage when we can continue our general debate. The first two
speakers on the list, the delegates of Hungary and the Democratic People's Republic of Korea,
please come to the rostrum.

Let me just explain that at the closure of the list there were some 61 countries to speak,
and I would like to remind speakers to keep looking at the buttons at the righthand side of the
microphone and, when the amber light comes on, begin to wind up; otherwise they will be
exceeding their time.

I give the floor to the distinguished delegate of Hungary.

Dr SCHULTHEISZ (Hungary):

Mr President, distinguished delegates, ladies and gentlemen, first of all, on behalf of
the Hungarian delegation let me congratulate you and the officials of this Assembly on their
election.

I respectfully greet Dr Mahler and his colleagues as well as the participants in the
Thirty -first World Health Assembly. I am very pleased to have the opportunity to express my
best wishes to Dr Mahler on his reappointment and wish him success in his future work.

I congratulate the Director -General and the Chairman of the Executive Board on the com-
prehensive and extremely useful reports on the work of WHO, which give an account of the
results achieved but point out at the same time also the tasks still facing us.

Our delegation notes with satisfaction that détente and peaceful coexistence continue to
play a determinant role in international life, serving the interests of all mankind. At the
same time we see with anxiety that the various reactionary forces, the monopolies interested
in armament, the enemies of peace and progress strive to block positive processes and want to
force mankind once again on to the dangerous road of the arms race. We, who as representatives
of our countries' health services wish to work towards the improvement of the health conditions

for all peoples in the world also within the framework of this Organization, have to watch
with concern the preparations for producing a new, particularly inhuman tool of mass destruc-
tion, the neutron bomb, which endangers the fundamental right of every human being, the right
to live. Therefore, our delegation resolutely condemns the plan to produce neutron weapons
and to deploy them in Western Europe. The arms race endangers the lives of millions of people
and at the same time drains away material resources from other important fields of human
endeavour, for example from health. For this very reason we are looking forward to the special
session of the United Nations General Assembly on disarmament, hoping that it will represent
another step towards the limitation of the arms race. It is also hoped that the funds thus
released will be partly utilized for assisting developing nations, and thus significant pro-
gress will be attained also in the development of health provisions.

The Hungarian People's Republic has been active also in the past period in the field of
expanding political, economic, scientific -technical, cultural and health relations among coun-
tries of different social systems, promoting thereby not only a better understanding among
nations, but also, as we firmly believe, the realization of the noble aims laid down in the
Constitution of WHO.
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In our country detailed multipurpose studies have been conducted during the past year,

scrutinizing the developments during the past decade and the present status of health care

provisions and delivery to the population. We have reported on the results achieved and on

the conclusions drawn by our Government, and put forward proposals concerning the objectives,

directions and tasks of major importance in the development of health care delivery in the

immediate and more distant future. Our system of institutions provides health care for the

population in the field of both prevention and treatment of diseases. Our resources are concen-

trated in the first place on accelerating the pace of equalization of the standards of health

care delivery, on the gradual creation of conditions ensuring the provision of equal and high -

level care for everyone. We have shifted the emphasis from quantity to quality, and thereby a

new era of health care provision has begun: the era of intensive qualitative development. In

the promotion of equalization, we consider it to be one of our most important tasks to reform

medical education and postgraduate training, establishing a new harmony between curricula on

the one hand and health needs, health plans and programmes on the other.

A significant advance has been achieved in the previously elaborated plan for the reform

of medical education and training, in the course of which due attention has been paid to the

techniques and teaching objectives recommended by WHO. The elaboration of the new order of

medical education and postgraduate training is almost completed. In order to furnish the

basis for planning a health care system of equalized standards and adjusted according to needs,

we have initiated this year a 12 -month statistically representative morbidity survey on a 2

per mille sample, recording every encounter between the health institution - including general

practitioners - and patient. The survey will terminate with multiphased screening. The

results of the survey will be used - among other purposes - for making morbidity prognoses;

they will be analysed against the data for causes of death, mortality rates, hospital morbidity,

etc. obtained during the past decades, against the direction and measure of changes that can be

read from the time series, and the pre -computed age and sex distribution of the population.

Relying upon the prognosis, we intend to identify our long -term objectives and elaborate plans

for development. The results may help us also in introducing further modifications into the

content of professional training programmes and in planning manpower needs in terms of quantity

and structure by speciality.

During the 30 years of its activities, the World Health Organization has undergone great
development and achieved significant results in the fight for the improvement of the world
health situation. The activities of our Organization are at present based on the Sixth
General Programme of Work Covering a Specific Period (1978- 1983), elaborated on the basis of
a multi- approach analysis of experience obtained over decades and, in our judgement,
representing the right and realistic approach for the solution of health problems of our age.
The full realization and implementation of this programme, and - starting out from that - the
contribution to the development and perfection of health services in every Member State, the
solution of international health problems of universal nature are considered by us to be the
most important tasks of the Organization, serving the interests of all the Member States in an
equal measure, and also in the sense of the "struggle for health freedom" mentioned by

Dr Mahler in his speech on Tuesday. WHO should and can do a lot to promote biomedical

research, to decrease the incidence and prevalence of cardiovascular, oncological and
communicable diseases, to improve environmental protection, and to strengthen international
health relations. I should like to assure every distinguished participant of this Assembly

that these endeavours of our Organization are most sincerely supported by the Government of the

Hungarian People's Republic.

The PRESIDENT:

Before the next two speakers take the floor, Dr Lambo will give a brief explanation.

The DEPUTY DIRECTOR -GENERAL:

Thank you, Mr President. The delegate of the Democratic People's Republic of Korea and
the delegate of Nepal have asked to speak in their national languages. In accordance with

Rule 89 of the Rules of Procedure of the Health Assembly, an interpreter provided by the
delegations of the Democratic People's Republic of Korea and of Nepal, respectively, will

simultaneously read the texts of these speeches in English; thus the original speech will

be heard on channel 1 and the interpretation into other languages on the normal channels.
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Dr HAN Hong Sop (Democratic People's Republic of Korea) (interpretation from the Korean):1

Mr President, delegates, I extend first of all my congratulations to the President,
the Vice -Presidents and the Chairmen of the main committees elected at the present session.

Also, I give my warm congratulations to Dr Mahler on his re- election just a moment ago
to the high post of Director -General of WHO with the support and approval of the Member
States. My thanks also go to the Director -General and his colleagues for their strenuous efforts

devoted to the development of the Organization's work last year and for the fruitful report
presented to this Assembly.

The delegation of the Democratic People's Republic of Korea expresses its support for
those measures taken last year by WHO so as to give practical help to the development of

public health of the Member States and, in particular, it expresses its appreciation to WHO

for its greater attention to the development of primary health care. Primary health care, as
a medical service for the masses enabling the population as a whole to enjoy the benefit of
effective medical care, comes to the fore as a particularly urgent question in the developing
countries which have embarked on the creation of a new life after liberation from the yoke of
imperialism, because the working masses were denied the proper medical services owing to the
after -effects of colonialist rule.

Today the peoples of the developing countries,in the powerful struggle forbuilding a new
society and creating a new life, are vigorously striving to sweep away as soon as possible
the vicious aftermath of imperialism and colonialism affecting the field of public health,
and improve the medical care of the population by their own forces.

The World Health Organization makes great efforts in the improvement of primary health
care of the population and thus advances the work of meeting the demands of the peoples of
the developing countries in accordance with their interests. We regard it as a fair and
justifiable work, which fully conforms to the requirements of a time of independence,
opposing all sorts of domination and solving all problems on one's own.

On this occasion, I hope that WHO will continue to direct great attention to, and spare
no efforts in helping the progress of public health in the developing countries, and also
give its active assistance to an extensive exchange among them of useful experience gained in
the health construction. We shall always welcome in the future, as in the past, all positive
steps taken by WHO that reflect the interests of the developing countries, and shall spare no
efforts in this field.

Allow me to dwell here on a few striking achievements and experiences attained in the
revolution and construction of our country last year. At the first session of the Sixth
Supreme People's Assembly of the Democratic People's Republic of Korea, held last December,
the Six -year Plan for the development of the national economy was summed up and the second,
Seven -year Plan (1978 -1984) was adopted. Our people, under the wise leadership of the
great leader of the Korean people, President Kim 11 Sung, has overfulfilled the six -year
pian in all fields of the national economy, including public health, and has achieved brilliant
victory. During the period of the Six -year Plan the total industrial output value increased
2.5 times, agricultural production was two years ahead of schedule with rapid strides of
increase every year, and last year we produced 8.5 million tons of grain - the highest yield,
unprecedented in the history of our country - by successfully overcoming all the difficulties
of the continued unfavourable climatic conditions due to the consequence of the cold front.

The Government of the Democratic People's Republic of Korea, with the further consoli-
dation of the country's economic foundation during the Six -year Plan period, has taken a series
of popular measures such as complete abolishment of the tax system, raising of wages of
workers and office employees and of farmers' income and distribution shares, and sharp cuts in
prices of goods. Accordingly, the real income per family of the population has been increased
over 1.7 times, and their material and cultural standards have been further improved during
the period of the Plan. Brilliant successes have also been achieved in public health. The
great leader of the Korean people, President Kim Il Sung, has taught as follows:

"We should build more hospitals, increase the number of medical workers, and produce and
supply more medicines and medical instruments of various kinds to further improve both
preventive and curative medical care for the working people."

One of the most striking results gained in public health during the period of the Six-year Plan
is the firm assurance that the working people are able to enjoy the benefit of the system of
complete and universal free medical treatment through the rapid expansion of the number of
treating and preventive medical institutions. The number of hospitals has been increased 2.8
times and the number of beds 1.5 times, and all the village clinics have been upgraded to hospi-
tals during the period of the plan. Hospitals equipped with specialized departments have been
equally distributed in every corner of the country, and thus we are able to narrow the gap

1

In accordance with Rule 89 of the Rules of Procedure.
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between the health services in towns and villages and to provide the rural population with
specialized primary health care of a high quality.

During the Six -year Plan, the ranks of health workers have been rapidly increased, and
the pharmaceutical and medical appliance industry fast developed. The production of various
medical supplies has increased 2.3 times and that of medical appliances more than 7.2 times.
The Government of the Democratic People's Republic of Korea invested a large amount of State
funds for public health expenditure during this period. The public health expenditure invested
by the State in 1976 reached 2.3 times that of 1970, and a large sum from State funds was
additionally appropriated for modern equipment of the hospitals.

The popular health policy ceaselessly maintained by the Government of the Republic for the
development of public health shows its vitality in the health index of our people. The

mortality rate of our people was lowered by one - fourth by 1977 as against the pre -liberation

year 1944, and the average life -span almost doubled, reaching the age of 73 - 70 for men and 76
for women. Having achieved the brilliant victory in carrying out the Six -year Plan, we have
embarked as from this year on the fulfilment of the second, Seven -year Plan for the development
of the national economy. The principal task of the second, Seven -year Plan is further to
strengthen the economic basis of socialism and raise the people's living standard still higher
by making the national economy Ju -che- oriented, modernized and scientific at an accelerated

pace. The new long -term plan envisages a twofold increase of production in all fields of the
national economy. In the new plan period, the number of prophylactic treatment groups will
increase 1.3 times, hospital beds more than 1.2 times and medical supplies and appliances more
than double; health workers will be trained in great numbers.

With the achievement of the new magnificent programme - the second, Seven -year Plan -
our economy will be placed on quite a new footing as the economy becomes powerfully Ju -che-
oriented and highly modernized, capable of solving all problems for the country's rich and
powerful development and the welfare of people; and our people will happily lead an
independent and creative life.

Last year our people and health workers waged a powerful struggle to carry out the three
principles, the five -point policies of national reunification, and the four -point National
Salvation proposals for the independent peaceful reunification of our country. The just
struggle of our people has enjoyed the active support and solidarity of wider circles of the
world's peoples. We hope that the governments and peoples of many countries, international
organizations, distinguished personages in political and social circles of the world will
spare no efforts, this year again, in their active support to and solidarity with the policies
of ceaseless national reunification put forth by our great leader, President Kim Il Sung, for
the attainment of independent, peaceful reunification without any foreign interference.

We shall further intensify, in the future, joint cooperation with WHO, and strengthen
and develop international cooperation in the field of health with many countries of the world
advocating independence.

Mr LAWOTI (Nepal) (interpretation from the Nepalese):1

Mr President, I would like to congratulate you on your election to the high office of

the President of the Thirty -first World Health Assembly. I am sure that, under your able

guidance, the deliberations of the Assembly will come to a fruitful conclusion. I should

also like to take the opportunity to congratulate the Vice-Presidents and the Chairmen of

various committees. The Director -General deserves to be congratulated on presenting a

comprehensive and lucid report.
Under the able and dynamic leadership of His Majesty, King Birendra, Nepal is marching

ahead towards all -round development. Despite various difficulties and limited resources

there has been much improvement in the field of health. It is a well -known fact that the

success of the health activities of any given country depends on maximum community particip-

ation, and it is indeed so in a developing country like ours. Fortunately, community

participation has been the basic aim of the non -party panchayat system. As is the wish of

His Majesty, all the people of Nepal are forging ahead to banish illiteracy, poverty and

disease from the Kingdom.
I would like to mention that we had the pleasure of inviting and welcoming Dr Mahler,

Director -General of WHO, to Nepal in the month of March this year. The discussions we had

with the distinguished visitor have, more than anything else, further strengthened our own

conviction that the best contribution of health development efforts towards the total socio-

1
In accordance with Rule 89 of the Rules of Procedure.
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economic development of our people is through successful implementation of rural health
services programmes, founded on the concept of basic health services and primary health care,
so that we can lend our supporting hands in social equity. The main aim of the long -term
plan is to make basic health care available to the rural population. It is not easy to
provide basic health care in a country like ours which is full of villages, but we do hope
to achieve our target since we have already started motivating people, through the panchayats,
for community participation.

To give you some of the highlights of health activities, Nepal was declared free from
smallpox more than a year ago. In order to have timely control of the ill effects of un-
wanted population growth and to have healthy manpower, high priority has been given to family
planning and maternal and child health. We have launched a multipronged attack on unwanted
population growth through the family planning /maternal and child health project and integrated
community health services, as well as through the Nepal Family Planning Association, a
voluntary organization.

To reduce the infant mortality rate much attention has been given to child welfare
activities, such as health education in nutrition, rehydration and immunization. A
significant contribution has been obtained in the field of nutrition from nongovernmental
organizations, particularly those concerned with the welfare of children. For the expansion
of immunization activities, an expanded programme of immunization has already been launched.
The development of preventive health care and the eradication and control of communicable
disease has been accorded high priority in the long -term health plan. The tuberculosis and
leprosy control projects are gradually enlarging their areas of operation with the assistance
of nongovernmental organizations. In our war against malaria, we are beset with problems
and difficulties on some fronts, including the emergence of a DDT -resistant vector Anopheles
annularis, importation of parasites resistant to chloroquine, as well as importation of a
large number of cases of malaria. However, in spite of the difficulties enumerated above,
the situation is well under control.

Goitre is a colossal problem in Nepal. In some mountainous regions almost 80% of the
population suffer from a severe degree of hypoiodidism. To combat this condition, iodized
salt is being distributed to the masses with the assistance of a foreign country.

To make health services available to the rural population, technical manpower is the
real constraint. According to the new educational plan, the institute of medicine is
producing suitable technical manpower locally. The Ministry of Health of His Majesty's

Government, with the collaboration of WHO and the Health Services Coordination Committee of
Nepal, is designing a pilot project to bring health services within easy reach of the masses
in a more effective way by involving volunteers at the peripheral level. We hope to get
effective assistance from all quarters in our effort to °produce healthy manpower by making
basic health services available through the panchayats.

As a part of our evaluation exercise, His Majesty's Government, in collaboration with WHO,
is now engaged in a country health profile exercise. This will be followed by a mid -term

review on a comprehensive scale, including extensive field evaluation of the effectiveness of
the programme. Thereby we shall know our achievements and failures, and our difficulties in
implementation, and this will help us in solving our problems.

Finally, I wish this Assembly all success.

Mr KWENDA (Malawi):

Mr President, distinguished delegates, ladies and gentlemen, it is with great pleasure
that I take my turn to address the Thirty -first World Health Assembly. But before I do
that, may I first of all, on behalf of my delegation and on my own behalf, congratulate you,
Mr President, and your team of office - bearers on your well- deserved election to guide the work

of the Thirty -first Health Assembly. May I also take this opportunity to congratulate
Dr Halfdan Mahler on his reappointment for a second five -year term. This clearly demonstrates
the great trust that the Executive Board, and indeed this Assembly, has in Dr Mahler. I wish
him continued success in his undertakings.

Mr President, I consider this year's Assembly a very auspicious occasion, in view of the
thirtieth anniversary which this world body has the pleasure of celebrating this year. The

Organization has succeeded over the years in establishing an unrivalled position as the leading
coordinating body in the world in matters relating to health, both in real terms and in fact.

Malawi wishes to associate itself fully with the Director -General's call for a social
revolution in community health so that health policy is determined by social goals, and the
fruits of progress resulting from advancing health science and technology are enjoyed not
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only by the fortunate few, but also by the entire world population. Such a just distribution
of health resources within and among countries, aiming at the enjoyment of a socially justifi-
able level of health by all, would be conducive to a high social and economic standard of
productivity which the world so clearly needs. We agree that science must also accept social
functions so as to ensure that the benefits of scientific progress are applied for the well-
being of mankind as a whole. New technologies must be able to prove their worth as compared

with conventional ones. Socially unimaginative, cost -expensive, medical technologies, with
marginal positive impact on the level of health, should be discarded.

The Organization is, therefore, to be commended for launching a programme that focuses
first of all on technology appropriate to primary health care. The Director -General, through
his technical cooperation programmes such as the Expanded Programme on Immunization and the
Special Programme for Research and Training in Tropical Diseases, has indicated his desire to
steer the Organization away, to break off from, the past technological neocolonialism in health,
which depended on an unproven, over -sophisticated and very costly health technology, so as to
develop another kind of technology that is not only sound, appropriate, and culturally accept-
able, but also financially feasible. The call for a health technology whose objectives
include giving a decent level of human dignity to all, a longer life, reduced illness, and
therefore social opportunities that all people can enjoy, deserves the support of all Member

States. The initiative taken by the Director -General is therefore to be highly commended.
Mr President, I wish to repeat my country's appreciation of the useful role which the

World Health Organization is fulfilling in coordinating differing strategies and assisting the
development of appropriate technologies so as to make Member States self -reliant and self -
sufficient and able to meet the basic health needs of their people by the turn of this century.
I therefore look forward to the International Conference on Primary Health Care to be held
later this year in the USSR, and which this Organization is co- sponsoring, with every confidence
that useful strategies will emerge to strengthen the provision of primary health care by all
States for all their people.

Finally, Mr President, permit me to express the hope that the present Assembly will
achieve all its noble and humane goals under your able and competent guidance.

Dr CAMPO (Argentina) (translation from the Spanish):

Mr President, fellow delegates of Member countries, I wish first of all to congratulate
the President on his recent election and the Director -General, Dr Mahler, on his brilliant
speech and efficient discharge of his duties, as well as on the extension of his contract for
a further period.

A year ago, when I took the floor at the Thirtieth World Health Assembly, I mentioned some
of the problems that we had had to face in Argentina in a particularly difficult period in

which the country had teetered on the brink of chaos and disintegration. Today we can say
that Argentina is recovering and that the efforts that have been undertaken to restructure the

country have enabled us to tackle the more serious problems with adequate success and to feel
ourselves strong and vigorous enough to go forward along a path still beset with difficulties.

The experiments carried out have enabled us to identify more clearly the underlying
causes for the phenomena that we can clearly see. Nevertheless, we are convinced that a
knowledge of the complex reality that we must deal with is not confined merely to the elements
drawn from individual experience, which, despite its great value, is difficult to apply
generally unless it is enriched and tested by the scientific method. We have shown that the
results obtained in the health field do not depend exclusively on the size of the resources
allotted for that purpose, but rather on the capacity of the system to use those resources
rationally and to the full.

Argentina allots to health a little more than 6% of its gross domestic product and,
although from many points of view we have achieved satisfactory results, in others there are
situations of imbalance between the regions caused by problems with a long history that have
adverse repercussions and are a source of concern to the Argentine Government.

Thus, we have resolutely tackled the development of maternal and child health and rural
health programmes so as to extend coverage of the scattered population, in addition to
suitably coordinated environmental sanitation programmes. We have also launched with
determination a struggle against endemic Chagas' disease in an ambitious programme that
embraces 19 provinces and covers the whole area of distribution of the disease, with the aim
of bringing it under control within five years. The immunization plan has completely
recovered its impetus and today we can state with satisfaction that some scourges of recent
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years caused by the abandonment of preventive measures, such as human rabies, have been
successfully controlled, leaving us within reach of the goal of final eradication.

The public hospital service has entered upon a real phase of reorganization and full use
of its physical assets. Its resources are at the disposal of the population 24 hours out of
24 and the professional and technical staff have been a most valuable moving force in
achieving this recovery in an atmosphere of peace and profound devotion to duty.

Some research centres, such as the Malbran Institute of Biology and the Institute of
Pharmacology, formerly neglected and deprived of support, are now recovering their operating
capacity and are legislating to ensure self- sufficiency which will doubtless improve their
development still further.

An extensive leprosy control programme has been launched with important support from
international bodies. This programme will extend to neighbouring countries with which we have
health agreements, and through it we hope to be able to bring this cruel disease under control
within a period of not more than five years.

Primary health care programmes have been a subject of special concern so that they can be
applied by means appropriate to Argentina, in the conviction that through the philosophy
underlying them we shall achieve the goal of health for all by the year 2000 put forward by
the Director -General of WHO.

In the field of mental health the leeway has been largely made up to the extent that
administrative reorganization has made it possible to allot greater resources to it. In this
respect it is worth mentioning the successes obtained in psychiatric emergency cases and with
outpatient care, designed to reduce the demand for confinement in institutions.

Control of the use of medicaments and their appropriate rationalization have been the
subject of measures that have proved correct in dealing with a problem that has a substantial
effect on the cost of medical care. In view of its great significance, which goes beyond
national limits, we hope to obtain from WHO measures or standards that will enable us to
improve the present situation.

The health agreements with neighbouring countries have been renewed and revitalized to
bring them into line with present circumstances, with the aim of achieving joint action on a
regional scale against the major endemic diseases.

In the same way, we have taken effective measures to control viral haemorrhagic disease,
which, since it occurs in other parts of the world as well, has been of special interest to
international health bodies. The aspects of medical care and prevention as well as research
have been strengthened and reorganized and copious budgetary resources have been allotted to
them.

In the field of health planning a policy of centralized standardization and budgetary
control is being developed within a national health plan, the outline of which has been
drafted. In this sphere the various branches will carry out the activities within their
jurisdiction and the appropriate resources to enable them to do so will be transferred to
them. The introduction of new, complex and expensive technology is also being regarded with
concern, technology that rapidly becomes fashionable and is requested particularly by the
middle- income and high - income groups as a sort of new panacea, without any critical analysis

having been made as to whether its indiscriminate introduction really provides such a basic
and indispensable tool for the treatment of human beings as would justify its very high cost
and the expectations it generates. It is obvious that these various aspects of health have
one constant feature in common: the need to achieve a greater improvement in the administra-
tion of the health services.

It is very clear to us that we cannot go on asking for more resources on the grounds that
health is a human right and that governments have the duty to provide the means to make that
right effective. The duty of making rational use of health resources is now incumbent also
on health professionals and the population as a whole and an attempt to educate people in
these basic concepts and disseminate them is becoming ever more necessary. This need to
become aware of how essential it is to devise machinery for making the administration of the
health services constantly more efficient and more effective has been resolutely faced by my
country. Meanwhile, although we are fully aware of the grave difficulties that confront us,
we are nevertheless convinced that it is absolutely essential to go forward in this way.
There is nothing new in the idea of attaching particular importance to the relationship between
health and other sectors in order to make a systematic attack on the problems of development.
Complete success has not been achieved in this sphere, perhaps generally because the
representatives of the health services have such a scanty range of tools at their disposal and
rely almost exclusively on the concept of health as a basic human right.
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To act efficaciously and efficiently presupposes planning and programming within a

framework of clearly expressed national policies. We know that it is not easy to plan in the

health field. It has rightly been said that planning requires the identification of suitable

indicators for measuring the result of sectoral activities. In our field there are no health

indicators, but rather indicators of the absence of health, such as morbidity and mortality

data. We can measure the resources that have been brought to bear, such as hospital beds,

manpower, finance, the number of consultations, the various medical acts carried out, but we

have no indicators of the end -product in terms of health.
In the same way, modern medicine has developed in such a fashion that the organizations

that show how the factors of production and human, financial and technological resources are
complementary and interrelated have become gradually more and more complex, reaching peak

complexity in the modern hospital.
At this stage in our statement we wish to identify our aim. As stated, it is essential

to rely on planning and programming if the health sector is to be administered effectively and

efficiently. The obstacle that appears is the absence of health indicators, since the health
sector is managed fundamentally on the basis of mortality and morbidity indices. In the same

way, this factor has an effect on the difficulties that occur in linking health and other

sectors together with a view to attacking the problems of development systematically in the

various countries.
Finally, as we have said, complex organizations have been set up that use increasingly

sophisticated technology without a critical analysis of these forms of organizing production
factors, without relating them directly to the national context and to the cultures concerned,
and without analysing the influence that a particular way of setting up complex organizations

exerts on the health of the peoples.
An element common to this set of problems, if we wish to solve them through scientific

method and not by mere intuition, is the need to develop research on public health administra-
tion, including questions of medical economics, planning and programming, the development of
suitable indicators, and particularly research on evaluation that will enable us to identify
the effect on the health status of the populations of complex organizations of the kind that

in the health field have often been adopted uncritically. In this respect, to which we
attach particular importance, the efforts of WHO can be of extraordinary value. Technical
cooperation must accordingly take over this responsibility, but without this entailing the
abandonment of the traditional types of care that have proved highly valuable up until now.

However, countries are confronted with new problems caused by accelerated technical
change and a consequent trend towards over -specialization, by growing demands from the
population and by changes in the environment caused by particular types of development. As

already stated, we lack the tools needed to tackle these new problems successfully. Our

country is resolved to make the necessary effort to develop activities in the direction
indicated, but this will be more fruitful if the effort is shared and if the cooperation of

WHO can be counted upon.
Mr President, we wish moreover to offer all the developing countries here and now the

results of our efforts in research on the topics mentioned above. Towards the end of August,

a world congress convened under the auspices of the United Nations will be held in Argentina.
Its central theme will be technical cooperation among developing countries. My country is
deeply attached to this concept, which will strengthen a new relationship between the peoples.
We in the field of health also offer our cooperation and hope to receive every assistance to
enable us to carry out successfully the task of bringing prosperity to our peoples and thus
attaining the objective of a better quality of life.'

Dr AL KHADURI (Oman) (translation from the Arabic):

Mr President, Mr Director -General, ladies and gentlemen, I have pleasure in extending my
congratulations to the President, the Vice -Presidents and the Chairmen of the main committees
elected at this Thirty -first World Health Assembly. I wish you all every success and also
wish this Assembly success in attaining its noble objectives.

We greatly appreciate the efforts made by the Director -General and his assistants in
preparing such a comprehensive report on the work of WHO. I congratulate Dr Mahler on his
re- election as Director -General of this Organization, and I also offer my best wishes to our
colleagues in this great international gathering on the occasion of the thirtieth anniversary

of WHO; we can look with pride on what it has achieved for the welfare of all peoples.

1
The above is the full text of the speech delivered by Dr Campo in shortened form.
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The praiseworthy efforts made during the past years have led to the eradication of some
serious diseases and the successful control of others. All peoples have reaped the benefit
of this in the shape of increased production and prosperity.

Mr President, I should like to review briefly the accomplishments of the Sultanate of
Oman in the health field during the past seven years, and to describe the developments and
progress made under the wise guidance of His Majesty the Sultan Qaboos bin Said. His
Majesty's Government has given every attention and care to the health services. More than
70 hospitals, health centres and dispensaries have been established at carefully selected
sites scattered throughout the Sultanate with a view to attaining the national objectives of
health promotion as part of the comprehensive development plans, which cover all aspects of
the economy, education, social welfare and health. The preventive aspects have not been
neglected, and over 17 different preventive centres have been established in the country during
the past few years; these work side by side with the curative institutions in accordance with
the programme for integration of the health services being carried out in the Sultanate. In

addition, a new rural health department is responsible for providing the inhabitants of the
remote southern region of the Sultanate with medical and preventive services.

During last year, an extremely important preventive campaign was carried out, consisting
in the mass vaccination of children with triple vaccine and polio vaccine. Several mobile
medical teams, in addition to health centres, took part in the campaign. Trachoma is being
successfully controlled among schoolchildren and the campaign also covers other infectious eye
diseases. The Sultanate increased its efforts to control malaria last year and significant
progress was made. The malaria eradication programme currently being carried out in Oman is
being constantly intensified, and we hope that it will achieve its objective in the near
future. In this respect I should like to mention our close collaboration with WHO as well as
with the neighbouring countries. Significant progress has also been made in tuberculosis
prevention, treatment, vaccination and follow -up.

Oman is paying great attention to manpower development as an important aspect of the
comprehensive development plans. During the past few years the education and training of
Omani personnel to staff the various services has been actively pursued. The Government is
continuing to implement its manpower programme by continuous training in Oman as well as by
sending staff for education and training courses abroad. To give Omani physicians and
technical personnel a chance to acquire the latest expertise in their various fields, the
Sultanate has organized a programme under which eminent experts and consultants, including

some from WHO, visit Oman to give their counterparts in the Sultanate a grasp of their expert
knowledge in various branches of curative and preventive medicine.

Finally, I wish to mention the great efforts made by WHO in support of our various
projects and programmes, efforts which have made an important contribution to the development
of our health services. I wish to give special thanks to Dr Taba and all the staff of the
Regional Office for their praiseworthy efforts to help the peoples of the Region.

I also have great pleasure in welcoming the Republic of Djibouti to membership of the
Organization.

The PRESIDENT:

The observer for the Palestine Liberation Organization has requested to take part in this
general debate. With the Assembly's assent, I invite the observer for the PLO to come to the
rostrum.

Dr ARAFAT (Observer for the Palestine Liberation Organization) (translation from the Arabic):

Mr President, Vice -Presidents, Mr Director -General, honourable delegates, on behalf of
the Palestine Liberation Organization and the embattled Palestinian people, I congratulate the
President and the Vice -Presidents on their election. I also wish to congratulate Dr Mahler
on his re- appointment and to thank him for his efforts on behalf of the Palestinian people,
who are fighting to liberate their sacred land, a land where formerly all religions used to
live in peace side by side.

Mr President, once more our august assembly is meeting with the Israelis still in
occupation of our land of Palestine as well as of other Arab territories. The Palestinian
people are still being denied their natural human rights, rights that are enjoyed by all
peoples and that include the right to self- determination and to return to our land to
establish our independent State.

Mr President, thirty years have elapsed, and our people are still suffering under Israeli
occupation and imperialism. They are subjected to all sorts of atrocities in breach of
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international law, human rights, the Geneva Conventions and the WHO Constitution. The

Israeli occupation authorities, pursuing their policy of aggression and territorial
aggrandizement, are still bringing in Zionists for settlement in Arab territories, usurping
Arab lands and trying to force the original Arab population out by means of inhuman and
unethical practices, terror, and arrests, in an effort to induce them to leave the lands on

which they have been settled for thousands of years. Even all these atrocities are not
enough to satisfy the Israeli occupation authorities, who fight against our Palestinian people
wherever they are by every possible means, especially in the camps into which they were driven
in 1948 and 1967. The recent war in southern Lebanon is just another example of Israeli
aggression, in which all sorts of arms, including the internationally banned cluster bombs,
were used on land, in the air, and on the seas, against civilian targets, in an effort to wipe
out our people.

Mr President, at a time when all over the world justice and medical care are mentioned as
human rights that are essential if man is to lead a proper social and economic life, we find
that the Zionist imperialist authorities intentionally neglect all such matters. This was

quite evident in the report of the special committee of experts appointed by this august
assembly to study health conditions in the occupied Arab territories, including Palestine,
despite all the obstacles put by the occupation authorities in the way of that committee to
prevent it carrying out its mission. We find in that report that the occupation authorities
actively carry out the following policies:

(1) They are reducing the health services in the occupied territories, instead of

expanding them in line with the increase in population. Three hospitals on the West Bank
and two hospitals in the Gaza Strip have been transformed into administrative offices.
(2) They are reducing the quality of the present health services by not making
available the minimum of equipment and drugs required, and in addition through a shortage
of technical personnel, caused by the following factors: (i) personnel are not permitted

to join their families in the occupied territories; (ii) there is no job security;

(iii) there is a lack of opportunities for training and specialization, and some training
institutions have been closed down; (iv) economic austerity is growing constantly more
severe as a result of the repeated devaluation of the Israeli currency; and (v) adminis-
trative problems have been created by the occupation authorities. A good example of this
is Order No. 745 (1978), issued in the name of the Israeli Army, concerning licences to
practise medical and health professions in the occupied territories, in accordance with
which they can give, withhold or withdraw a licence from any person in defiance of the
normal usage in regard to the practice of these professions.

(3) Preventive medicine, mental health care and social and child health care services
are not available.

(4) There is a lack of first -aid services, and equipment in the emergency wards in
hospitals is poor, despite the fact that accidents are very frequent.

(5) At the very time when health services are being neglected, prisons are being
established in increasing numbers.

(6) There are no plans or programmes for promoting health. On the contrary, the
health budget for 1978 is 12% less than that for 1977.
(7) Objections are raised to any financial aid being given to our people, and all sorts
of obstacles are put in the way of health projects carried out by our people in an
attempt to make up for the existing lack of health services.
Mr President, our health services, symbolized by the Palestinian Red Crescent Society,

provide health and social care for the Palestinian people wherever they settle. The services
include hospital facilities, the establishment of preventive medicine centres with child
welfare services and health education, and the setting -up of polyclinics, rehabilitation
centres and nursing and training schools. All these activities are carried out in collabora-
tion with Arab and international societies and bodies. In this respect I have to thank
Dr Mahler, the Director -General, and Dr Taba, the Regional Director, for their timely support
during the treacherous aggression against our people in southern Lebanon.

Mr President, our people, facing without flinching all kinds of difficulties, of which I
have mentioned some examples, believe in their rights and in their land, and count on support
from all forces working for justice and peace. Our people believe that peace based upon
justice is the only way to rid them of all their difficulties, and that it is impossible to
have social or health freedom without political freedom. In order to attain our objective we
look forward to your support and approval in our righteous struggle and to your help in
solving our health problems, which are on a larger scale than those of other peoples.

Finally, health for all, and freedom for all;
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Dr PARK (Republic of Korea):

Mr President, Director -General, distinguished delegates, ladies and gentlemen, it is

my pleasure and privilege to bring to this Thirty -first World Health Assembly cordial
greetings from the Government and people of the Republic of Korea. I am certain that this
Assembly will greatly contribute to the promotion of health programmes of the world as well
as to cooperation and friendly relations among Member countries.

First of all, I take this opportunity to convey, on behalf of my delegation, warm
congratulations to you, Mr President, and the Vice -Presidents on your election. I also

wish to congratulate Dr Mahler very warmly on his unanimous re- election today as
Director -General of WHO.

With your permission, I would like to present briefly the current situation and future
directions of health services in the Republic of Korea,

As a result of the successful implementation of three five -year economic development
plans, completed in 1976, Korea has now reached the stage where we are able to utilize the
resources which we have accumulated in the process of economic growth for improvement of
the social wellbeing of our people. Various programmes aimed at social development,
including social security, are being vigorously pursued under the fourth five -year economic
development plan, for the period 1977 to 1981.

National health is an essential part of current socioeconomic development policy in
our country. Efforts are being concentrated on the implementation of expanded health
programmes aimed at providing better health care at low cost to the entire population,
regardless of income, age, or place of residence. Last year, 2 095 000 low- income persons
obtained free medical care under the new medical aid programme, and 3 203 000 industrial
employees and their families were covered by the new medical insurance system, introduced
on 1 July 1977. These two health programmes will be further developed and expanded
gradually in the future. We expect that we shall be able to achieve our ultimate goal of
providing medical security for all people through these programmes within the next few
years

In this connexion, new general hospitals are being constructed to meet rising health
needs, especially those associated with new industrial estates and cities. All health
centres and subcentres will be reinforced with modern equipment and staff. Our fleet of
hospital ships has been expanded and is now providing regular care to the inhabitants of
our remote islets.

In the area of disease control activities, communicable diseases have been signifi-
cantly reduced in the past decade. This decline was achieved through intensified disease
surveillance programmes and as a result of major improvements in environmental hygiene
including water supply, housing, and vector control.

Another area of achievement in the health sector is that of drug production. By

replacing outdated facilities and techniques with modern ones, our drug manufacturers have
made great progress during recent years. Korea consequently has attained self- sufficiency
in essential drugs and now exports considerable quantities of pharmaceuticals.

A major achievement in the social sector has resulted from the successful implemen-
tation of our family planning programme. With intensive efforts to reduce population
growth since 1962, and the wholehearted support of the people, our population growth rate
has dropped from 2.92% in 1962 to 1.68% in 1976. It is felt, however, that the existing
family planning programme may have reached its limits owing to its basic reliance on the
use of contraceptive methods. To overcome this problem, we have recently introduced
intensive social and educational programmes to generate social conditions which encourage
smaller -sized families.

In spite of much progress in the health sector, many new health problems are being
generated in the wake of our rapid socioeconomic development.

First, rapid industrialization has led to an increase in environmental pollution. To

preserve our living environment effectively, the Government has introduced energetic
environmental preservation programmes such as establishment of environmental quality
standards, delineation of special countermeasure zones with more strict control of
polluting substances in those areas, strengthening of marine pollution control activities,
and expansion of environmental research.

Secondly, the incidence of noncommunicable chronic diseases is on the increase. In

order to check this trend, we are strengthening the epidemiological surveillance of these
diseases. Additionally, the development of health statistics information systems has been
encouraged to cope with changing health needs.
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So far I have presented the positive and negative aspects of health services in the

Republic of Korea. All things considered, our health plans and programmes will be oriented
towards:

- expansion of primary health care services, particularly for rural residents and
the urban poor;

- improvement of public health, including maternal and child health;
provision of equal access to health care services through the consolidation of
nationwide health care delivery systems;

- ensuring a comfortable living environment through minimized industrial pollution.
Mr President, I believe that constructive cooperation among the developed and develop-

ing countries can play a vital role in assuring the attainment of the highest possible
level of health by all people throughout the world, which is the ultimate objective of the
World Health Organization. In this light the Republic of Korea fully supports the
Thirtieth World Health Assembly's resolution WHA30.43 on technical cooperation among developing
countries, and intends to exert every possible effort to promote mutual cooperation among Member
countries.

In conclusion, Mr President, I wish to express on behalf of the Government and people
of the Republic of Korea our appreciation to the Director -General, Dr Mahler, and all the
members of his staff for their devotion to the work of this Organization. I would also
thank the Regional Director, Dr Dy, for his cooperation in improving health programmes in
the Western Pacific Region.'

The meeting rose at 12h30.

1 The above is the full text of the speech delivered by Dr Park in shortened form.
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later

Acting President: Dr H. A. H. GEZAIRY (Saudi Arabia)

GENERAL DISCUSSION ON THE REPORTS OF THE EXECUTIVE BOARD ON ITS SIXTIETH AND SIXTY -FIRST
SESSIONS AND ON THE REPORT OF THE DIRECTOR- GENERAL ON THE WORK OF WHO IN 1976 -1977 (continued)

The PRESIDENT:

Distinguished delegates, I welcome you to this afternoon's meeting; the meeting is

hereby called to order. We will proceed with the general discussion and I would like to remind
members of what I said this morning. In speaking, an eye should be kept on the three buttons
on the right of the microphone, one red, one amber, and one green. The green means that one
is within the time; the amber means one more minute is left; and when the red comes on,
every attempt should be made to come to a conclusion. I look forward to your cooperation.
As I said, we have a very long list ahead of us and there is a tremendous amount of work to do.
I am sure that all distinguished delegates would like us to finish within the scheduled
time so that we will not upset the programme which has been set. The next speaker is the
delegate of Papua'New Guinea.

Mr KOROWI (Papua New Guinea):

First of all, Mr President, I would like to extend my congratulations to you and also to
Dr Mahler on your election to your respective positions in the Organization.

Papua New Guinea is now into its third year of independent nationhood. This year, my
Government is undertaking a concentrated exercise to decentralize its decision -making
processes, by vesting more of the responsibilities of government in each of its 19 provinces.
Included in this decentralization process is the provision of health services.

Member countries of WHO have long recognized the need for improvement in the planning and
management of the health sector. There has been a general feeling that health, when compared
to other areas of government concern, has emphasized its technology, and justified its
practice, on humanitarian grounds, and has not appreciated the importance of, and the urgent
need for, modern management. In my country, this has been true for too long a time. I admit
that, for many years, this approach was justified in that our urgent health needs far
outweighed most considerations of economics and cost /benefit analyses. And, I must add, we
were not then the free and independent State of Papua New Guinea, responsible for our own good
and our own development. We were the Australian Territory of Papua and the Trust Territory of
New Guinea - where the money came from to finance our free services was, at that time, not the
concern of our people. Here I must state that Papua New Guinea may differ from many recently
independent States - we feel no shame in acknowledging our debt to our previous colonial
administrator, Australia.

As a self -governing country some years ago, our planners saw the need to set targets and
to justify expenditures. More intensely now, since our independence, health expenditure is
receiving the same scrutiny as other sectors of government activity. We have realized that
our health service must have a sounder justification for its allocation of our national
resources and that it must apply better management to the execution of its programmes. Our

country health programme is intended to provide the mechanism to fulfil this need. A
methodology has been designed which is soundly based on the latest knowledge of the principles
of planning and management. At the same time, we need to make sure that this methodology will
be applicable in a variety of cultural environments and a variety of stages of development -
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and my country contains a wealth of different cultural environments, and an extremely wide

range of differing stages of development; for example, we have 700 distinct languages for a

little less than three million people.
The method proposed is designed to overcome those shortcomings in planning and management

which appear to be generally prevalent. These shortcomings include: a lack of a systematic
and rational basis for choice of plan objectives and targets; little relationship between
development plan statements and actual activities being carried out; a lack of planning as a
basis for month -to -month or day -to -day decision -making; a lack of follow -up action to ensure
compliance with planned activity; and an absence of formal replanning based on evaluative
assessment of existing situations.

Mr President, my country is into the last year of its first five -year National Health
Plan. We have arrived at the time when we must identify accurately those health and infra-
structure problems which have troubled our plan; we are specifying new targets in those
problem areas; we are planning new programmes to better coordinate our activities and our
resources; and we are streamlining our organizations to better achieve our objectives. Most
importantly, we intend to evaluate and, where necessary, to reformulate our programmes on a
continuing basis. We have already completed programmes for: an integration of all health
services; an equalized distribution of health services to all our 19 provinces; the setting
of appropriate standards for a developing country; and decentralization of the decision -

making process and for a full community involvement in that process.
Viewed against our 1974 -1978 National Health Plan, we have been unable to meet the targets

we had set ourselves. Our failure to do so has been due largely to the failure of our
institutions to produce an adequate number of science graduates to select from. We enrol
30 -35 medical students per year - for the last three years, we had up to 25 graduates each year.

In other words, we do not as yet have sufficient numbers of Papua New Guinean doctors, and,
most understandably, the majority of those we have lack experience. Experience can only be
gained after years of practice. Therefore our country still relies heavily on expatriate
doctors, who are either working on a volunteer basis or are paid attractive contract salaries.
For their services, and to the various international agencies who supply them, we are
sincerely grateful.

However, we have realized that doctors alone are not the solution to our health needs,
especially in our rural areas. Where we may have 166 doctors to service our population (or
one doctor for approximately 18 000 people), we also have 1681 aid -post orderlies (or one
orderly for 1800 people). These aid -post orderlies operate from rural aid -posts, and it is to
these aid -posts that most of our rural people, the bulk of our population, come for basic
health treatment and for basic health advice. Further, where we have a hospital sited in each
of our 19 provinces, we also have 163 health centres spread throughout those provinces. These
health centres could be described as mini -hospitals and are mainly supervised by health
extension officers. Papua New Guinea has devised intensive programmes already for the medical
training of aid -post orderlies and health extension officers, so, while it may be true that my
country is short of doctors, my country at the same time has implemented an extensive health
system to provide an effective service to our rural population until our shortage of doctors
has been overcome. Even when our doctor shortage is less severe, we will still maintain,
indeed we will expand, our system of "non- doctor" health workers, because we have learnt over
many years that we are proceeding along the correct lines in providing such services to our
rural population.

My Government has instituted, quite recently, what we call our National Public Expenditure
Plan - this is a system whereby projects proposed by various government departments are
analysed, assessed, planned over a 4- to 5 -year period, and then allocated priorities in the
light of total government resources. Health services have been approved to undertake, or
expand, the following major projects: rural community water supply improvement, a coordinated
national immunization programme, a coordinated food and nutrition policy, an expanded family
planning programme, and a 25% increase in the number of rural health centres. All projects
are important; all are necessary. Our country has a population increase rate of 37., which
means our population will have almost doubled by the year 2000. Too large a number of our
children under five years of age are suffering from malnutrition; too many of our people
suffer severe illnesses caused by such a basic problem as bad water supply; we still need to
expand our rural health centre system; and we still need to do more in the way of immunization

programmes. The incidence of malaria is on the increase in my country, despite many years of

intensive eradication programmes. Our malaria infection rate has increased from 9.9% of our

population in 1976 to 15.2% in 1977. This causes us concern, and we intend devoting more of

our resources to combat this increase.
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Before concluding, I would like to mention one important fact often overlooked in the
frantic labelling of States under the classification of First World, Second World, Third World

or Fifteenth World. Much too often it is assumed that what flows from the developed nations

must be of benefit to the so- called underdeveloped nations. We have heard many times that
advanced technology does not have to be applicable to the lesser developed States, that

appropriate technology is the answer. I would like to carry that statement further. We of

the so- called Third World have much to teach and pass on to the developed nations - namely,
that one must not forget that people are people, that simple unsophisticated people share the
same humanity as their brothers and sisters in the larger advanced nations. Perhaps our

concern for the small person is stronger than the concern felt in a much larger, more complex
nation, with its preoccupation with spheres of influence, power blocs and such. We can show

our brothers and sisters that we do not devote a large part of our resources to the treatment
of diseases caused by hypertension, by the stresses and strains of living in a complex, modern

and neurotic society. We do not have these problems, as yet. Nor do we want them.

In conclusion, Mr President, sometimes one feels inadequate - I cannot express enough my
country's gratitude to WHO for what it has done and for what it is doing for Papua New Guinea.
Without its services, its expertise and its humanity, my country would be facing a bleak future

from a health point of view. I convey my country's gratitude for both past and future

assistance.

Mr OSOGO (Kenya):

Mr President, I wish to associate myself and the members of my delegation with the
distinguished colleagues who have spoken before me, in congratulating you on your deserved
election as President of the Thirty -first World Health Assembly. May I take this opportunity
also to congratulate the Vice -Presidents, Chairmen and Rapporteurs of the various committees
who have been elected to assist you in conducting the deliberations of this Assembly to its
successful conclusion. We are confident that, as in the past, this Assembly will mark yet
another milestone in the untiring effort for the betterment of health of people of all nations.

Mr President, my country is currently preoccupied with the preparation of the fourth
Five -year Development Plan, to cover the years 1979 to 1983, and it is interesting to note that
our national plan for health development embraces all that is contained in the World Health
Organization's Sixth General Programme of Work. The general programmeapproach of the national

plan is directed to six broad areas, namely: development and strengthening of comprehensive and
integrated health services particularly in the rural areas; prevention and control of diseases;

improvement of environmental health; development of health manpower; promotion of research;

and programme planning, implementation and evaluation. The major constraints on providing
comprehensive basic health services of acceptable standards which have been faced in the past
still continue to exist, although considerable effort has been made to reduce them. These

constraints are: first, inadequate population coverage due to inadequate numbers of service

delivery facilities; secondly, an unsatisfactory level of services due to lack of equipment

and maintenance facilities; thirdly, inadequate financial resources for running and maintaining
existing services and for providing the necessary additional facilities and services; fourthly,

shortage of trained technical and managerial staff due to inadequate training facilities and

shortage of trainers; fifthly, organizational and managerial problems; and, sixthly, rapid

population growth outpacing the capacity to develop and provide comprehensive basic health

services. An accelerated effort will continue to be made by the Government to minimize these

constraints by utilizing all possible means - national, voluntary agencies, international
cooperation - and, most important, by encouraging the participation of the community itself

through self -help work - popularly known in my country as harambee, which was initiated by

our beloved President, Mzee Jomo Kenyatta - and through health education.

In considering the development and strengthening of comprehensive health services,
emphasis is placed on the promotion and uplifting of primary health care to acceptable
standards, particularly in the rural areas of the country. The proportion of the Ministry's

budget directed to these rural health services has been increasing steadily in comparison

with that spent on purely clinical services. The programme will show increased preoccupation

with family health, which incorporates maternal and child health and family planning, mental

health, occupational health, dental health, better nutrition, and health education. This

programme, being part of the overall strategy of the Government towards the promotion of the

general welfare of the people, necessitates close cooperation between health workers and all

other workers in different ministries and departments as well as politicians and community

leaders.
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Turning to communicable diseases, Mr President, Kenya re- emphasizes the necessity for
intercountry and regional cooperation and coordination in applying control measures and in
exchange of epidemiological information. The recent limited outbreak of cholera at the border
villages of Lunga Lunga and Vanga at the south -eastern tip of the Kenya coast is a case in
point. There had been reports of a cholera outbreak in the neighbouring country to the south
of the border during the previous few months, and my country had instituted control measures
to prevent the spread of the disease across the border. However, there is constant criss-
crossing of the border and no policing measures can really control this movement, which is
intimate and frequent. The first cases were diagnosed in villages near the border in the
second week of March 1978 following attendance at funerals on both sides of the border, and by
the end of April there had been 355 diagnosed cases in the adjacent districts, with 10 deaths.
However, I am happy to report that, with the intensive measures which have been taken, the
outbreak is under control and danger of spread further afield has been minimized. The fight
for the global eradication of smallpox is, of course, the shining example of what international
and neighbourly cooperation and coordination in communicable diseases can achieve. The last
case of smallpox in Kenya occurred in February 1977, as was reported here at last year's
Assembly, and that was imported from a neighbouring country. All I can say is that I hope we
have seen the last case of this disease. However, surveillance will continue in collaboration
with the World Health Organization and as recommended by the certification of smallpox
eradication meeting arranged recently by the World Health Organization in Nairobi and attended
by six countries of eastern Africa. The control of communicable diseases has to be based on
proper epidemiological surveillance supported by an accurate information system for the pro-
cessing of health data and its communication to planning authorities and action stations.
Such epidemiological information system is being vigorously developed and applied from one
province to another and centrally. This exercise is in accordance with the Executive Board's
resolution EB61.R32. Other measures vigorously pursued in combating communicable diseases
include case - finding and follow -up, immunization where applicable in consonance with the World
Health Organization's Expanded Programme on Immunization, and raising the general standard of
living of the population with attention to improvement of personal, family, community and
environmental hygiene. A modernized health education centre has been developed by the Govern-
ment for processing health education materials, training health educators, and implementing
the new strategy of acquainting all health workers in methods of health education of the public.

Noncommunicable diseases are also receiving increasing attention by the Government. These
include malnutrition, cardiovascular diseases, cancer, diabetes, sickle -cell disease, occu-
pational hazards, and diseases of workers associated with developing industrialization. Indeed,

with increasing longevity among the population and the erosion of social -cultural mores, we are
having to increase our efforts to care for the lonely aged and for geriatric conditions.

In our programme for the promotion of environmental health, attention is directed towards
the promotion of basic sanitary measures for individual families, the community and their en-

vironment. Provision of wholesome community water supplies throughout the inhabited areas of
the country is a commitment of our Government, and this was given impetus a few years ago with
the creation of a full Ministry of Water Development. All municipalities and most other urban
settlements in the country have treated and piped water, and attention for this further develop-
ment is directed particularly to the rural and semi -urban areas. Improvements in waste dis-

posal, human settlements, food safety and protection of the environment from pollution and

other hazards are all emphasized in this health development programme. The FAO /UNEP- supported

project for control of contaminants in foods, which is being carried out with close collabora-
tion with the Ministry of Health, is aimed at enabling the Government to control food purity
and assure its safety and acceptability. This is in line with the Joint FAO /WHO Food
Contamination Monitoring Programme, and will form part of the government machinery for the con-
trol and monitoring of environmental pollution. The programme will increase the government
capability of protecting the consumer from health hazards and commercial fraud, and of ensuring
safety of food supplies, whether imported or intended for export. In line with the require-
ments of this programme, Kenya has gone a long way towards the updating of its food, drugs and
chemical substances legislation.

Education and training of essential health personnel of all categories and promotion of
medical research are other aspects of development receiving increased impetus in the new plan.
The Government has emphasized the importance of research in all aspects of national develop-
ment and has consolidated its policy on science and technology at the national level by the
establishment of the National Council for Science and Technology. In the health sector, the

Kenya Institute of Medical Research will conduct, coordinate and encourage scientific research
in medical disciplines and all necessary aspects of health delivery relevant to the country's
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health needs. Regional and international cooperation and coordination in research are welcome,
and Kenya looks forward to cooperating fully with the World Health Organization's Special

Programme for Research and Training in Tropical Diseases, as indeed we hope to do in so many
other WHO programmes as outlined in the reports of the Director -General and in the deliberations
of the Executive Board.

Mr President, before I end my statement, may I on behalf of my delegation congratulate
Dr Mahler, the Director -General, on his reappointment. We are confident that he will continue
serving this world body with dedication, competence, and efficiency, as he has done during his
last term of office. My country associates herself with the other Members of this Organiza-
tion in expressing our sincere confidence in the Director -General and his deputy, Dr Lambo. 1

Mr LUKE (Sierra Leone):

Mr President, distinguished delegates, ladies and gentlemen, as we celebrate the
thirtieth anniversary of the World Health Organization I am charged by His Excellency
Dr SiakaStevens, President of the Republic of Sierra Leone, to convey to you all His Excellency's

personal interest in the work of WHO including thisyear's Thirty -first Health Assembly. I am
to state that the Government of Sierra Leone is giving a new priority to the unmet health needs
of the people of my country as a practical contribution towards attaining WHO's main social
target of health for all by the year 2000.

Permit me, Mr President, to add my delegation's congratulations to you, sir, our new
President, and to our new Vice- Presidents and Chairmen of our main committees, and also to
Dr Mahler on his reappointment as our Director -General. May I also express our sincere
appreciation to the outgoing President, Dr Tapa, and his dedicated lieutenants who so ably
assisted over the past 12 months.

Mr President, in making my delegation's contribution to the general discussion, let me
begin by reiterating that Sierra Leone has always within the limits of its ability supported

the work of WHO, and as an indication of that continuing support I intend to heed your
repeated pleas and hope in fact to occupy this rostrum for much less than the entreated ten
minutes, thus avoiding the use of the amber and red lights that I see in front of me. We
have noted the lucid and comprehensive first biennial report of the Director -General; it is
a most valuable document and in general we endorse the priorities recommended therein. The
outstanding quality of the report is not a surprise, being only a reflection of our indefati-

gable Director -General and his deputy, Dr Lambo, and their dedicated staff. Indeed, true or
false, one hears it increasingly said that WHO is easily the best of the United Nations
specialized agencies. We therefore wish to pay tribute to Dr Mahler for the Organization's
achievements and state that my delegation welcomes the fact that he will be available to
direct the work of the Organization over the next five years.

Mr President, I do not think it either useful or necessary to enumerate in detail all the
health programmes currently in progress in Sierra Leone. Suffice it for me to comment broadly
as follows. Whilst not underestimating the need for curative medicine, "prevention is better
than cure" has become increasingly our guiding principle. Thus the important role of our
preventive medicine is being more fully appreciated and to this end we have sought to improve
the prevailing environmental health conditions throughout the country. We have tried to
reorganize the solid wastes collection and disposal system in the capital, Freetown, and have
sought by increased health education to teach the entire population the important role that
each and every individual must play vis -à -vis his or her own health and wellbeing; and we are
now taking steps to ensure the provision of safe water throughout the country as well as basic
sanitation therein. In the context of both preventive and curative medicine the burning prob-
lem of providing an adequate and smooth supply of essential drugs and vaccines continues to
haunt us. Mr President, when you add two external factors such as world inflation and the
unchecked exploitation of developing countries like mine by certain major pharmaceutical
interests to internal factors such as human avarice, senseless procurement procedures, chaotic
storage, haphazard distribution and negligible supervision, the inevitable result thereof is
that, despite the fact that my Government spends or sets aside millions of leones every year
for the provision of drugs, those most in need of these drugs almost never obtain them as and
when they are most required. Such a situation is, of course, unsatisfactory; but, more than
that, it is totally intolerable. I consider that, if the Ministry of Health of my country
can, firstly, make a significant impact on the environmental conditions in which the bulk of
the people live and, secondly, improve upon the drug situation to the extent that essential

1 The above is the full text of the speech delivered by Mr Osogo in shortened form.
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drugs are available to patients throughout the country as and when needed, we would have taken
the equivalent of infrastructural steps towards raising the national health level. My dele-

gation therefore wholeheartedly welcomes WHO's emphasis on the promotion of environmental

health. We also are delighted at the fact that the vexed question of drugs is the subject of

this year's Technical Discussions. We look forward to these and firmly believe that, with a
real commitment from the Government of Sierra Leone and the assistance of WHO, at long last

the seemingly everlasting drugs problem might be solved.
Let me touch on the importance we attach to the provision of an adequate programme for

the prevention of communicable diseases. We do look forward to at least the control if not

the eradication of malaria, measles and tuberculosis - at least, especially after WHO's signal

achievement in eradicating smallpox worldwide. In this regard we appreciate the importance
being attached to these problems and support the WHO strategy thereon. Our national expanded

immunization programme, designed both for curative and for preventive services throughout the
country, has already been carried out over a very limited area and plans are now being fina-

lized to launch the programme on a countrywide basis. This programme is one of the aspects of

that new emphasis on technical cooperation with a view to self -reliance which we deem to be

right.
If I do not, Mr President, here elaborate on all the many programmes and activities car-

ried out by the Ministry of Health in Sierra Leone, such as our primary health programme, our
national nutrition survey, and our training programmes, some of which are joint projects with

WHO, it is not because I do not deem them important; rather it is because, listening to the
contributions of the distinguished delegates before me, and noting that we are all of us

engaged in the same task of providing maximum health care to the maximum number of people
within certain more or less limited budgetary factors, I have also noticed that, not sur-
prisingly, for similar problems similar solutions and projects have emanated. All these

plans of ours and other national health efforts are sure to bear increasing fruit with the
continued cooperation of this, our august and increasingly effective Organization. Therefore
I do not think it necessary to elaborate on these at this time. Let me end, Mr President, by
recording the gratitude of the Government and people of Sierra Leone to WHO, UNICEF and other
voluntary agencies who have contributed to the provision of health care services in Sierra

Leone. In this context we wish to thank also our Regional Director, Dr Quenum, for his usual

prompt response to our requests.

Professor PINERD (Central African Empire) (translation from the French):

Mr President, Mr Director -General, Mr Deputy Director -General, honourable delegates,

ladies and gentlemen, let me hasten to convey to the Director -General, Dr Mahler, the most
hearty congratulations of the delegation of the Central African Empire on his triumphant
reappointment and to wish him every success in the performance of his difficult task.

Mr President, Mr Director -General, Mr Deputy Director -General, honourable delegates,

ladies and gentlemen, allow me now on behalf of his Majesty Bokassa I, Emperor of Central
Africa, and on behalf of my Government, to convey to you the fraternal salutations of the

people of the Central African Empire.
Fully realizing as we do how heavy a burden the presidency of the World Health Assembly

is, we should like very sincerely to congratulate the President of the thirtieth Assembly on

having honourably carried out his task. And now we especially congratulate the President of

the Thirty -first World Health Assembly upon his welcome election. The masterly assurance

with which he is already presiding over our Assembly's proceedings shows that his presidency

will undoubtedly be not only outstanding but also effective and fruitful.
Mr Director -General, Dr Mahler, the delegation of the Central African Empire has read with

particular interest the biennial report, contained in Official Records No. 243. We have also
listened attentively to the lucid and detailed presentation of this report- survey -programme.

On this thirtieth anniversary, that is to say after almost a third of a century of
existence, the Organization has more reason than ever to be confident that health policy will
be directed toward suitable objectives, that it has a staff which can be relied on and that
its funds will be wisely spent. Hesitancy, lack of directive and coordinating authority,
errors and waste have therefore now become out of the question.

Accordingly, Mr Director -General, the delegation of the Central African Empire has been

expressly commissioned by His Imperial Majesty Bokassa I to congratulate you and to commend

your detérmination, courage, sincerity, openness of mind, will to succeed and skill. These

are precisely the qualities that are called for, given our numerous and complex health problems
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and the modest nature of the funds which most of our States can find. Lastly, our delegation
welcomes the report of the Executive Board, which sets out briefly our reasons for reaffirming
our trust in you.

The Central African Empire is glad to see the enormous progress that our Organization
has already made. Time does not permit me to give a full account of this. Instead, we
should like to look ahead and declare that we contemplate the future with serene confidence.
The target is known: Health for all by the year 2000. The conditions to be fulfilled are
also known. And the priorities for these are as follows.

First of all, primary health care. Here, as is shown in the table given in document
A31/9, Annex 2, my country has firmly decided to take a further step this year in the
development of country health programming. This integrated and comprehensive method of work
will enable us to concentrate on essential health care, which is the only thing that can
improve the level of health of our populations.

Parallel with this, and in pursuance of our present five -year health plan, constant
attention is being given to family health, nutrition and drinking -water supply problems,
communicable disease control and environmental health.

The training of proper personnel is the sine qua non for the success of all these
undertakings. In the Central African Empire the foundations were already laid some ten years
ago in regard to paramedical personnel, and these foundations were extended two years ago by
the training of medical personnel on the spot, all this with an eye to the establishment of
health sciences. The object is to train a team that is above all familiar with the milieu in
which it will be required to work and with the population's essential needs. In this
particular field of training we are confident we have reached the point of no return, the rest
simply being a question of time and, of course, of funds.

During 1977 the Expanded Programme on Immunization got under way in our large towns.
The initial results are encouraging and augur well for the future. Participation by the
population is not falling off from year to year, which shows that people understand the
importance of preventive health work.

Among the factors that will enable us to rely chiefly upon ourselves, appropriate
technology appears to us fundamental. In this connexion we warmly thank our Organization for
having at last drawn up a list of essential drugs.1 We are actively studying the conditions
for carrying out this new policy, which is undoubtedly an effective way of avoiding wasting
our energies and modest resources.

Agenda item 2.6.1 on drug policies and management will be of particular interest to our
delegation, especially the recommendations that emerge from discussion of that important matter.

In the field of biomedical research our country will, after the initial teething troubles,
be starting work this year on building a national public health laboratory. When the
laboratory is operational priority will be given to the study of tropical diseases, and in this
as in other connexions we count on technical cooperation between our countries, both within our
region and internationally.

Whether in health manpower training on the spot or in the development of services, in
short in all fields regarded as priority ones, the Central African Empire is fortunate in
enjoying the unvarying solicitude and effective help of WHO's Regional Office for Africa. We
therefore ask the Regional Director, Professor Comlan Quenum, reluctant though he may be to do
so, to accept our deep gratitude, for any progress must have an animating spirit and the
Regional Office for Africa has found such a spirit in him.

I wish the proceedings of the present Assembly every success and thank you for your kind
attention.

The PRESIDENT:

I have great pleasure now in asking Dr Gezairy, our distinguished Vice -President, to take
over for a few minutes while I attend to very important State business. Would you please give
him a welcome. (Applause)

Dr H. A. H. Gezairy (Saudi Arabia), Vice -President, took the presidential chair.

The ACTING PRESIDENT:

Thank you very much for the applause and also for electing me a Vice -President. I will
now call on the distinguished delegate of Uganda.

1 See WHO Technical Report Series, No. 615, 1977.



180 THIRTY -FIRST WORLD HEALTH ASSEMBLY, PART II

Dr MUZIRA (Uganda):

Mr President, Director -General, Regional Directors, your excellencies, ladies and gentle-
men, on behalf of the Ugandan delegation and on my own behalf I would like to join the previous
speakers in congratulating you upon your deserved election to the high offices of the Thirty -
first World Health Assembly. I am confident that, with the wealth of experience you have in
matters concerning health and management, you will guide the proceedings of this Assembly for
the promotion of the health of mankind.

It is my greatest pleasure and honour to convey to you all the warm and heartfelt greetings
of His Excellency the Life President, Al -Hajji Field Marshal Dr Idi Amin Dada, VC, DSO, MC,
CBE, and the Government and the entire people of the Republic of Uganda, and to wish you a
very successful meeting in this beautiful city of Geneva.

A year ago the Thirtieth World Health Assembly, held in this very place, discussed a
number of topics of public health importance. We are now gathered here again to review and

take stock of the health situation within our countries and make an attempt to promote further
the health of all the people. I am very much impressed by the biennial report of the
Director -General covering the years 1976 and 1977, which is very precise and outlines some of
our successes and failures as well as some of the obstacles facing our Organization. I wish,

on behalf of my delegation, to express our sincere gratitude to and satisfaction for the efforts
being taken by our beloved Director -General, Dr Mahler, members of the Executive Board, members
of the Secretariat, and our Regional Director, Dr Quenum, who have untiringly directed our
Organization towards the achievement of health for all by the year 2000. We fully support the
importance and need of implementing primary health care, expanded immunization programmes as
well as the training of health personnel, and of intensifying research, particularly in malaria
and other tropical diseases. His Excellency the Life President of the Republic of Uganda,
who is also the Minister of Health, gives full support to the social goal of health for all by
the year 2000. The Life President, in his New Year message to the nation this year emphasized
that the year 1978 will be a year for peace, love and reconciliation. I believe that the
World Health Organization has a very important role to play in fostering peace and reconcilia-
tion throughout the nations. Although great achievements have been made in the improvement
of weapons, mankind should ensure that everlasting peace is achieved and that humankind is made
free from disease. I fully concur with Dr Mahler's appeal to the world leaders to use health

as a platform for peace.
Distinguished delegates, the Republic of Uganda, in its effort to improve the wellbeing of

its people, has launched an action programme in which more attention is given to the health of
the nation as well as rehabilitation of agriculture and industry. The Government aims at
providing necessary health services within easy reach of every citizen in the best possible way
without any discrimination whatsoever. This involves establishing more health centres,

training primary health care workers and other personnel, the provision of essential drugs,

transport, and emphasis on health education. The Government firmly believes that good health

is a basic human right. For that reason, therefore, a system has been created for promoting a

more equitable distribution of health services among all sections of the nation's population,
particularly through primary health care. With a sustained application of thought, people are

being motivated to take initiative in detecting their health problems and participating
spontaneously in all activities geared towards finding a lasting solution. We believe that,
with the success of our primary health care programme, essential health services including
health education, nutrition, immunization and curative services will be delivered to those who
are in need of them. With a strong background of health education, based on some of the good
traditional habits and customs and widespread practical examples, diseases like kwashiorkor,
marasmus in children are being fought quite successfully by our nutritional scouts, who are
recruited by the local communities and trained to identify cases of malnutrition.

The national expanded immunization programme is to be launched on 1 July this year;
this is another example of an exercise geared towards the improvement of health. We are very
grateful to UNICEF, the Government of Austria as well as WHO for their cooperation in this
important programme, through which we aim at covering at least 80% of all the children below
the age of 2 years. We believe that by this expanded programme of immunization we will be
able to control diseases like measles, poliomyelitis, tuberculosis, tetanus, whooping cough
and many others. One of the great achievements gained in the control of communicable diseases
is the eradication of smallpox in Uganda. We are now undertaking an exercise in the expecta-
tion that an international team of the World Health Organization will come and provide certifi-

cation. Uganda has been free from cholera since 1973, although this disease has now become
almost endemic in some of the neighbouring countries. Some time last year we had a small
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outbreak of trypanosomiasis in one of the areas which used to be free from this disease.
Action was immediately taken to fight this epidemic, and I am glad to report that the number
of cases being reported now is dropping considerably; I believe that the situation will be
controlled very soon. With regard to the control of sexually transmitted diseases, I wish to
inform you, colleagues, that the Government of Uganda passed a decree last year in which
emphasis was put on the treatment of those affected. This decree is being revised again with
the assistance of an official from WHO. With regard to veterinary public health, much
has been achieved and Uganda has taken a lead in this important field. I would like to pay
tribute to the WHO coordinator as well as to the veterinary public health officer in Uganda
for the excellent work that is going on.

Finally, I would like to pay tribute again to Dr Mahler for his excellent work and to
wish him success in his new assignment as our Director -General. I believe that he will be
able to continue to steer the Organization with a revolutionary mind as he has done before.

Miss QUIROS (Costa Rica) (translation from the Spanish):

Mr President, I have special pleasure in congratulating, on behalf of the Minister of
Health of Costa Rica, the distinguished delegates elected to conduct this session, the
Chairmen of the various committees, and also the Director -General and the Chairman of the
Executive Board on their invaluable reports. I shall submit for your consideration a brief
outline of the work done by the Ministry of Health during 1977.

The main effort was directed to the real implementation of the universal right to life,
health services and nutrition. For this purpose integral health services have been provided
for the whole population which are effective in avoiding and/or dealing with priority problems,
and are acceptable, since they correspond to the needs and aspirations of the community, and
efficient, since they make rational use of the facilities available within the economic limits
of the country.

The strategy followed can be summarized as the generalization of social security and the
promulgation and implementation of the Law on Social Development and Family Allowances. Thus,

social security has been generalized by extending its services to the whole population. For
this purpose, the higher levels of medical care have been centralized in a single institution
namely the Costa Rican Social Security Fund, to which have been transferred the Ministry of
Health hospitals and their facilities. In this way hospital treatment has been made available
to all and the State has taken over the insurance of that part of the population without the
necessary economic resources. Consequently, the coverage rapidly rose to 83.5% by
October 1977 as a result of the increase in the physical, manpower, technical and financial
resources of Social Security, its operational capacity and its social responsibility.

Furthermore, after delegating responsibility for higher level medical care the Ministry
of Health concentrated its efforts on obtaining resources from the fund created and governed
by the Law on Social Development and Family Allowances and, because of the increase in these
resources, it was in a better position to engage in complementary activities with two
objectives: (1) to speed up the development of a primary health care level by establishing
an infrastructure of services run by auxiliary personnel in all rural areas lacking services,
and with wide community participation. This rural health programme covers 33.4% of the
population, spread over 73% of the area of the country; and (2) to strengthen the services
given by health centres on the general medical care level, by adding auxiliary personnel so
as to extend their services to the communities, using a strategy similar to the previous one
but with a field of action comprising the urban areas, with stress on the peri -urban fringes.
This community health programme was carried out in the light of the great benefits resulting
from the policies for extension of rural coverage. It commenced in August 1974 in the
peri -urban fringes of all the urban areas of the country. This population group, together with
those cared for under the previous programme, gives a total of 56.3 %, who, if their health
needs justify it, are referred to the higher care levels.

The generalization of social security, with strengthening of the higher levels of care
and the accelerated development of integral primary care levels, is accompanied by increasing
coordination, based on a unity of approach as regards aims and policies, with the ultimate
goal of a national health service.

With the accelerated spread of coverage by the health services their content has been
reviewed and increased. The food and nutrition programme has been almost completely revised
because of the inadequate impact of the traditional approach. It now employs a short -term

strategy, consisting of the supply of hot meals, powdered milk and raw foodstuffs, whose aim
is to correct the harm already done and prevent further harm, as well as to improve the
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distribution of the national income and the wellbeing of the economically weaker groups.
These services are provided for a population of some 500 000 children, corresponding to a

quarter of the total national population. The medium- and long -term objective is to increase

food production and processing and to replace the national production standards by others more

in accord with our needs and food habits, our potential for production of raw materials and

our purchasing power. To this end the cultivation of new products is being increased, as well

as the preparation of food formulae which include the use of bananas previously regarded as

unfit for human consumption, rice products, soya and other products.
The dental services have also rapidly increased their coverage by means of a strategy

which includes the Social Service Law, in force since 1974, and the setting -up of teams
including both professional and auxiliary personnel. The professional personnel of these
mobile units must work for a year in the rural areas as a requirement for graduation. They

carry on curative, preventive and educational activities, including the dental health education
of teachers, parents and pupils, topical application of fluorides and fissure sealants,
provision of tooth -brush racks, distribution of audiovisual material, etc., all of which are
in addition to the traditional strategy of installing dental clinics in health centres,
schools and other establishments.

Environmental health activities have also been intensified, so that the domestic water
supply coverage is 69% in the rural areas and 98% in the urban ones; 90% of the total
population has been provided with some type of sanitary excreta disposal; the programme for
well digging and drilling and for installation of manual pumps in those rural dwellings without
any water service has been augmented, a technico -administrative diagnosis of the environmental
health situation has been drawn up and a plan of action prepared for implementing the
programme. Additional funds have been allocated and specific projects are being prepared for
attacking priority areas, such as occupational health and safety.

All the foregoing implies a sustained and dynamic increase in the operational capacity
of the sector, brought about by programmes for manpower, physical and especially administrative

resources, which programmes are being implemented through various specific projects. The aim
of these programmes is consequently to eliminate or overcome the restrictions limiting the
action of the health services, by rationalizing structures as well as organization and
procedures.

In Costa Rica, expectation of life at birth is continually increasing, with an average
annual gain of 0.53 years over the period 1963 -1972, which rose to 0.82 over the period
1972 -1976, giving an average expectation of life at birth of 71.4 years for both sexes (69.3
for males and 73.6 for females), thus exceeding the goal fixed for 1980. The birth rate has
been falling during the last decade but it is still high, with 29.6 births per 1000
inhabitants in 1976 and a fertility rate of 166 births per 1000 women of reproductive age.
The age structure of the population is relatively young but is undergoing a slow aging process
as a result of the increased expectation of life at birth and the drop in the birth rate.

Since 1972 mortality has been steadily falling, with a drop of 22% in the general rate
which fell from 5.9 per 1000 in 1972 to 4.6 in 1976. As regards its structure by cause of
death, the exogenous causes, such as diarrhoea, bronchopneumonia, bronchitis, tetanus, malnutri-
tion and measles, have been gradually giving way and yielding the first places to endogenous
causes such as the cardiovascular diseases coming first, followed by cancer coming second,
diseases of the nervous system in fourth place, while diabetes occupies the eighth place, and
accidents have risen to third place as cause of death.

Infant mortality fell by 46% in 1970 -1976, dropping from 61.5 deaths per 1000 live births
in 1970 to 29 in 1977, here again going beyond the goal set for 1980, which was 38.08 per

1000. The structure by cause of death has also changed, since gastroenteritis and colitis,
which traditionally came first, have been replaced by immaturity and now come second. The

mortality rate among children aged 1 -4 years fell from 5.1 per 1000 in 1970 to 1.8 per 1000
in 1976, a reduction of 65 %, once again a figure better than the goal fixed for 1980, which
was 1.98 per 1000. The chief cause in this group was accidents, followed by gastroenteritis

and colitis.
Maternal mortality fell from one death per 1000 live births in 1970 to 0.6 per 1000 in

1976, a reduction of 40 %. The chief causes were eclampsia, complicated delivery and abortion.
Diseases preventable by vaccination show a tendency to decrease rapidly. There have been

no cases of poliomyelitis since 1974, and there were no deaths from diphtheria in the same
year, for although there were a few cases (9 in 1974, 5 in 1975) all recovered. There were

none in 1977. Measles, tetanus and whooping cough continue to be the chief problems, although

they are tending to decrease as well.
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The waterborne diseases also show a new trend rapidly to decrease, apart from viral
hepatitis which fluctuates but shows a general tendency to increase. The sexually
transmitted diseases have shown a definite increase from 1975 to 1977; this is attributed to
sexual freedom, decreased fear of abortion and venereal diseases, as well as improvements in
registration and notification. Vectorborne diseases, such as malaria, have shown a rapidly
decreasing trend which has recently become fluctuating with a few hundred cases annually, most
of them imported. Urban yellow fever was eradicated many years ago. Murine typhus has not
made an appearance since last year and American leishmaniasis is tending to decrease.

Malnutrition diminished only slowly from 1966 to 1975, so that the programme was changed
and strengthened. From June 1976 to June 1977 the malnutrition rate among preschool age

children at educational and nutrition centres fell by 12.9 %, and even more markedly in those
most undernourished. In view of this and the high and increasing number of beneficiaries

combined with their great recuperative powers, we can affirm that the results at the national
level are extremely satisfactory.

As concerns hospital morbidity, the main causes for hospitalization in 1976 were the
infectious and parasitic diseases, tumours, endocrine diseases, nutritional and metabolic
diseases, diseases of the blood and haematopoietic organs, and mental disorders. This does
not include childbirth, which was the main cause of hospitalization, although of course not an
illness in itself. However, the mental disorders are those which account for most stays in
hospital, amounting to 21% of the total in 1974, outstanding among them being the psychoses,
neuroses, oligophrenia and alcoholism.

I have tried to give in this statement an overall view of our health services and
situation and I should like to thank you for your kind attention.

Mr President, may I take this opportunity of conveying the fraternal greetings of the
Minister of Health of Costa Rica who wishes to express through me his hopes that this Assembly

will achieve the utmost success in furthering the health and social wellbeing of our peoples.

Professor OJEDA VILLALBA (Paraguay) (translation from the Spanish):

Mr President of the Thirty -first World Health Assembly, Mr Director -General, fellow
delegates, ladies and gentlemen, first of all we should like to congratulate the Director -
General on his reappointment and to express the hope that his efforts at the head of WHO will
continue to be as successful and fruitful. We must also congratulate him on the excellent
presentation of the report and of the other documents. We must also express our satisfaction
with the continuity he has given to the new working philosophy adopted by the World Health
Organization during his previous term of office.

The Government of my country is making a great effort to cope with the health priorities
of our people, which are the same as those laid down in the General Programme of Work of the
Organization. In this respect the Government is taking various definite measures to finance
programmes for extending coverage, with community participation, and for drinking -water supply
and other sanitary installations in the urban and rural areas. It has also initiated
interministerial coordination activities so as to strengthen the National Nutrition Board, with
a view to implementation of the National Nutrition Plan.

Paraguay is a country which has succeeded in eradicating malaria, of which there were
only a few cases imported from neighbouring countries in 1977. Because of this privileged
situation the National Malaria Service has begun devoting itself to research in the field of
Chagas' disease.

Furthermore, as the control of the infectious diseases of childhood continues to have
priority the Ministry of Health and Social Welfare has taken the necessary measures for
starting the expanded programme on immunization.

The health sector is also interested in promoting research for obtaining better
information so as to ensure a more suitable approach to some of the health problems of our
people, chiefly as regards human reproduction, the study of medicinal plants and tropical
diseases.

Dr Mahler has mentioned in his report that, in order to attain the objectives and goals
envisaged it is very important, inter alia, for countries to become aware of the need to plan
national programmes rather than fragmentary projects. In this respect we should like to
request, in this Assembly, that the World Health Organization as coordinating body help us also
to arouse the awareness of the financing bodies and countries which are so accustomed to
financing small projects they have drawn up themselves, very often quite divorced from the real
needs of our peoples and from national health plans, principally as regards the goals.

It is of fundamental importance for cooperation to aim at making a decisive contribution
to solution of problems of coverage, following the example of what has been done to eradicate
smallpox, malaria and other endemic diseases among many peoples.
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On the other hand, if WHO is determined to ensure that all the children of the world are
protected by immunization by the year 1990 and if it is hoped to achieve health for all by the
year 2000, it is essential for the financing countries and bodies to realize that a
bureaucracy with a life of four or five years is not compatible with the pace of a modern
dynamic administration, much less with the logistics necessary for the solution of urgent
problems. It should be remembered that negotiations continuing over four or five years for
a loan or donation, even when successful, condemn a generation of millions of school age and
preschool age children to death and leave as many again disabled.

Finally, we should like to express the wish that this Assembly will take wise and timely
decisions for the social wellbeing of our peoples.

Dr SURJANINGRAT (Indonesia):

Mr President, Mr Director -General, distinguished delegates, ladies and gentlemen, on be-
half of the delegation of the Republic of Indonesia, I wish to congratulate Mr Mohammed
on his election to the highest office of the Thirty -first World Health Assembly. My congra-
tulations also go to the Vice -Presidents and the Chairmen of the main committees. Before I
continue, permit me on behalf of my delegation to congratulate Dr Mahler on his well- deserved
reappointment for another period.

This year the Director -General has submitted for the first time a biennial report. As

suggested, the World Health Assembly will discuss the Director -General's report more in depth
every alternate year, whereas in odd -numbered years more time will be spent on a detailed dis-
cussion of the programme and budget. It just happens that this first biennial report of the

Director -General covers a time period when many new concepts and approaches have been adopted
in the United Nations system to promote social and economic development in the world. I am

happy to note that in this context WHO has also adopted new policies as reported by the

Director -General.

I would like to comment on the strategies for giving effect to these policies. Firstly I
would like to discuss the implementation of the primary health care approach. Although all
health care interventions are to be undertaken as near as practicable to the community, pri-
mary health care should not be seen as a fourth -tier health service manned by village health

workers. The name "primary health care" has now been established on the understanding that
primary health care means more than health care delivered at primary level. It is assumed
that in planning and establishing primary health care activities the community plays an active
role, that health care may be delivered by sectors other than health, that it is part of com-
munity development, and that it aims at promoting self -reliance. In order to reflect these
connotations in Indonesia primary health care is named "village community health development ".

A policy decision has been taken that the implementation of village community health develop-
ment in my country is the administrative responsibility of the Ministry of Home Affairs and
the technical responsibility of the Ministry of Health.

Developing the primary health care approach with all the underlying principles as stated
before requires the development of a whole new value system in health and medical care. The

medical profession should take responsibility and leadership. Physicians have been trained to
understand the pathogenesis of diseases and also the factors related to their occurrence and
distribution in populations. They know best what health interventions to undertake, when,
where, and by whom. Such interventions may be undertaken by government or private health ser-
vices, by services in non -health sectors or by the community itself. In this connexion, the
new programme of appropriate technology launched in January 1977 by the Organization is very
important. The Indonesian delegation would like to recommend that the Director -General in-
volve medical professional nongovernmental organizations in this new programme.

Turning to another new WHO programme, that on drug policies and management initiated in
1976, I would like to congratulate the Director -General on this very commendable undertaking.
The discussions which took place at the sixty -first session of the Executive Board in January
this year on the report of the WHO Expert Committee on the Selection of Essential Drugs and
on the report on drug policies and management reflect the problems as faced in developing

countries. In the policy guidelines as formulated recently by the People's Council of the
Republic of Indonesia it is stated that people should be protected against the hazards of nar-
cotics and pharmaceuticals which are not safe and that medicines should be distributed evenly

and be within the financial reach of everyone. I therefore sincerely hope that WHO will con-
tinue to give guidance to and collaborate with Member countries with the aim that in the near
future drugs meeting the health needs of the majority of people will be available and acces-

sible to all.
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With regard to research promotion and development, special mention must be made of the
new strategy of setting up regional advisory committees on medical research. As far as the
South -East Asia Region is concerned, many study groups have been formed and are formulating
regional priorities and studying designs on important health problems such as malaria, dengue
haemorrhagic fever, leprosy, diarrhoeal diseases, alternative strategies in health care

delivery and traditional medicine. The involvement of national scientists in these study
groups has been very beneficial in promoting goal- oriented research. I would like to take
this opportunity to thank the Regional Director for South -East Asia for his collaboration in
organizing a workshop on research management in Indonesia attended by representatives of all
government medical faculties, units of the Ministry of Health and related research and planning

agencies.

Concerning mortality and morbidity, I agree that the interrelationship between communi-
cable diseases, malnutrition and an unhealthy environment is very important. I may add another
factor which is playing a role in developing countries, and that is high fertility. The new
strategy of WHO in communicable disease control stipulating that, beside finding new techniques,
consideration should also be given to their application in the context of national socioecono-
mic development and the utilization of overall resources must be given due attention. Vertical
communicable disease control programmes have proven to be expensive and their results not long -

lasting because of inadequate maintenance. Regarding malaria control, we will have the
opportunity in this Assembly to discuss a reorientation of antimalaria programmes.

In conclusion, I would like to express the support of our delegation for the recommer.áa-
tion made by a WHO consultation in 1977 that the Organization should expedite certification
work on freedom from smallpox so that smallpox vaccination may be discontinued.

I wish the Thirty -first World Health Assembly every success.

Mr BEDDOES (Fiji):

Mr President, honourable ministers of health, Mr Director -General of the World Health
Organization, distinguished delegates, ladies and gentlemen, I wish first of all to say how
privileged my country is in having this opportunity to join the other larger, powerful and
developed nations of the world in having its voice heard in this Thirty -first World Health
Assembly. I take this opportunity to bring to this august assembly cordial greetings and good
wishes from our Prime Minister Ratu Sir Kamisese Mara, and the Government and people of Fiji.
To the President and the Vice -Presidents I extend my delegation's congratulations on your elec-
tion to your respective high offices and pledge our fullest support and cooperation in the
various tasks which have been assigned to you.

Mr President, I consider it my pleasant duty to congratulate the Director- General,
Dr Mahler,on his reappointment and to thank him and the World Health Organization Secretariat
on the excellent and comprehensive report that has been prepared on the activities of the
Organization for the years 1976 and 1977. The report has not only concisely covered the acti-
vities of the Organization but contains some refreshing and innovative ideas concerning its
future functions for the benefit of mankind.

My country owes the Organization a debt of gratitude for its invaluable material and tech-
nical assistance, which has helped to augment and maintain progress and development in various
health programmes, particularly in the field of health manpower development and rural health
services. Because of our central position amongst other South Pacific island nations scattered
over the vast expanse of the Pacific Ocean we have always felt that we are morally bound to
assist our neighbours in health development, particularly in the various fields promoted by
the Regional Office for the Western Pacific. In this respect, Mr Vice -President, I wish to ex-
tend my country's appreciation to our Regional Director, Dr Dy, and the World Health

Organization Representative for the South Pacific, Dr Charles Ross -Smith, and their dedicated
staff for the services rendered to us in the South Pacific region by the Organization.

My country is fortunate in that it is not beset by scourges such as malaria, cholera,
yellow fever, overpopulation or scarcity of food. The health of the people is reasonably good.
Communicable diseases which were prevalent in the early fifties are no longer threatening the
lives of our people. Our immunization programme, in which the Organization has played a leading
role in the past two decades, remains part of our important health activities.

The greatest contribution by my country in the field of health to the South Pacific region
has been in the training of health workers in the country's schools of medicine and nursing.
Fiji had, therefore, been actively promoting the Organization's concept of technical cooperation
among developing countries long before the country became a full Member of the Organization in
1972. This contribution to the health of the people in other Member countries of the Organization
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in the Western Pacific Region will be continued with renewed vigour to meet the Organization's
principal social target of the attainment by all citizens of the world by the year 2000 of a
level of health that will permit them to lead socially and economically productive lives.

The solution to the various health problems we face today is directly related to the socio-
economic and political systems of each Member country. My delegation is pleased to note the
emphasis now placed on primary health care by the Organization and the importance attached to
health as a social issue. We firmly believe in this and have taken steps to train health wor-
kers who are aware of their social mission and are motivated to work in a spirit of social
relevance. Our curriculum has been fashioned to meet community health needs, and training of
health personnel has become community- need -oriented.

Mr President, permit me to express my delegation's views on matters before the Assembly
and appearing in the Director -General's report which are of interest to my country. We welcome
the progress made so far on drug policies and management and fully support the Organization in
its efforts through regional technical cooperation to identify pr iority areas for action
programmes. We believe that it is less costly for the smaller Member nations with limited
financial, material and human resources to pool their resources in the collective purchasing
of drugs and medical supplies rather than that each Member should purchase its supplies
separately from different sources. This should reduce the cost to consumers. The Organiza-
tion should assist Members in selecting and drawing up a list of drugs considered essential
to meet the basic medical needs of the community. My delegation thanks the Organization for
making the services of its consultant on drug policies available to us and we look forward to
his visit to the South Pacific area in two months' time.

We in Fiji fully realize the importance of bridging the socioeconomic gap between the
urban and rural population. We see the primary health care programme as a new horizon in
health service delivery to the rural population. It is a very appropriate and important com-
ponent of health technology. We believe that primary health care can only be introduced and
accepted by the people if the political situation is ideal and the determination of the people
to help themselves is right. My delegation is fully convinced that primary health care cannot
be successful if it is introduced as an extension of our existing health service to the less
advantaged and underserved groups in the community. The people should be made aware that they
themselves can play an important role in developing and carrying out a health programme for
their own benefit. Whatever is developed in the field of health technology must be self -
sustaining if it is to have a long - lasting result. As part of our rural development we have
introduced rural water supply, rural housing and rural electrification schemes subsidized by the
Government. There ..e other schemes which are in operation to meet government objectives laid
down in our Seventh Development Plan, the second since Fiji became an independent nation.
Fiji's delegation wishes to inform the Assembly of its appreciation of the work of the Western
Pacific regional subcommittee on the Sixth General Programme of Work related to primary health
care in a comprehensive health service and to the training of health auxiliaries. The sub-

committee's visit to my country last month has convinced us that a lot more can be gained for
the overall development of health activities through country visits of national health person-
nel than through the staff of the Organization, who at times may not be familiar with local
conditions. I plead that the Organization utilize more local nationals and expertise when
introducing new health technologies like primary health care.

Mr President and distinguished delegates, the history of our world has been marked by the
recurrence of war. As civilization progressed the scale of conflict grew and, with the de'.
lopment of scientific weapons, a nuclear war now threatens the complete extinction of life on
our planet. But we are concerned with a different war, where the poor and underprivileged
have become victims of disease from malnutrition, while the rich have fallen ill from the
effects of excessive nutrition, with the result that, while belonging to the same human race,
both the poor and the rich face hardships in order to live. I see, Mr President, that the
Assembly is full of many rich people. While we discuss the health problems commonly found
amongst the poorer countries of the world, my delegation welcomes that target of the Organiza-
tion which is to develop methods and coordinate activities leading to the establishment of
comprehensive cardiovascular disease control programmes at community level. Perhaps what is
needed today is even distribution of national wealth to prevent the rich from getting sick and
at the same time to raise the standard of health of the poorer section of the community.

To conclude, Mr President, Fiji's delegation believes that the ideal of the World Health
Organization is essentially to look upon the world as one family, based upon the principle that

all members of the human race are brothers and sisters. It is to the propagation and realiza-
tion of this concept that we must devote all our efforts in order to attain our global target
of health for all.
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Dr TOH Chin Chye (Singapore):

Mr President, distinguished delegates, the Director -General has correctly reiterated
the importance of primary health care, especially in developing countries. Delivery of
primary health care has to deal not only with manpower but also with the availability of
drugs that are used to treat patients. Chapter 10 of the Director -General's report is there-
fore important, and yet disappointing because it is silent on the politics and ethics of the
pharmaceutical trade. Nobody can object to good practices in the manufacture and quality
control of drugs, but stringent regulations on the registration of drugs can impede free
trade.

A certification scheme on the quality of pharmaceutical products has been initiated by
WHO, but by the end of 1977 only 25 Member countries had agreed to participate in the scheme.
Chapter 10 of the report overlooked the point that the major producers of pharmaceuticals
have attached reservations to their participation in this scheme. The two important
conditions are: certification of a medical product by the national authority of an exporting
Member State does not mean ipso facto registration of the product for sale in the importing
country; and the national authority will not certify every batch of drugs that is exported
for the reason that the volume of work involved makes it impracticable to do so. It is

exactly because the quality of one batch of vaccine can differ from other batches that the
campaign initiated by the United States Government to vaccinate its population against swine
influenza virus was stalled. It was discovered that elderly patients who had been vaccinated
showed neurological disorders similar to those of the Guillain -Barre syndrome. More recently,
pertussis vaccine for whooping cough was found to produce brain damage in some 500 -700 children
in the United Kingdom.

In the light of the legal liability of governments, manufacturers and importers,

monitoring for adverse reactions to drugs and vaccines and an assessment of their benefit /risk
ratios must be a major task for WHO. Equally important is the speedy dissemination of such
information to Member States. Ministers of health ought to receive this information at first
hand from WHO rather than learn of epidemics of side effects of drugs from the mass media.

Chapter 10, I suggest, is sensitive as it touches on the trading policies of developed
countries, which are responsible for 90% of the world's production of pharmaceuticals. It
does not allay the suspicion of developing countries that they may be the dumping- ground for
unwanted drugs and placebos. For this reason the WHO Expert Committee on the Selection of
Essential Drugs is to be congratulated on producing a listl of basic or essential generic
drugs which public health authorities in developing countries need to use for their health
care services.

Last year we conducted a morbidity survey among a random sample of the population in
Singapore. One important finding of the survey was that 19% of the population practised
self- medication with drugs that are available over the counter. A knowledgeable population
that is aware when to consult the physician and when to help themselves can bring down the
costs of primary health care. During the epidemic of Russian influenza in Singapore in late
December 1977 and early 1978, we solved the problem of overcongestion at outpatient clinics
by allowing nurse practitioners to give treatment, and at the same time instructed the public
on symptoms of the disease and how they could treat themselves with aspirin or Panadol, which
are readily available over the counter. The role of self -medication was discussed at a
meeting of the Regional Committee for the Western Pacific at Tokyo in 1977. I believe that
it is a point worthy of an expanded study by WHO under national drug policies and management,
the more so as reports from all countries indicate that the increases in the fees or salaries
of medical practitioners rise faster than the general rate of inflation or the consumer price
index

After 30 years, WHO is showing what I call the A and W syndrome - or "alive- and -well"
syndrome. If the Organization under the leadership of the Director -General will pursue its
crusade to make the Third World more knowledgeable about the politics and economics of health
and disease, the prognosis is that it will survive to celebrate its fiftieth anniversary.
Under the leadership of WHO the world will then be enjoying better health.

Dr HERRARTE (Guatemala) (translation from the Spanish):

Mr President, distinguished delegates, I should like to congratulate the new officers
and, furthermore, to state that the Government of Guatemala has particular pleasure in
congratulating Dr Mahler on his well deserved re- election. As concerns his report, we agree
with his general lines of work and goals, but would like to stress certain points.

1 WHO Technical Report Series No. 615, 1977.
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The diversity of economic and social conditions in the different parts of our country
has led to our using different methods for coping with situations impeding development, and so
a standard and general technique is necessary to deal with essential problems such as the
continuing decrease in the proportion of the population occupied in agriculture as a result of
migration to the towns, unemployment or underemployment, low wages and the high degree of
economic dependence. All this has caused social deprivation, reflected in a low level of
education, unhealthy housing, poor sanitation, malnutrition, deterioration of health, and poor
or completely non -existent coverage of the great majority of the economically active rural
population by the social security services.

There are other situations which add to the problems standing in the way of development,
for a high percentage of the population (64 %) live in communities of less than 2000

inhabitants and there are 17 915 such communities. Retrospective and prospective analysis
reveals general qualitative features with certain predictable quantitative characteristics;
for example, the population of Guatemala is expected to be 9.3 million in 1990 and to rise to
over 12 million by the year 2000. By 1990 no less than 55% of the population will be living
in urban areas and the chief economic activities will be in the secondary and tertiary
sectors.

There can be neither productivity with a sick population nor equal access to health
services as long as there are marginal communities which are poor and without medical care.
Consequently, health activities should be included in the overall development plan, the aim
of which should be to ensure the full development of the individual, as a resource for
continuous self -development so that everyone, as an individual and as a member of the
community, can contribute towards the overall development of society and thus ensure the
maximum wellbeing of all its members. It is therefore understandable that strategies must
be re- adapted and this calls for changes which will make possible an increase in the ability
of society and of individuals to contribute to their own wellbeing, and also changes within
the sociopolitical context of the country, such as a unified approach harmonizing economic
growth with social progress and the constructive participation of all groups and institutions.

The health system must have financial and manpower resources, existing facilities and an
administrative procedure which unites a number of elements into a whole enabling the health care
needs of the community to be covered thanks to the collective effort of the personnel in order
to provide, as end product of the system, services for improving the health of the population.
All activities should start from broad or general outlines serving to orientate the sector
activities towards specific objectives. In our sector it is policies and strategies for
health which are involved. From this diagnosis it follows that, generally speaking, the
frame of reference for orientation of activities comprises four policies for health, namely:
increased coverage, environmental health, food and nutrition, and finance.

Increased coverage, one of the felt needs of our communities, undoubtedly calls for the
provision of health benefits for all members, i.e. the effective and systematic offer of basic
health services which satisfy the needs of the whole population, are provided in accessible

places and in acceptable form, and guarantee the necessary access to the different levels of
care in the system. The participating agencies, such as PAHO and WHO, have been developing
their structures over the years to continue satisfying the needs arising, without having a
model adaptable to the many alternatives characteristic of the biological and social systems
which determine the health status of the population. The following strategies come to mind:

primary health care, community participation, improved efficiency of the services, development
of adequate health manpower, and coordination with agencies within and outside the sector
connected with health.

In regard to environmental health, every individual contributes to the common wellbeing
through his own wellbeing and health, which is an intersectoral product depending on overall
development, where the contribution of the environment to human health is of outstanding
importance. In order to implement this policy, fields of action have been delimited, among
which may be mentioned: identification and thorough examination of the problem posed by the
pollution of our environment, which calls for promotion of study and research in this field;
encouragement of specific activities already known to be beneficial for man, such as provision
of drinking- water, mains drainage, excreta disposal, disposal of solid wastes, housing and
food inspection, making an effort to achieve greater coverage both in urban and rural areas;
promotion among the population of rapidly increasing awareness of the importance of the
environment for man and the effect of his activities on it; fostering of all efforts aiming
at prevention of environmental pollution, as far as is possible; and coordination of efforts
to make the best use of the budgets allocated.
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In regard to food and nutrition, the nutritional survey carried out in the country in
1965 by INCAP and the Ministry of Public Health and Social Affairs confirmed the gravity and

extent of the nutrition problem and its repercussions on infant morbidity and mortality,
working capacity, physical and mental development, and on health costs when the problem has
basic and mental implications as well as when it is an associated and consequential factor.
The nutrition policy has the following specific aims: to achieve adequate production and
availability of food for the population, to increase the effective demand and ensure adequate
food consumption by the whole population, particularly among the vulnerable groups, as well as
to ensure good biological utilization of the food consumed by the population.

Turning to financial policy, I may say that, from the viewpoint of decision -making, the
system of financial administration is fundamental, since it feeds and sustains the programmes
laid down for the implementation of all policies. In addition it is a vital instrument for
control of costs and for the cost /efficiency studies that will give the authorities the
assurance that public funds are being used to best advantage. The main features of this
policy are concerned with the rational use of financial resources and promotion of progressive
increase in the funds devoted to carrying out programmes and activities for disease prevention
and the promotion and recovery of health. Analysis reveals that scarcity of resources is a
chronic and complicated problem with multiple causes: inequitable distribution of the national
product; high and increasing costs of the health services, especially the more complex ones,
due mainly to selection of inappropriate technology; the greater expectations and demands of
the population; the poor use made of the sector resources, owing to lack of coordination
between institutions, and the poor development of managerial techniques which would ensure an
optimal use of resources.

As regards the programme, in order to carry out the policies and strategies already
mentioned, the Ministry of Public Health and Social Welfare, with the aid of WHO/PAHO, is
promoting basic programmes for the planning and development of the health service system, the
disease control programme, the programme for administration of hospital medical care services,
the maternal and child and family health programme, the manpower development programme, the
food and nutrition programme, and the environmental health programme. In each of these
community participation is being stimulated by basic strengthening of the primary health care
level and by regionalizing the services.

These are the general concepts of the policies and strategies adopted by our country, as
well as the broad outlines which the Government of the Republic has drawn for the health sector
within the national development plan. These policies form the basis for programme activities
which are gradually getting under way for increasing coverage - with stress on the rural areas
and marginal groups, devoting special attention to the mother and child - for which during the
programmes adopted in 1977, making good the losses caused by the 1976 earthquake, the country
is running 38 hospitals belonging to the Ministry of Public Health with a total of 9750 beds,
enabling 175 000 patients to be cared for annually, as well as 162 health centres, which
exceeds the number existing in 1976. This shows how the recovery effort is directed to
normalizing the care given to our communities in as short a time as possible.

The situation is similar as regards the simplified health services, which are provided
by the health posts in Guatemala. After extensive work done by our Government and with the
aid of friendly countries, 462 existing posts were brought into operation, and at present their
number has been increased under an accelerated plan for coverage of rural areas. Manpower
constitutes a main source of concern and for that reason intensive programmes are proceeding.
Large scale vaccination campaigns are continuing and epidemiologically significant levels are
being maintained, with 80% coverage of the child population under two years of age, who are

protected annually against poliomyelitis, whooping cough, diphtheria, tetanus and measles,
to which BCG vaccination was added last year. These vaccinations protect half a million
children every year. All the programmes are being vigorously pursued so that the existing
network of services can give medical care to the population, with access to the different
levels of care included in the system. The administrative reform approved by the Government
of the Republic is now strengthening the 24 health areas so as to make possible community
participation in health activities in conjunction with the institutional system.

As regards protection and improvement of the environment, strategy is directed

fundamentally towards basic sanitation and is continuing in the national reconstruction phase,
90% of the damage caused by the 1976 earthquake to latrines, water mains and the sewerage
system having been made good. Thanks to external financing and national budgetary
contributions it has been possible to start important infrastructure development work. The

project under way with a loan from the Inter -American Development Bank will increase the
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infrastructure of the rural areas by three 100 -bed hospitals, two 50 -bed hospitals, seven
30 -bed health centres, 46 type B health centres, 170 health posts and four maintenance
workshops. Under the project which is being carried out with the AID /IDB /PAHO loan, 211 rural
water supply systems will be built.

In conclusion we should like to stress the problem of malaria which is worsening day by
day, and to ask the Organization, through its Director -General, for an all -out cooperative
effort to overcome that problem. I wish all Members of this Organization every success during
the Thirty -first World Health Assembly.

Mr DIOP (Mauritania) (translation from the French):

Mr President, Mr Director -General, honourable delegates, ladies and gentlemen, allow me
on behalf of the Islamic Republic of Mauritania to congratulate the President on his
triumphant election to head the Thirty -first World Health Assembly. I am sure that with his

experience and skill he will direct our proceedings toward the desired results. I also wish
to thank the Vice -Presidents, the committee Chairmen and all the elected members of the General
Committee. I should also like to congratulate the Director- General on his triumphant
re- election to the head of our Organization, also on the clarity of his report which enables
us to grasp the scope of the work done by the Organization during the period 1976 -1977. In

this connexion we are glad to note that the Director -General has spared no pains to put into
effect our Organization's new policy, which was clearly laid down by the two previous
Assemblies. I am glad to see the stress laid on implementation of resolution WHA29.48 to
reduce the gap between the health levels of the developed and the developing countries. We

must all try to increase still further the orientation of WHO's programmes toward the
developing countries if we are to achieve the target our Organization has set itself of
"Health for all by the year 2000 ".

Mr President, my country is suffering as you know from a prolonged drought which, coming
on top of world monetary inflation, has substantially reduced its already limited resources.
In spite of this unfavourable economic situation however my Government has kept on developing
and strengthening our health services so as to extend health coverage to all sectors of the
population. Thus under our national development plans we began, in 1970, setting up regional
centres combining curative and preventive medicine and we also began modernizing and developing
peripheral secondary centres in the départements and arrondissements. Now all our regional
capitals and all our prefectures possess a health unit. But the health coverage provided by
stationary centres only reaches a small part of the population; 20 mobile intervention teams
have therefore been set up to extend what we are doing to the nomadic population that
constitutes the majority of our country's inhabitants. An endeavour to extend health coverage
has also been made through a project for training traditional midwives and medical
auxiliaries. This shows how much my country subscribes to the primary health care programme,
which is the only thing capable of bringing our communities the wellbeing they aspire to.

In disease control, my country is giving priority to preventive medicine and particularly
to control of communicable diseases. We have just set up an epidemiological surveillance
structure and are trying to implement an expanded programme on immunization. We are pleased
to see that all the difficulties we are encountering in carrying out this programme are
mentioned by the Director -General and that solutions to them are being found. We venture to
urge the Director -General to ensure that the Expanded Programme on Immunization is given the
importance it deserves at headquarters, and we hope that it will be as successful as the
smallpox eradication programme, and that by 1990 all the children of the world will be

immunized against whooping cough, diphtheria, poliomyelitis, measles, tetanus and tuberculosis.
My delegation hopes that all Member States in a position to do so will give their support to
the Special Fund for this Programme.

Mr President, honourable delegates, I cannot mention here all the problems dealt with by
the Director -General's excellent report, problems which our health services are having to cope
with every day. My delegation wholeheartedly approves of the solutions proposed for bringing
all peoples better health. Before concluding I should like to express my country's deep
gratitude for the valuable cooperation we enjoy with the World Health Organization through the
Regional Director, Dr Quenum, who has always given us support and understanding. At the same
time I want to convey our people's gratitude to all friendly countries and to the bodies,
national or international, which are helping us to carry out our health programmes.

Mr President, my delegation wishes the Thirty -first World Health Assembly every success.
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Mr MOTA (Lesotho):

Mr President, sir, and honourable delegates, I wish to take this opportunity to associate
my delegation with the congratulations already offered to the President on his election to his

high office, and to the Vice -Presidents and members of the bureaux.
Turning to the Director -General's report - as usual, Dr Mahler is to be congratulated on

his clear, concise and informative report. Quite clearly the report reveals another year of
intense activity, particularly with regard to ensuring that it is the rural population whose
health is being given rightful priority. Mr President, the report of the Director -General is
usually a massive volume, and one cannot refer to every aspect of it, but I will attempt to
highlight briefly a few points of particular relevance to my country.

The delegation of the Kingdom of Lesotho wishes to express its support for the move that
is now gaining ground to bring primary health care to rural people. To this end I would like
to inform this Assembly of a very successful seminar that was conducted and organized by my
Ministry early this year. A particular feature of this seminar was its multidisciplinary
nature; it involved all government ministries and departments, nongovernmental health agencies,
traditional healers and, most important, the villager himself. I make a special point about
community participation. Unless the villager is involved at the planning stage, there is
little hope for the success of any new health care delivery strategies.

Our health care delivery system is based on a very simple pattern. We have divided
Lesotho into health service areas. Each area is served by a parent hospital which has
satellite clinics and health centres, which in turn supervise village health workers. The

clinics and health centres are run by what is to us a new category of health worker - namely,
nurse -clinicians. These are nurses who have had conventional nurses' training, butwho have in
addition undergone a further 12 months' training in diagnostic and therapeutic skills, the basics of

preventive and promotional aspects of health care and, in particular, mental health. We would be

happy to receive at any time visitors from Member States to come and see how we tackle our
health problems in a country which has a mountainous topography and often rigorous climatic
conditions, ranging from swollen impassable rivers in the summer to heavy snowfalls in the winter.

At this juncture, Mr President, I would like to bring to the attention of this distin-
guished Assembly the very serious health problems facing some 200 000 of my fellow people,
resulting from border closures in south -eastern Lesotho, which shares a common boundary with
that part of South Africa called Transkei, this being a move to exert unfair pressure on the
Kingdom of Lesotho to recognize the bogus independence of this Bantustan. The area of south-
eastern Lesotho affected happens to be the least developed, there being no proper network of
roads, and most places being accessible only by air or on horseback. This in practical terms
means a 45- minute flight - weather permitting - or 10 hours on horseback, to the nearest
health post. It should be clear to all that the health of those people is really imperilled,
and my delegation appeals to the international community to come to our immediate assistance -
materially, financially, and morally. It is my fervent hope that this Assembly will adopt
a resolution like those of the United Nations General Assembly and the Security Council
expressing support for the Kingdom of Lesotho in restraining apartheid and its repercussions
on our people's wellbeing.

With reference to the subject for the Technical Discussions, I would like to inform the
Assembly that, in a small way, we are embarking on the manufacture of pharmaceuticals. We
propose to produce not more than 40 items of medicines for internal consumption, and thus
bring down prices so that maximum benefit can go to the public. A modern quality -control
laboratory is about to commence operations, and an additional task of the laboratory will be
to test and codify indigenous medicinal plants. We shall have more to say about this during
the Technical Discussions.

Mr President, distinguished delegates, in conclusion I thank you all for granting me the
privilege of making these remarks. On behalf of the Government of Lesotho, I again extend
an open invitation to all to visit us and see for yourselves our predicament and unique
situation: a sovereign State completely surrounded by one country. I say one country -
South Africa. Lesotho was never conquered, and we hope that we shall be able to conquer
disease, ignorance, and poverty.

And finally, Mr President and honourable delegates, my delegation brings you warm
greetings and good wishes from the King, the Government and the people of Lesotho.

Dr ALDEA (Romania) (translation from the French):

Mr President, Mr Director -General, ladies and gentlemen, on behalf of the Romanian
delegation we have the honour to congratulate you most heartily, Mr President, on your
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election, and at the same time warmly to greet all the delegates and to wish the Thirty -first
World Health Assembly every success. Allow me also to thank the Director -General for his

biennial report, one of outstanding clarity and precision, and to compliment him upon it and
upon his triumphant reappointment.

Taking stock of the World Health Organization's activities on its thirtieth anniversary
one would be right in saying that the last few years have been richer in activities and
changes because the Organization has been increasingly reflecting what is taking place in the
international political climate. Ladies and gentlemen, the Declaration for the establishment
of a New International Economic Order, based among other things upon the principle of social
justice, and the increasingly lively awareness of the effects of underdevelopment upon health,

require our Organization to make increased and lasting efforts to obtain as wide cooperation
as possible in order to secure international justice in health matters and to reduce the gap
between the health levels of the developed and the developing countries. 'Unity - world unity -
is the most powerful means we possess to break out of the vicious circle of poverty and

disease ", our Director -General, Dr Mahler, said recently in Bangladesh, as he was signing the
death certificate of smallpox in Asia. Unity, yes indeed, but unity is only possible under
the banner of social and economic justice, world unity under a new economic order.

Referring to these matters recently the President of the Socialist Republic of Romania,
Nicolae Ceau$escu, said: "We are in favour of a new economic order which bases relations
between all States upon new principles of equality and equity, which ensures the access of
underdeveloped and developing countries to modern technology, and which creates the conditions
necessary for a balanced development of the different parts of the world - of the entire world
economy - and for economic stability at the international level. This corresponds with the
requirements of the great majority of peoples and with the cause of progress and peace in the
world."

In this connexion I should like especially to stress the role of our Organization, the
role of all of us as representatives of public health in our countries, in the efforts being
made to promote the principles of equality and justice in relations between peoples and a
climate of understanding, cooperation and peace, which is the fundamental condition for the
improvement and advance of that treasure of mankind - health. Cessation of the arms race and
the realization of general disarmament, first and foremost nuclear disarmament, are of
fundamental importance for the progress and development of human society and of mankind, for
the very existence of our civilization. This situation requires that the World Health
Assembly should, as the supreme forum of WHO, undertake a thorough examination of its
decisions and activities and make increased efforts to establish as wide international
cooperation as possible, in accordance with our Organization's fundamental aims and with the
peoples' aspirations.

Without going into detail about the various aspects of the report, which we have studied
with keen interest, we should just like to say how closely the guidelines for public health,
the programme of activities under way or contemplated for the future, and the problems
discussed, tally with our own preoccupations, and how exactly the orientations and priorities
defined correspond, in their very essence, with the health policy pursued by Romania. Ladies
and gentlemen, we particularly appreciate the pragmatic orientation of the future activity of
our Organization which is endeavouring, within the context of strengthening national health
services, to concentrate all its efforts, backed by substantial financial support, on the
organization and development of primary health care.

It is upon this conception that the organization and development of health protection in
Romania has been based in the last three decades, and we consider that it is a conception which
has had unchallengeable results. In our country health protection, an integral part of the
single national development plan, has steadily developed its material base and its programmes,
observing an order of priorities determined by the urgency of the problems and by material
possibilities, in an endeavour to secure balanced development throughout the territory of the
country and equal availability to the whole population without distinction as to age or sex,
nationality or religion, profession or occupation. To show the scope of this and the effort
our State has made it suffices to say that the health budget has increased more than twenty
times from the 1952 figure (to 11.7 thousand million lei from 0.64 thousand million lei),
expenditure per capita rising during the same period from 40 to 545 lei.

During these last decades we have adopted and made use of various forms of health
organization according to what was feasible at each stage of development, making a careful
analysis meanwhile of the experience obtained by other countries and constantly endeavouring
to correct the possible errors inherent in such a difficult and complex undertaking. On this
account we believe, as the Romanian delegation has stated from this rostrum on a number of
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occasions, that no unique or universally valid model of organization and action exists which
can be adopted as it stands, but that each country must adapt to its own circumstances what
has been found to be best elsewhere in comparable conditions. The experience obtained should
be used to "adapt, not adopt" health protection strategy and tactics, and in virtue of this
principle we feel that the Organization ought to devote itself to helping the Member countries
and above all the developing countries which still have to cope with great difficulties.

The main objectives of what the Romanian State is doing at present and proposes to do in
the health field, are as follows: promotion of health by means of the utilization of natural
factors and by means of a rational living and work regime; protection of environmental
health, stressing disease prevention at community level and at the level of the individual,
particular attention being paid to protection of the family and the young; establishment of
a complex of measures for early diagnosis, the institution of proper treatment, and speedy
return of the patient to his social and family milieu; the development of biomedical research
to provide the scientific information needed for sound decisions for protection of man's
health, and planned training of all the categories of workers required for health protection
and their continuous further training, using appropriate programmes in each case. In order to
attain these objectives all our health care work is being done on a long -term planning basis,
with the harmonious economic and social development of Romania scrupulously borne in mind.
Health protection is organized on a territorial, hierarchical and integrated basis, the whole
range of specialist health care delivery being available to the population free of charge.

Mr President, I should like to consider next very briefly a few of the technical problems
mentioned in the Director -General's biennial report, starting with the part of the report
dealing with medical and health services research promotion and development, one of the major
sectors of WHO's Sixth General Programme of Work. Here stress should be laid on the
importance attached to the identification of priorities at regional and country level - the
level of the developing countries in particular - by means of more active involvement of the
local health care structures, to enable optimum strategies to be drawn up. In addition to
the various aspects of epidemiological or clinical research and of research on physiopathology
or fundamental research, special emphasis is laid on promotion of health services research
(resolution EB61.R36, in keeping with resolution WHA30.40), the importance of which has
frequently been neglected in the past. The serious shortage of specialists in health planning
and organization in the world means that a greater effort must be made to increase the numbers
of such specialists and to teach them how to adapt to this sphere the various disciplines of
operational, scientific, management and economic research, particularly for evaluation purposes.

Our country, which has the characteristics of a planned economy in the course of development,
has long experience in this field and we consider ourselves particularly well qualified to
take a greater part in the training of different kinds of specialists for the developing
countries. The health planning courses we are arranging under WHO's auspices are being
organized in the form of a workshop, the teaching being divided into three parts: study of
method, implementation of a project in the country of origin, and project evaluation. In 1978
priority will be given to the following: systems analysis, operational research applied to
programming, and above all evaluation techniques.

In our country biomedical research is coordinated by the Academy of Medical Sciences on
the basis of a single plan covering the various forms of medical practice. "Medical research ",
said President Nicolae Ceau9escu recently, "ought to be directed primarily toward essential
health problems with man as its objective, the health of the people, and it should seek results
which are directly applicable in medical practice ". These objectives are being attained by
combining teaching, research and medical care, students and teachers taking an active part in
activities at first hand which enriches their fund of practical ideas and enables the results
of research to be used to better purpose.

Regarding communicable diseases, the successes achieved by our Organization in these last
few years are particularly impressive if one considers the handicap which those diseases
represent to the socioeconomic development of the countries concerned. I am not referring
just to the great achievement of WHO, global smallpox eradication, an achievement to which
Romanian specialists made a contribution. I also refer particularly to the research done and
the improvements made under the Expanded Programme on Immunization for establishing an
immunization coverage that will enable the new generations of children and young people to
develop without handicaps and as a result to supply the requisite stimulus, with their vigour
and impulsiveness, for building an advanced society. The improvement of the quality of
vaccines, the increase in their stability and their strict standardization with the help of
WHO- established standards, also the issue of technical manuals on the production and control of
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the basic vaccines (against diphtheria, tetanus and whooping cough), the international
standardization and control of BCG vaccine, and the like, are so many staging posts along the
highway which leads to effective control of communicable diseases in all the countries of the

world.
Romania has succeeded, by means of suitable programmes, in reducing serious communicable

diseases to very low morbidity levels, and its experience could provide a basis for many forms

of technical cooperation with other developing countries. It would not be a question of a
single model for general use, but of specific knowledge acquired in the control of these
diseases in conditions which, 25 to 30 years ago, were very similar to those prevailing at
present in other developing countries which are having to cope with communicable diseases and
their many and serious consequences. The Romanian programme adopted for malaria eradication

is a good example. In the initial phase, the attack phase, specialized machinery was set up
and used to good effect, and then as the programme developed the basic health network took
over the various tasks and included them among its own activities. Having attained the status
of malaria free country with complete success a good 20 years ago, we are glad to be able to
say that we have succeeded in maintaining that status during the period under review.

In this connexion I should like to suggest, on the basis of our experience in this field,
that more attention might be given in these programmes to the development of flexible and
mobile structures to provide faultless, highly efficient epidemiological surveillance of these
diseases and so, by means of repeated evaluations and appropriate measures, consolidate the
specific successes that have been secured at the cost of a great deal of money and effort.
The unhappy example of many countries is all too well known, in which mass preventive action,
brilliantly organized and brought to a successful conclusion, has been marred by relapses,
whether insidious or explosive, due to technical shortcomings in these respects.

In regard to the various technical items on the agenda (2.5.1, 2.6.6, 2.6.10, etc.) the
members of the Romanian delegation will be making observations and specific technical -
cooperation proposals, based on the experience of our specialists and taking account of the
work that is being done at our universities and in our medical research institutes.

I should like to mention also that there are now more than 5000 students from developing
countries of Africa, Asia and Latin America who are undergoing training in our country to
equip themselves to deal with the various health care situations met with in their countries

of origin. Active support by WHO would be appropriate here, since those activities are in

effect forms of technical cooperation provided for in WHO programmes.
Allow me to add a few words about health and biomedical information, which we regard as

one of the bases of health planning and organization. Developments in this field would be
assistance of the first order not only in work with a demographic component but above all

in carrying out various health programmes. In this connexion we support the draft

resolution contained in resolution EB61.R32, which recommends technical and management
improvements imperatively necessary to offset the reductions in funds and staff in this field

referred to in the Director -General's report. This very complex programme is the only
feasible way of reaching the target so boldly adopted by our Organization, "Health for all by
the year 2000 ", and it will enable us to break for ever the chains of poverty and disease that
are now hampering the free development of the whole of mankind, the supreme goal to which we

are committed and which inspires us all.1

Mr Mohammed resumed the presidential chair.

Dr NYAM -OSOR (Mongolia) (translation from the Russian):

Mr President, Mr Director -General, fellow delegates, ladies and gentlemen, please allow

me on behalf of the Mongolian delegation to extend cordial congratulations to the President
and the Vice -Presidents on their election to their important posts at the Thirty -first World
Health Assembly and to express my conviction that your erudition and organizing talents will
serve as a great stimulus to the creative solution of the important problems facing this

Assembly.
Thirty years have passed since the foundation of this highly authoritative international

health organization, called upon to combine and coordinate the efforts of States in the field

of international health. The importance of WHO and the successes it has achieved in its

activities were noted in a message sent by the head of our Government to the Director- General

on the thirtieth anniversary of WHO. The Mongolian delegation cordially congratulates all

1 The above is the full text of the speech delivered by Dr Aldea in shortened form.
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the participants in the Assembly on WHO's thirtieth anniversary; we wish you great success in
your highly humanitarian efforts to strengthen the health of mankind. During the period that
has elapsed, the World Health Organization, with the active participation of its Member
States, has achieved immense successes in its noble campaign to reduce morbidity and mortality,
to strengthen systems of national health services in every possible way, and to develop and
implement a policy that would ensure optimum conditions for a healthy, long and creative life
for all people throughout the world.

This is the first year in which we have received for study a biennial report of the
Director -General, Dr H. Mahler, briefly setting forth the main trends in our Organization's
activities. Our delegation has carefully studied all the material that throws light on the
thinking and practical activity of WHO's governing bodies. We fully support the main lines
of WHO activity.

In addition to mentioning the important successes of our Organization, I should like to
remark here that the papers, reports, programme budget, and other documents prepared by
headquarters for consideration at the Assembly and the Executive Board serve as basic
information material for all of us. The Mongolian delegation considers that the timely and
efficient supply to Member States of the information they need on the work of WHO's governing
bodies is an essential condition for further extending the role of those States in developing
the main trends of WHO's work and strategy. In view of this we should like here to lay
particular stress on the importance of finding the best possible solution for problems
relating to the qualitative and quantitative aspects of information due to the introduction of
the procedural innovations proposed by the Organization in order to reduce the cost of
information material and to streamline procedures at the Assembly and Executive Board. For we
believe that the content and informative quality of documents have not suffered from the
conciseness with which they have been drafted.

Mr President, it is a pleasure to note that during the period that has elapsed the
Organization has carried out very effective work to extend WHO's cooperation with national
health services and with other international agencies in the United Nations system and to put
into effect the Expanded Programme on Immunization, and that important steps have been
undertaken with a view to implementing the extremely important section of the Sixth General
Programme of Work that deals with the reduction in morbidity and mortality from communicable
diseases, particularly those preventable by vaccination. However, laboratory - confirmed cases
of malaria in 1976 increased by 4 800 000 compared with 1972. In Asia there were 4 600 000
more cases of malaria in 1976 than in 1972. No appreciable change can be seen in the
morbidity statistics for certain tropical diseases. The incidence of cholera, tuberculosis
and venereal diseases continues to be high and no appreciable results have been obtained in
reducing the incidence of diseases preventable by vaccination.

We must all draw serious conclusions from this and analyse the situation in detail, with
a view to still further improving the methodology used for the control of malaria, cholera and
other tropical diseases, concentrating the efforts of regional committees, expert advisory
panels, research centres and groups, and other cooperating agencies and national health
services in the WHO Member States concerned, on increasing the effectiveness of control
measures against these diseases. This is all the more necessary in that WHO's efforts to
improve the effectiveness of communicable disease control will, in the first place, be in full
accordance with the Organization's task of extending cooperation with the developing countries

and, in the second place, will be an important step in the implementation of the Sixth General
Programme of Work covering a Specific Period, in fulfilling the most difficult social task of
achieving immunization coverage of all children by 1990 and attaining for all citizens of the
world, by the year 2000, a level of health that will permit them to lead a socially and
economically productive life. On the other hand, WHO and its Member States must take into
account the fact that a reduction in morbidity, particularly morbidity from communicable
diseases, depends largely on overall socioeconomic development. I can state this with full
confidence on the basis of historical experience of the development of the health services in
Mongolia which, some 50 years ago, did not have a single medical establishment or a single
doctor. If public health does not become an indissoluble part of overall socioeconomic
development, and if it is not developed in a planned way by the State, then it will be
extremely difficult to achieve a radical solution to the problem of health protection.

Guided by its foreign policy in respect of peoples fighting for national independence and
the peoples of the developing countries, and in accordance with resolution 31/153 of the

United Nations General Assembly, the Mongolian People's Republic has always supported and
continues to support WHO principles designed to extend cooperation with the developing
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countries. On this basis we believe that WHO's activities in respect of those countries, as
laid down in the Sixth General Programme of Work, must be designed not to cover their
financial requirements but to draw the Member States actively into the process of independent
development of a national health service and the mobilization of their material and financial
resources and manpower potential. In view of this it is essential to encourage and develop
information work in every way, to strengthen high -quality leadership of the public health
services, to raise the scientific quality and effectiveness of the training of specialists in
tropical diseases, to speed up the implementation of the Expanded Programme on Immunization,
to train health staff and to carry out other important measures. Meanwhile, it must not be
forgotten that the effectiveness of the measures carried out jointly by Member States and WHO
will depend in the final analysis on the extent to which the Member States themselves give
proper attention to the programmes to be carried out.

The World Health Organization and its Member States are putting much effort and great
resources into the control of cardiovascular diseases and cancer, which are responsible for so
many deaths, to combat famine which at times affects many millions of children in every corner
of our planet, and to fight against blindness and other disease conditions. However, the
facts show the need for a further intensification of biomedical research and the finding of
rational ways of solving the problems, particularly in regard to child nutrition.

In our opinion it will be a long time yet before solutions can be found to the problems
of providing medical care for all the rural population, which makes up over 801 of the world's
population. We all know that solving the problems of primary health care is most important
and serves as a basis for all further measures to be carried out in the field of rural health.
In this connexion our delegation wishes to express its profound conviction that the
International Conference on Primary Health Care, to be held in Alma -Ata, is of very great
importance for working out unified concepts and ways of dealing with these problems from every

viewpoint.
Mr President, please allow me to mention briefly some achievements of the health services

in Mongolia.
In 1977 in our country a public health law was adopted which is of immense social and

political importance in regulating social relationships in the field of health. This law
clearly defines the duties of State, cooperative and public organizations and of individual

citizens in regard to protecting the people's health and the environment. Under the terms of
this law, a more important role is allotted to public institutions in all questions of a social
or economic nature that affect public health.

Last year the budget for social and cultural measures increased by 11.2% and the public
health budget by 8.9 %. The public health budget represents over 10% of the State budget as a

whole.

The salaries of rural medical personnel were increased by 10 %. A new procedure was
introduced, under which, if they so wish, mothers can leave work temporarily to look after their
newborn children and receive from the State for a period of six months an amount equal to 25%

of their former wages; this is in addition to the three -month statutory leave which women are
given before and after childbirth and during which they receive full pay. At the present
time, there are in Mongolia 102 hospital beds, 21 physicians and 80 medium -grade medical workers
for every 10 000 inhabitants. Measures are being undertaken to ensure that by 1980 each
doctor in the paediatric district system will have on his or her books not more than 900

children up to 16 years of age.
The successive implementation of the main principles of a socialist health service and the

State's concern and interest in preserving the health of its people guarantee for every
citizen of our country the legal right to obtain medical care of a high standard free of charge.
Our people link all these successes in the health field primarily with the peaceful course of

our country's foreign policy. The Mongolian people are deeply convinced that it is only under
conditions of peace that the people in any country can have confidence in the future and in
being guaranteed a basic human right - the right to health and the possibility of constructing
a happy future for the younger generation. However, there are still forces in the world that
are unwilling to recognize that universal peace and the health of the peoples are indivisible,
that only a firm peace provides the basis for the wellbeing and health of all the peoples of
the world. To ignore the longings of the peoples has always and will always run counter to

the logic of civilization. It also runs counter to the interests of our Organization, which
embodies lofty humanitarian ideas and a concern for mankind. The struggle for peace and the

reduction of tension is, at the same time, a struggle for the health and happiness of the
peoples, and the joint efforts of WHO and all its Member States are particularly important for

attaining our common aims.



SEVENTH PLENARY MEETING
197

In conclusion, allow me to express the hope that the colossal amounts being spent on the
pernicious arms race can be diverted into the coffers of our own Organization to help it to
achieve its noble aim of health for all by the year 2000.

Mr IMO (Samoa):

Mr President, Dr Mahler, distinguished delegates, ladies and gentlemen, the Western
Samoan delegation extends to you, Mr President, its warm congratulations on your appointment
to the office of President of the Thirty -first World Health Assembly, and wishes you all the
best in your term of office. In the same manner and tone this delegation wishes you,
Dr Mahler, good health and success in your reappointment to the office of Director -General
of the World Health Organization.

It is a great pleasure to represent my country, Western Samoa, at this World Health
Assembly in the thirty -first year of the constitutional existence of the World Health
Organization. Ever since our country became independent in 1962 we have been a Member of
the World Health Organization. This membership has been of mutual benefit, as our country
has undoubtedly profited from the many services the Organization can supply and, conversely,
the Organization has been offered unique opportunities in studying medical as well as social
conditions unique to Western Samoa or to its geographical location. I need only recall that
Western Samoa was one of the countries that was chosen to study community involvement in the
provision of health care, inasmuch as it was known that the way in which the women of Western
Samoa have organized themselves is unique. Furthermore, our country was chosen as one of
the focal points in the study of filariasis in the Special Programme for Research and Training
in Tropical Diseases; a successful conference, considering preliminary research data and the
further identification of problems associated with the control of subperiodic filariasis,
was held in our capital, Apia, earlier this month.

We have considered the report on the work of WHO during 1976 -1977 carefully, and wish
to make some comments on this report of the Director -General. We greatly appreciated the
deeper involvement of Member States in the governing bodies, especially the opportunities
afforded to ourselves in the Regional Committee for the Western Pacific. We commend the
Director- General for the efforts of the Secretariat in carrying out the Assembly's resolutions
calling upon WHO to reorient its work so that, in real terms, 60% of the regular budget
be allocated to technical cooperation and the provision of services to Member States by 1980.
We shall look forward to further information on this subject in the future.

Although our country is still getting used to the formulation of medium -term programmes,
the exercise has been of great benefit in our consideration of the 1980 -1981 programme budget;

it was here that realities were separated from ideals, enabling us to look at medium -term
programmes more objectively.

Western Samoa fully supports the concept of primary health care, and its national primary
health care seminar, held in August 1977 preparatory to the International Conference on
Primary Health Care to be held later this year at Alma -Ata, USSR, has been evaluated as one
of the most successful national seminars ever held in Western Samoa. As an immediate result
of the concept of primary health care, Western Samoa has used its women's committees as the
basis for training village health aides, a number of whom have already been trained. The
Government of Western Samoa, moreover, has earmarked funds allocated to the country by the
United Nations Development Programme for further refinement of the primary health care
training programme during the current UNDP five -year budgeting cycle.

As mentioned in my comments to this Assembly in 1977, Western Samoa is fully committed
to country health programming. One year ago Western Samoa had accepted phase 1 of the
programme; phase 2 was prepared subsequently, and is still under government consideration.
Our commitment remains firm, and we hope that phase 3, the implementation of our country
health programme, will not be far off.

Western Samoa congratulates the Secretariat on its efforts to define the really essential
drugs among the bewildering array of drugs that the medical profession gets exposed to. The

Western Samoan Government has recently defined these drugs for its own purposes and welcomes
the possibility of comparing the two lists. Inasmuch as developing nations have no money
to waste on fads but still have the obligation to render the best possible service to their
peoples, such developments are timely.

The conquest of smallpox is a human accomplishment which, without the coordinating
role that the Secretariat of WHO so ably filled, would not have been achieved. What was
started by individuals in the eighteenth century has now been finalized in a global effort
worthy of the highest ideals of the United Nations.
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In conclusion, Mr President, we are honoured to he a Member of this Assembly, which,
although placing the emphasis on public health, in the end considers the health of the
individual, regardless of colour or creed. It is through individuals that organizations
exist and the work is carried out. The Government of Western Samoa wishes to acknowledge
its debt to the many individuals in the World Health Organization that work for the better-
ment of the health of mankind.

Dr MANLEY (Jamaica):

Mr President, may I once again join with other speakers in congratulating you on your
election to your high office and also, along with you, the distinguished delegates
of the Congo, Switzerland, Saudi Arabia, Thailand and Japan on their election as the Vice -

Presidents of the Thirty -first World Health Assembly. Mr President, the initiatives of the
World Health Organization over the past few years have, I think, made an indelible mark on
the world and on all of us, and I wish to join others in congratulating Dr Mahler for his

courage and clarity of vision.
In this context, we are particularly pleased to express our satisfaction, along with

others, at Dr Mahler's reappointment to office for another term, and we have a certain
confidence that under his leadership we shall find continued understanding of the health
problems of all nations, and that the chances of finding feasible solutions will be greatly

enhanced.
Jamaica endorses the philosophy on which the current work of this Organization is based,

and intends to work towards the specific health targets which have been identified. The

biennial report for the years 1976 -1977 shows a considerable amount of organized movement
forward, particularly in some of the concepts advanced. We have studied carefully the
Sixth General Programme of Work, and hope to endeavour to implement it both nationally and

in respect of our Region.
At the national level, during the year 1977 Jamaica prepared a health policy document

which stated certain basic principles governing our national health plan. Broadly speaking,
we hold the view that health is a fundamental human right and therefore the health of the
people is a basic element of our development objectives. Health services are an essential
component of the socioeconomic system and combine a number of political, social, economic
and other measures which are used to protect and improve the wellbeing of every individual
and of the community as a whole.

It seems to us that, at this time of international economic crisis, comprehensive social
and economic planning is essential for development, and in this regard we have stated a
clearly defined health policy so as to enable health considerations to be taken into account

in the overall development programme. The major principles which guide us are that health,
as a fundamental human right, is for everybody, and that our final objective is to develop a
comprehensive national health system, but that our immediate target is to provide primary

health care services freely for all. There must be maximum participation of those who
provide and also those who use the services, and the training of health workers must be
relevant to the health needs of the people as a whole. The following health priorities for

Jamaica have been chosen at this time: the more dynamic and creative management of health
services, health manpower development, improvement of the quality and quantity of drinking -
water, sanitary disposal of human waste, the improvement of food and nutrition and the health

of mothers and children, and the continuing control of certain communicable diseases. These

have been given top priority, but we have also defined a number of other important issues which
should, we feel, receive attention, such as mental health, dental health, the sexually
transmitted diseases, and tuberculosis. Our programme requires that health education must

be an integral part of every health programme, and community involvement a necessary ingredient

for success. The organization of our health services will continue to be developed so as to
provide primary basic health care and to maintain an adequate level of secondary and tertiary
care, within the reach of all our people, and to make precise arrangements for access to the

different levels of specialization where this is indicated.
Jamaica, as a developing country with limited resources and increasing demands for

improved health care, is obliged to evaluate its health programmes to ensure that it is
spending its resources in the way that will give the greatest benefit to the people. The

delivery of health care cannot be left to chance or tradition, as we do not consider this
socially acceptable, morally right, or financially expedient. In addition, the delivery of

health care must become an integral part of the whole process of community development and a

strong sense of community responsibility must be stimulated. All members of the health team
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need to regard one another as equally important and with equal though different functions to

perform within the team. All health workers must constantly be acquiring new skills, and

no health worker must routinely perform tasks that can be done equally well by a lesser

trained member of the overall health team.
We are aware that the promotion of health is dependent on other social and economic

programmes such as those generating employment, the equitable distribution of wealth and food,
education, housing, cultural and recreational facilities, to name just a few. The health
policy is being pursued, therefore, with the cooperation of other sectors outside the health
area itself. At the national level, it is realized that mutual interdependence between
the health sector and the other sectors of the economy is essential for the attainment of
national goals and objectives.

The regional approach to health activities is also being pursued in an effort to husband
scarce resources, and in the spirit of technical cooperation among developing countries,
particularly in the fields of training, research, disease surveillance, bulk purchasing of
drugs, and drug quality control.

In order to give practical expression to these overall policy objectives, the Ministry
of Health and Environmental Control has prepared a five -year plan covering the period 1978-
1983. This describes the health programmes which are the means by which immediate medium-

term and long -range national objectives are being pursued. The main objectives of the
health plan are: (1) to provide, by the turn of the century, for the total population of
Jamaica, access to the basic levels of health care, and specialist care to those who need
it; (2) to develop gradually an integrated and comprehensive national health care system;
and (3) to ensure that the health services are delivered in the most efficient and
effective way.

As previously stated, it is realized that without the proper management of the health
services it will be impossible to obtain the planned objectives. Management improvement
programmes are therefore one of our top priorities, and the nucleus of a planning and
evaluation unit has been formed.

Inseparable from improved management is the need to upgrade the health information
system. The health manpower development programme also has a high priority rating. This
programme is directed mainly towards meeting the needs of the primary health care programmes,
and involves the more appropriate deployment of health personnel by redefinition of roles and
in- service training.

Mr President, the future holds many challenges but the unity of WHO as expressed in this
Assembly and also as expressed in the progress recorded in the documents placed before us
strengthens our determination to proceed. The record shows that, while WHO may move slowly,
it does indeed respond to new challenges and problems as they emerge, and seeks solutions
which are relevant to mankind in this, the second half of the twentieth century.

The PRESIDENT:

Before we adjourn, I would like to draw the attention of distinguished delegates and
representatives to the fact that, even though Monday, 15 May, is a public holiday, the work
of the Assembly will proceed according to the plans announced in the Journal. Also, I have
been requested to inform you that the meeting of delegations of the States of the
Organization of African Unity will be held immediately following our adjournment, in
Room XII.

Finally, subject to the approval of the General Committee, the next plenary meeting is
scheduled for Tuesday morning, at 9 o'clock - not 9h30. May I end by reminding you that
there are still 35 speakers listed, and approximately 350 minutes will be required if speakers
take the maximum time. So it seems to me that on Tuesday it will be a full day. This is
why we are meeting at 9 o'clock, so that the recommendations of the committees can be adopted
early and we can proceed speedily with respect to the remainder of the general discussion.
I would like to thank the distinguished delegates for their attendance, for their support and
cooperation, and to thank the Vice -President, Dr Gezairy, for his assistance a little while
ago. The meeting is now adjourned.

The meeting rose at 17h30.
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Tuesday, 16 May 1978, at 9h00

President: Mr K. MOHAMMED (Trinidad and Tobago)

1. GENERAL DISCUSSION ON THE REPORTS OF THE EXECUTIVE BOARD ON ITS SIXTIETH AND SIXTY -FIRST
SESSIONS AND ON THE REPORT OF THE DIRECTOR- GENERAL ON THE WORK OF WHO IN 1976 -1977

(continued)

The PRESIDENT:

Members of the Health Assembly, I bid you good morning and extend a very warm welcome to

you. We are resuming at our eighth plenary meeting this morning the continuation of the

general debate.

Dr KYELEM (Upper Volta) (translation from the French):

Mr President, Mr Director -General, honourable delegates, here we are once again gathered

together for our general assembly. A matter of routine, some people would say; but rather
a matter of custom, an excellent custom which enables us every year to take stock of what we
have been doing to promote health in the world, and to propose new activities for little by
little improving the wellbeing of all mankind.

The delegation of Upper Volta has pleasure in associating itself with the delegations
that have already spoken in congratulating you, Mr President, on your election as President
of our Thirty -first World Health Assembly. The outstanding qualities that have won you

this election are a guarantee of the success of our work.
Mr Director -General, allow me to tell you this year once again how much we admire the

energy and ability that you display in your work as the head of the World Health Organization -
to which the various documents submitted to us bear eloquent testimony.

Mr President, honourable delegates, it is stated in the Director -General's excellent
report on country health programming (document A3109) that Upper Volta is one of the countries
that have put this programming on their 1978 timetable. I am happy to be able to confirm
that information, and to let you know our present situation in that regard. From 20 March to
18 April 1978 a seminar -workshop on health programming, arranged by the Government in
collaboration with WHO, was held at Ouagadougou. During the first stage the chief object was
to assign responsibility for country health programming methodology to a number of national
officials from the following Ministries: Health, Planning, Finance, Interior and Security,
National Defence, Rural Development, National Education, Civil Services, and Labour. At the
end of this first stage a national health planning team was set up. Its function was to
apply country health programming methodology to the solution of a series of problems, of which
two of the principal topics, proposed and adopted by the Health Planning Board, were:
(1) preparation of an expanded programme of immunization for Upper Volta, and (2) definition of
a programme for the gradual setting up of a primary health care service.

The team found some shortcomings in the basic statistical data. But it did nevertheless
produce a certain amount of data on the national health situation, also relevant to the
definition of objectives and the determination of strategy. The following conclusions emerged
regarding our health situation: high infant mortality particularly during postneonatal period -
three children in ten die before the age of five; and a low life expectancy, particularly in
rural areas. The factors responsible for this situation are primarily the persistence of
epidemic outbreaks of endemic diseases, bad environmental sanitation, protein -calorie
malnutrition, inadequate health education, and poor health coverage due to lack of health

resources. This situation calls for an urgent search for solutions, and the national
health planning team has accordingly been given the task of preparing a health plan for the

decade 1980 -1990.

The general lines for the provision of primary health care have already been laid down.
The aim is to provide health coverage of the population by gradually setting up the

-200-
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following health facilities: one primary health post per village; one health and social
promotion centre to 15 to 20 000 head of population, with a maximum radius of action of

20 kilometres; one health centre per arrondissement; one medical centre per subprefecture; and

one hospital per département.

These health facilities will closely link the welfare and health services with the
country's administrative structure and will enable the health services to participate, side by
side with the regional development bodies, in the national economic, cultural and educational
development effort. The establishment of these health facilities will mean undertaking a
number of programmes, some of which have already been identified, in particular programmes for
training the necessary health manpower, restructuring and strengthening the existing health
units and setting up new structures.

In regard to training, the Upper Volta Government attaches very special importance to
anything that can be done to enable all the categories of personnel required for the national
health service to be trained on the spot. For this reason, after the opening of the
national health school for the training of nurses, midwives and assistant social workers last
October, the target adopted for the 1977 -1981 five -year plan was the setting -up of a university
centre for health sciences to train the higher grades of health personnel.

Mr President, honourable delegates, Upper Volta is, as you see, determinedly seeking
solutions for its health problems using the national health programming and the medium -term
programme approaches. This brings me to item 2.4 of the agenda, concerning the Sixth General
Programme of Work, for the period 1978 -1983. That is an ambitious programme, it is one
worthy of the general target of health for all by the year 2000. We subscribe to it,
particularly since its main objectives correspond very closely to our own. Upper Volta
endorses its objectives and declares itself ready to work with all Member States for their
realization. In this connexion Upper Volta very sincerely thanks all the friendly countries
which are collaborating with it bilaterally to realize its health objectives. Where multi-
lateral cooperation is concerned, the Organization for Coordination and Cooperation in the
Control of Major Endemic Diseases, whose headquarters Upper Volta has the privilege of
hosting, is a model of subregional health cooperation between underdeveloped countries.
We hope this cooperation will become still closer. At the inter -African level, I should
like to thank WHO's Regional Director for Africa for the concern that he invariably shows
for our problems. This year his concern is being displayed in a training aid project,
in the preparation of a preliminary project for a university centre for health sciences,
in the seminar -workshop on health programming, and of course in the continuation of the
onchocercíasis control project. We hope WHO's coordinating role will be strengthened so that
the targets adopted for 1978 -1983 are attained in a harmonious manner for all Member States.

Mr President, honourable delegates, allow me the floor a little longer, to welcome the
Republic of Djibouti to membership of the Organization. As you know the total decolonization
of Africa is an essential aim to which my country subscribes, since individuals' and peoples'
complete fulfilment is impossible when some are being denied freedom. We consequently
welcome Djibouti's independence and shall welcome the presence of its delegation among us.
Our consciousness as black people and our conscience as human beings oblige us to call for
the banishment of the racism and the annihilation of the colonialism which are still
lingering on in some parts of our continent. This is the essential condition for the
establishment of genuine world peace. After that we shall be able to work in concert with
all nations to realize for all peoples that state of physical, social and mental wellbeing
which constitutes health.

Dr GUTIÉRREZ MUNIZ (Cuba) (translation from the Spanish):

Mr President, distinguished delegates, we should like to congratulate Mr Kamaluddin Mohammed
on his election as President as well as the other officers of the Assembly who will be
responsible for conducting this meeting, a task in which we wish them the greatest success.
On behalf of the Cuban delegation we should like sincerely to congratulate the Director -
General on his report to the Assembly which, because of its importance, warrants consideration
later on.

We first of all wish to mention the importance of the ideas expressed by Dr Mahler
in his report to the Assembly, and our delegation, after careful analysis, would like to dwell
on some of them that it considers to be of extreme interest. As stated by the Director -

General 1976 and 1977 were exciting years for the Organization in which its programmes and
activities were made increasingly relevant to the needs of the Member States, giving priority
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to those of the developing countries, in accordance with the just principle of considering the
social and, we would add, the profoundly human aim of health promotion and its contribution to
socioeconomic development.

The concern expressed by Dr Mahler which has guided WHO's activities has led to a
substantial proportion of the technical cooperation credits for the year 1980 being directed
towards the developing countries. Our delegation feels it is important to stress that this
reorientation calls for active country participation in order to establish clearly defined
national objectives, which directly help to arouse the feeling of responsibility of each of
the Member States for the health of its people.

The reference to the preferential reallocation of resources for health to the social

periphery and, in particular, the priority assigned to primary health care programmes affords
another opportunity for our delegation to express its unrestricted support for this
orientation which, apart from being the centre of our own national health programme, is also
of very general interest. This has led to the convening at Alma -Ata next September of an
international conference which will promote interchange of experience between the countries
present and help make primary health care more effective, objectives which justify the
participation of all the Member States of WHO.

We agree with the Director -General when he states that health activities require, to
ensure their dynamic continuity, a national and international will to overcome political,
social, economic and professional obstacles in the way of that goal. Cuba has pleasure in
pointing out that its efforts, both national and international, are directed along these
lines and that its successes in that respect can serve as a stimulus and support for such
an aspiration.

Before referring to certain special aspects of our progress in the national development
of health programmes, we should like once more to express our agreement with the policy
indicated in the report for making use of the abilities and potentialities of the developing
countries as regards various health resources (facilities for training health manpower,
interchange of technical information, etc.). This policy, although it is implicit in the
regional structure of the Organization, should be strengthened and extended, while any efforts
of this nature should have the support of the Member States, the Board and the Assembly.

With respect to Cuba, we shall refer only to those aspects important for the health of
our people, aspects which demonstrate the results of an approach and a determination, which,
going beyond the limits of health, have always assigned high priority to the human quality
of that inalienable right which, in turn, makes a significant contribution to the development
achieved in all fields in our country. Without wishing to dwell on minor details we
nevertheless feel it necessary to mention in this Assembly certain successes which, in our
opinion, are of real importance as examples warranting the attention of countries that, like
our own, are fighting and striving to leave behind them the horrible tragedy of underdevelop-
ment despite the obstacles and difficulties confronting them.

In the first place, community participation has found its highest expression in the
creation of organs of popular power, with the full participation of the masses in the various
sectors of the State, including health, as well as the right to participate in decision -
making and in control of the activities of State bodies. Primary health care has been paid
preferential attention in all aspects of its development, and the present five -year plan for
1976 -1980 makes provision, as regards both buildings and budget allocations, for the polyclinics
necessary to help improve this essential link. In regard to second level health care we shall
merely say that during the five-year period a total of 6950 beds will be provided, hospital
construction continuing throughout the country so as to achieve in that period a rate of 5.2
beds per thousand inhabitants. After passing through the initial stages of our health
development we are confronted with a relatively high frequency of noncommunicable diseases -
cancer, myocardial infarction, hypertension- and are participating in the WHO international
programme. Furthermore, our Ministry is now actively engaged in combating asthma, diabetes
and mental illness.

As concerns nutrition, the national programme which commenced last year has been
extremely active from the primary care level upwards, providing clinics for treatment of the
malnourished, whether the cause is too much or too little food, and giving special priority to mothers

and children. The work is directed towards primary and secondary prevention, employing
solutions and research which there is no time to go into here.

With reference to maternal and child care we shall only give a few indicators, such as the
infant mortality rate which last year was 24.6 per 1000 live births, while maternal mortality
was 4.3 per 10 000 live births, expectant mothers being examined on the average 9.3 times per

confinement, with a high percentage (96.3 %) of hospital confinements.
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We have ambitious plans for increasing health manpower development during the present

five year period which will continue during the next one. They will include the training
of both intermediate level technicians, especially nurses, and of doctors and dentists. New
medical science faculties will provide the professionals necessary for our people, at the
same time as rendering cooperation with other countries possible.

We regret that time does not allow us to devote a few minutes to research on health,
which has made notable progress, nor to the contributions to the growth of our medico -
pharmaceutical industry.

Returning to the report of the Director -General, one of its paragraphs includes the
following words: "Justice in the distribution of health resources cannot be achieved
through technical cooperation between WHO and its Member States alone. Technical cooperation
among countries, and particularly among developing countries, is even more important ". In
accordance with these ideas and bearing in mind the role of health as an important factor
in economic, political and social development, the movement of non -aligned countries has
decided to coordinate the activities of the countries of the movement for promoting health
improvement and development at the national and international level. These efforts culminated
in approval of a programme of action by the movement of non -aligned countries and other
developing countries. This programme will be an instrument of basic importance for guiding
and directing the basic health activities of the developing countries. It will promote
cooperation between these countries and contribute towards the achievement of the objectives
set out in the Sixth General Programme of Work of WHO. We believe that we should all fight
vigorously to attain these objectives which are still more vital for the developing countries
where the situation is more precarious.

This was stressed by the Director -General in his address to this Thirty -first World
Health Assembly when he stated that "This struggle is important for all countries; for the
developing countries it is crucial, decisive ". Cuba, a developing country which has brought
about considerable improvements in the health level of its people, is always willing to make
its modest contribution to the joint efforts which must be made if the goal of health for
all by the year 2000 is to be attained.

Mr JALLOW (Gambia):

Mr President, Mr Director -General, distinguished delegates, ladies and gentlemen, on
behalf of my President, Aihaji Sir Dawada Kereba Iawara, the Government, and all the people

of the Gambia, I wish to congratulate everybody in this hall for their good fortune in having
Mr Kamaluddin Mohammed, a friend, as President, and Dr Mahler as Director -General. As I have
been listening to the speakers since the opening of this session, two points have struck me
as being of tremendous significance to the underprivileged members of this world: (1) the
sterling wisdom of the Executive Board in reaffirming our confidence in the Director -General;
to me, Dr Mahler's degree of dedication and total commitment defies description; (2) the
adoption of resolution WHA29.48. I consider this one of the most important resolutions ever
passed in this Assembly.

Mr President, WHO has been a great source of support to my country. Just four months
ago my Ministry, in collaboration with WHO, carried out an exercise in country health
programming. The resulting document from this exercise filled me with admiration and
sadness. I admired the excellent work done by my staff with the help of WHO officials; I

was sad because the exercise brought into sharp focus our lack of the facility to utilize

maximally the wonderful opportunities made available to us by WHO. Many a time it is just
not enough for WHO to have qualified personnel, funds and facilities available for the Third

World. I am afraid some of us need also to be helped to make good and effective use of these
facilities to the maximum benefit of the rural population.

I apologize for taxing your generosity, but we in the Gambia would appreciate WHO's help
in continuing our efforts in country health programming as a means of using our own limited
resources to solve our own health problems. In this regard we would like to have the
short -term services of experts in three main areas: (1) to prepare a comprehensive health
manpower development programme; (2) to prepare a detailed programme for the development of
a national health information system; (3) to design a primary health care programme.

From the facts demonstrated by the exercise on country health programming we are
confident that, given these three senior officials and the continued guidance and support of
WHO, we in the Gambia will be able to provide primary health care to all our people before
the year 2000. My country is small, and the hinterland is all accessible. This ideal can
be achieved. It is not a wild dream.
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Mr President, please allow me to make a small suggestion to Dr Mahler. Sir, is it

possible to formulate a policy whereby the staff in WHO headquarters and at the regional

offices can work periodically in the villages of the Third World? The catalytic effect of

this experience would be of tremendous value to the staff and the Third World alike. In my

opinion, Sir, your success as Director -General has been largely due to the fact that, for a

long time, you worked very closely in a village community.
May I thank, most sincerely, our Regional Director Dr Quenum, who has always responded

promptly to our needs in the Gambia. We, the Gambian delegation, would like to take this

opportunity to thank publicly some of our friends who have contributed significantly to our

health development, viz.: (1) the Government of the United Kingdom; (2) the Government of

the United States of America; (3) the Government of China; (4) the Libyan Arab Jamahiriya;

(5) the Government of Senegal; (6) the West African Health Community, namely: Sierra Leone,

Ghana, Liberia and Nigeria.
Mr President, Mr Director -General, distinguished delegates, ladies and gentlemen, in

conclusion I would like to thank you for your kind attention and to reaffirm my Government's
support for the work being carried out by our Organization.

The PRESIDENT:

I thank the distinguished delegate of the Gambia. Before calling on the delegate of

Swaziland, I would like to explain that the speaker from Zaire will not take the floor but

his speech will appear in the verbatim records. We can therefore delete Zaire from the list.

In addition we have had a special request from the delegate of Guinea, who has booked a
passage to leave today owing to some urgent commitment. I would ask that, following the
distinguished delegate of Swaziland, the delegate of Guinea should come to the rostrum to

present his statement. I would also like to announce that the delegate of the Maldives, who

was listed to speak earlier and who could not speak because of illness, will be put
immediately after the delegate of Guinea.

Mr TSHIBANGU (Zaire) (translation from the French):
1

Mr President, allow me to say, on behalf of my delegation and in my own personal
capacity, that it gives me the greatest pleasure to associate myself with those who have
spoken before me from this rostrum and to congratulate you, Mr President, together with

all the officers of the Thirty -first World Health Assembly, on your triumphant
election.

My delegation has read very carefully the Director -General's report on the work of WHO

in 1976 -1977. Zaire approves, as it approved last year from this rostrum, the new methods of

work that the Organization introduced a few years ago. It also admires the sagacity and
skill of the Director -General who has, despite the difficult period the world is going
through, succeeded in faithfully and most successfully carrying out the programme laid down

by the Assembly.
Honourable delegates, allow me to say just a word about certain matters which have been

preoccupying my country during these last months. As you know, my country had a haemorrhagic

fever epidemic, due to Ebola virus, in 1976. We were highly appreciative of the demonstration
of international solidarity which that calamity called forth. Thanks to this international
cooperation the efforts of the experts, working shoulder to shoulder, resulted in the speedy
suppression of a scourge which initially seemed as though it would be catastropic for our country.

Greatly moved by this success the President Founder of the People's Movement of the
Revolution, the President of the Republic, Citizen Mobutu Sese Seko, decided to confer high
honours upon all those, nationals and foreigners, who had distinguished themselves in this

operation. Extinction of the epidemic has, however, not meant that our services have

become slack: since that time strict surveillance of the disease has been maintained. This

enabled an isolated case to be detected in July 1977 in the Tandala area, and it has shown that
the disease, in its isolated form, had been present in the region for a long time already.

Mr President, honourable delegates, in the course of this year my country has had to deal
with cerebrospinal meningitis, which broke out in one of our regions. Several deaths

occurred. Large resources thrown in to deal with it enabled us quickly to get the better of

the scourge. Cholera was the next thing to worry us. Fortunately the vigorous preventive

1 The text that follows was submitted by the delegation of Zaire for inclusion in the

verbatim records in accordance with resolution WHA20.2
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measures that were taken, in the form of strict surveillance of cases of diarrhoea together
with sanitation measures, gave us protection, so that the epidemic did not reach Zaire.

Under the national recovery plan, known as the Mobutu Plan, a programme has been drawn
up for the refurbishing of our health structure. This programme also provides for a
restructuring of the distribution of pharmaceutical products. In the pharmaceutical
field the setting up of a large laboratory for the quality control of drugs is also

envisaged.
The aim of all these programmes is first and foremost to help the worst -off peoples, and

they particularly stress the development of primary health care.
Before concluding I should like to say how very pleased I am with the example of

successful collaboration which is being set by our Organization. In regard to consolidation
of smallpox eradication, my country has agreed upon a common procedure with WHO for special
field research on monkeypox virus. We take the opportunity to compliment our Brazzaville
Regional Office on the energy and ability it displays.

Dr P. S. P. DLAMINI (Swaziland):

Mr President, Mr Director -General, ladies and gentlemen, let me begin by congratulating
you, Mr President, your Vice -Presidents, and Chairmen of committees on your election to your

high offices. May I wish you wise guidance and good leadership in bringing the deliberations
of our Thirty -first World Health Assembly to fruitful conclusion and may I assure you of my

cooperation and that of my delegation. The Director -General in his report has referred to

1976 and 1977 as exciting years in which new policies reshaping the activities of the

Organization were adopted. This, he explains, has come about by more participation of Member
States in the deliberations of the World Health Assembly and the Executive Board. Let me

assure you, Mr Director- General, that this vigorous participation has come about as a result
of your democratic leadership of this Organization. It has taken many years for most of the
countries to realize that this Organization is their Organization and that what they receive
from it in terms of dynamic actions is equal to what they put into it in terms of reoriented
policies.

I am therefore delighted, Mr President, to say that my delegation is very happy and
extremely pleased that Dr Mahler has been re- elected for another five -year term of office.
We sincerely hope that his dedication to the Organization, his enthusiastic, dynamic, clear,
sound and democratic leadership will not leave him and that he will continue his dialogue and
persuasion of "health for all" with Member States until the battle is won.

To reduce the gap between the health level of the developed and the developing countries
a policy was adopted aiming at reorienting the work of the Organization to ensure that by 1980
the allocations of the regular budget will reach the level of 60% in real terms towards
technical cooperation with countries. That developing countries attach more importance to
technical cooperation among themselves can be illustrated by the Regional Committee for
Africa, which has quickly responded by setting up a subcommittee to formulate a strategy of
implementing technical cooperation among the countries themselves.

The situation thus far is that the Organization has been reshaped to serve Member
countries best. This step alone in terms of solving the health problems of the world
community can be likened to the strength of one finger, which is very small. What is
required is the strength of a clenched fist, which can be obtained when Member countries
themselves reshape their own policies and objectives in line with the main social target of
governments and WHO in the coming decades, which is, to quote you, Mr Director -General "the
attainment by all the citizens of the world by the year 2000 of a level of health that will
permit them to lead a socially and economically productive life ".

The willingness of Member States to achieve this social goal has begun to show within a
relatively short space of time. For example, more countries are initiating country health
programming, which is a useful tool in the planning and management of health development
within the context of socioeconomic development. Many Member States have accepted the
primary health care approach as the most immediate and socially relevant means of providing
health care to rural populations. Voices opposed to primary health care have been heard from
the medical profession. In fact, the whole history of the development of preventive health
has not escaped criticism from the medical profession, who prefer to have health care as their
monopoly. It is hoped that the forthcoming International Conference on Primary Health Care will,
over and above its objectives, enable those with doubts in their minds to return to their respective

countries motivated to do something urgently for their rural populations. The catalytic
role of the World Health Organization in the implementation of the primary health care concept
is the critical point.
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In the field of strengthening of health services the establishment of an infrastructure

of rural health units supportive and supervisory to primary health care workers is just as
important. Coupled with this my delegation supports wholeheartedly the provision of
immunization to all the children of the world by 1990 as proposed in your report,
Mr Director -General.

Communicable diseases continue to be a public health problem in the developing countries.
The communicable diseases programme outlined in your report receives our complete support.
It has become evident even to us that malaria, though considered controlled in certain parts
of the world, including my own country, is beginning to appear again, requiring reoriented
training of staff and a more realistic control programme. We look forward to hastened
progress of the tropical disease research programme and better coordination in all
collaborating centres of tropical diseases.

Promotion of environmental health will go a long way to improving the quality of water in
both developed and developing countries. In developing countries community motivation and
participation must be included in the strategy of sewage disposal and community water supply.
Technology appropriate to developing countries for the installation of community water supply
should be the object of technical cooperation among developing countries. In preparation for

the International Drinking -Water Supply and Sanitation Decade 1980 -1990, we suggest,
Mr President, that ministries of health should propose to governments the setting -up of high -

powered rural water supply committees, consisting of representatives from related ministries
and the public, to draw up strategies to be jointly undertaken by ministries concerned during
this decade.

I cannot conclude my remarks on the Sixth General Programme of Work without referring to
the problem of small countries like mine in regard to the shortage of manpower. Small

countries cannot afford the cost of infrastructures for producing the various cadres of health
services personnel, especially when the numbers involved are also small. Manpower planning
becomes hindered by training away from home countries, coupled with migration. The

Organization should continue to assist with fellowships and placements in various friendly

countries; but the real problem which needs a solution is how such small countries could plan
with certainty their manpower requirements.

In conclusion, Mr President, may I wish this Thirty -first World Health Assembly peaceful
and constructive deliberations aimed at solving the health problems of the world community we
represent.

Dr CAMARA (Guinea) (translation from the French):

Mr President, Mr Director -General, honourable delegates, ladies and gentlemen, on behalf
of the delegation of the Republic of Guinea of which I have the honour to be the head I should
like to join those who have spoken before me in congratulating our new President and our
Vice -Presidents on their election. I should also like to congratulate our talented and
energetic Director -General, Dr Mahler, who has lacked neither initiative nor perseverance,
nor even sometimes daring, in defining and getting accepted over the years of his brilliant
five -year term of office the guidelines of a new and truly progressive health policy.

With the target of "Health for all by the year 2000" clearly before your eyes, constantly
evaluating the means for attaining that target and, lastly, taking practical steps to find
what the best methods of action are for mobilizing those means, effectively and at minimum
cost, for the benefit of all peoples, particularly the most disadvantaged people in the world,
you are, Mr Director -General, engaged in a pioneer enterprise which has the sympathy,
admiration and complete support of the people and the Revolutionary Government of the Republic
of Guinea, and your triumphant re- election by the unanimous vote of the Assembly is no more
than a fitting reward for your ample deserts. And when, Mr Director -General, we listened
to your moving address from this rostrum at the beginning of these proceedings, the Guinea
delegation completely agreed with all the stands you have taken in general, and in particular
with your stand in the matter of health policy.

We should like to remind the many delegates who were present at the twenty- second session
of WHO's Regional Committee for Africa, held at Conakry (Republic of Guinea) six years ago,
of what President Ahmed Sékou Touré said then in his opening address, which is a veritable
handbook on the problems of health strategy and tactics:

"In matters concerning our Regions the World Health Organization should pay a great deal
of attention to the twofold question of village medicine, and of the rehabilitation and
intensive exploitation of traditional medicine, since successful settlement of this
question is the only thing that can, at minimum cost and within a reasonable period of
time, solve the central problem of health for all."
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And President Sékou Touré invited WHO to study forthwith:
"(1) organization of medicine at village level in such a way that the whole population
of the village, through its conscious cooperation and participation, constitutes the
crucial unit in the struggle for public health;
(2) scientific organization of the way in which the valuable capital represented by
African traditional medicine is used with a view to turning it into one of the most
effective weapons in the struggle to safeguard the people's health."

The President of Guinea made that statement six years ago. This brief excursion into the
past is simply, Mr President, to show in their setting in time the concern felt and
the efforts made by the Government of Guinea in regard to primary health care or traditional

medicine. Since that time a large number of symposia and seminars have been arranged on
those two topics at national level to evaluate and make use of the results of Guinea's

experience. An account of these results will be given at the forthcoming International
Conference on Primary Health Care, at Alma -Ata.

Mr President, our delegation agrees with Dr Mahler that passive and mechanical approval
of the noble principle of "Health for all by the year 2000" will not change the present

situation one iota. Each Member State must (1) adopt that principle as its own; (2) take

stock of the resources available to it and of those that can be created to attain this

imperative target; and (3) try to find appropriate ways suited to the country's circumstances

for mobilizing those resources effectively.
The Guinean delegation has already explained, at each successive session of the Assembly,

its national health development strategy, which is an integral part of our development plan.
Immense efforts are being made by the Government year by year to strengthen the hospital
infrastructure and the health services and centres in all rural areas. New investments have
been approved for the renewal and modernization of health care equipment and for fitting out

numerous recently established health centres. Parallel with this the intensive manpower
training programme is continuing, because people are and will ever remain the essential

element in all development. Over 400 midwives, 2000 State nurses, 150 dispensing chemists
and 300 doctors of medicine, all trained in the country's health schools and faculties, have
been sent out primarily to the interior of the country, to provide equitable health coverage
in rural areas.

In the field of disease control in general we have made preventive medicine the corner-
stone of our health policy, as part of a rational mass medicine, adopted and practised by the
people. This prevention goes further than regular annual immunization campaigns and includes
environmental sanitation, occupational health, school medicine, maternal and child health, and
health education of the people by radio and television, and courses at each weekly meeting
of the Party's 2400 basic committees.

Regarding curative medicine, drugs are these days, we know, an essential part of health
technology. Unfortunately not only are they prohibitively expensive and a heavy burden on the
modest allocations made for health purposes, but we are being increasingly confronted with a

quite anarchic proliferation of proprietary drugs, the safety and efficacy of which are
frequently still unknown. To escape the threefold danger of toxicity, drug dependence and
waste, the Government of Guinea has established a State pharmaceutical policy under which
all activities to do with the import, supply and distribution of drugs are nationalized and
the national undertaking "Pharmaguinée" is given a monopoly of them. This device is
enabling us increasingly to restrict the number of products and to control their efficacy
and safety. Here I must commend the wise step taken by WHO in recommending at its last
few Assemblies that each Member State should draw up a list of essential drugs which meet
the country's real health needs and should encourage the establishment of a national,
subregional or regional pharmaceutical industry which makes use of medicinal plants, with a
view to achieving genuine self- sufficiency. I should mention here that, in addition to
concrete projects in the form of a repackaging plant and a drugs factory under
bilateral arrangements, a national multidisciplinary seminar on medicinal plants and traditional
medicine was held in Guinea two months ago, and examined in their true light the immediate
problems of the inventory, the exploitation and the utilization of therapeutic recipes which
have proved their worth among our people, over 60% of whom use traditional medicine
exclusively.

Mr President, honourable delegates, in connexion with disease control allow me to mention
the existence in our subregion of a terrifying affliction, onchocerciasis. All of you, as
the various representatives of the health world, are of course well aware of the ravages of
this fearful disease; nevertheless the scale of the consequences it brings in its train, social

as well as economic, is beyond all imagination. Millions of hectares of rich alluvial plains
cannot be put under agro- industrial crops. Hundreds of able- bodied men, women and children
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are daily being undermined by the disease and inexorably becoming permanently blind. Whole
populations are fleeing their native soil as if swept up in a holy war. Such is the hideous
spectre of this disease, against which the international community has already taken some
control measures in certain countries. Though this inter -State onchocerciasis control
programme has achieved something the fact nevertheless remains that its arbitrary restriction.
excluding adjacent areas affected with blackfly, is prejudicing the ultimate success of the
project as a whole. For this reason, bearing their own economic and health and welfare
conditions in mind, the health representatives of the sister Republics of Mali, Senegal and
Guinea met at ministerial level at Bamako a month ago to make a joint evaluation of onchocer-
ciasis endemicity and to submit a request to the relevant organizations for a joint control
project to deal with this fearful disease. That is a matter of priority, and it cannot but
be so, for without health there can be no development and without development there can be
no health. Welcoming the fact that the combined urgent request of our three countries is
receiving favourable consideration we avail ourselves of the present opportunity to thank in
advance the WHO Regional Director, Dr Quenum, the World Bank authorities and FAO for the real
interest they are showing in this problem and for their contribution, which we feel sure will
be on a scale commensurate with the severity of the scourge.

That is all Mr President; I may perhaps be making this statement too late in the day,
since the distinguished delegates who have occupied this rostrum before me have been eloquently
expatiating for more than a week now upon the various topics that are of concern to us all.
We merely wish by mentioning some of these problems, and doing so very briefly, to indicate
the position of our Party- State. There has been talk of health cooperation, and there has
been talk of transfer of health technology. But while social justice is a thing to be
attained universally and at all costs, and while a harmonious future for mankind depends upon
interdependence and upon a levelling health cooperation, nevertheless we cannot but be
increasingly aware of the fact that each country has, first and foremost and above all, to
rely upon its own efforts, upon its complete ability to inventorize, mobilize and exploit,

through its nationals themselves and for them, the material and immaterial resources available

to it. This is what Dr Quenum, our Regional Director, put so well and convincingly when he

said:
"Faced as Africa is with such a complex health situation, and having such limited
resources, it is only by means of taking thought and creativity that it can find
suitable ways of solving its many health problems. No imitative and passive
technology, or sophisticated technology, will enable Africa to solve its specific
problems in an environment no less specific ".

This means that any assistance that is not devised by the countries themselves, in the light
of their true national needs, and which is not assimilated by and applied with the full
participation of their nationals themselves, has to be rejected, since it means dependence

and deception.
This is an appropriate point for me to remark that, despite the similarity of many health

problems at world level (some diseases having no frontier), thefact remains that in reality

the health needs of the developed countries have sometimes, and for good reason, nothing in
common with the developing countries' health priorities. Most of the endemoepidemic
diseases that are still taking heavy toll of the developing countries in morbidity and
mortality are no more than unhappy memories for the developed countries. The main problem
for the developing countries in regard to health is that of adding years to life, whereas
for the well -off countries it is rather a matter of adding life to the years . . . Let

us fight side by side, to ensure that the life expectancy of all the babies in the whole
world, of all the children in the whole world, comes up to what one is entitled to expect
of contemporary man, who has set out to conquer space and is already picnicking on the moon.

To achieve this, Mr President, many solutions have already been sugg'sted here, the
implementation of which depends primarily on the disappearance of injustice, egoism and
man's insane desire to exploit man, for there can be no health for all without freedom for
all. Health and freedom are two things without which human existence loses its fundamental

meaning. Accordingly we say, in conclusion, that so long as some peoples continue to groan
under the yoke of colonialism, apartheid and foreign occupation, until such time as the
peoples of Zimbabwe, Namibia, South Africa, Palestine, Chile and others too regain their
full liberty and dignity, we shall not be able to guarantee "health for all" in universal

peace. However, we place our reliance on the World Health Organization: our Organization.)

1 The above is the full text of the speech delivered by Dr Camara in shortened form.
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Mrs ISMAIL (Maldives):

Mr President, Vice -Presidents, Director -General, honourable delegates, ladies and

gentlemen, it is a pleasure for me to congratulate you, Mr President, and the Vice -Presidents,
along with the Chairmen of the committees, on your election to these important offices. It

is also my privilege to convey again in 1978 to this august body the greetings of His
Excellency, our President, and of our people, and to compliment the Director -General on his

incisive and informative report. With your leave, Mr President, I wish to review very
briefly the progress made in my country during the last year with reference to health.

Our latest census, undertaken with United Nations assistance and whose reference date was
1 January 1978, reveals that the total population of our island nation -State has now reached

just under 150 000. While small in absolute numbers compared with immediate geographical
neighbours, size makes problems qualitatively no less urgent or important respecting the
efficient and effective provision of health services for our people. Last year I touched

upon some of the problems attending health care delivery in my country; now, as then, adequate

transportation between the atolls and islands remains perhaps our chief difficulty.
In the area of health services development, strengthening and expansion of services, both

in the capital of Male, the only urban centre, and the atolls continued to progress through
provision by WHO on the one hand of clinical specialist consultants and on the other of long-
term staff concerned with helping us to identify appropriate strategies for effecting
comprehensive health service provision. Primary health care is a concept for which ways and
means are being considered to test its feasibility as part of an integrated approach, and we
held a national meeting on this subject in late 1977 preparatory to the Alma -Ata Conference
later this year.

An atoll pilot project where opportunities for cooperative efforts exist in relation to
other sectors, notably rural primary education, with which UNDP and UNICEF are involved, will
provide a field setting. This effort will include elements of health education, nutrition
studies and maternal and child health, expanding these services on a regular basis beyond the

capital. In initiating such a programme, we must not lose sight of the fact that local self -
reliance in many spheres has always been a hallmark of our rural life. While introducing
innovative measures, we wish to proceed in a prudent manner so that outcomes will be consonant
with and complementary to the totality of our own culture. If there is one thing we do not
wish to lose, it is our people's indigenous sense of self -help.

Relative to communicable disease prevention and control, antimalaria activities
continued to progress satisfactorily, though transport logistics in attending to sporadic focal
outbreaks continued to pose a problem. Leprosy and tuberculosis survey activities, now

covering more than half the atolls, made good progress. The beginnings of a systematic
expanded programme of immunization are being combined with this survey.

Promotion of environmental health continued through encouragement of basic sanitary
measures for implementation and collaborative efforts with the Organization to increase well
chlorination and rainwater catchment potential, especially in islands where adequate ground-

water is a problem. Increased activity in the atolls as well as in the capital in this field

was seen during the year.
As regards health manpower development, amongst our earliest collaborative efforts with

WHO were initiation of nationally based training programmes to provide a cadre of auxiliary

health workers for communicable disease control. These were several years ago enlarged to

include formal syllabi for the community health worker, hospital -based nurse aides and up-
grading instruction for indigenous midwives. Fellowship programmes under WHO and UNDP
auspices have provided valuable opportunities for selected health personnel at all levels to

pursue studies abroad, largely within the South -East Asia Region, enabling them to make
enhanced contributions upon their return home.

In Laamu, which is one of the 19 atolls of Maldives, a number of cases of gastroenteritis

with a few deaths were reported in January 1978. A team was deputed from Malé and they

carried out control measures and treatment of cases. Subsequently a few more atolls were
affected, and by the end of March the Regional Director for South -East Asia was requested

to depute a team for the diagnosis and control of this disease. The team arrived within

a couple of days of the request and the disease was diagnosed as cholera on 4 April 1978.
The disease was notified immediately to WHO and control measures were intensified. In view

of the fact that the atolls as well as the islands in the atolls are widely scattered, more

teams were deployed to institute control measures.

Country -wide surveillance was established for diarrhoea cases and teams were deputed to
all the affected islands for management and treatment of cases and other control measures. In
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total about 20 teams have been working. Deaths due to cholera have been very few and control
measures have been quite effective. At present only a few sporadic cases are being reported
and the disease is under control. However, control measures are being continued, and there is
an urgent need for adoption of permanent measures like safe water supply and sewerage system
in Malé as well as in the other islands.

The epidemic has had regrettable repercussions in the economic sector. Our tourist and
raw fish exporting trades have been momentarily crippled by the incident. However, with
highly stringent control measures taken by the Government, the situation is slowly being
steered to normal and a congruent improvement of the economy is also envisaged in the very near
future.

I must hereby pay my very special thanks to WHO and UNICEF for providing us with the very
much needed assistance in the control of the epidemic. In the same breath I also wish to
thank the Governments of the United States of America, United Kingdom, India and Sri Lanka for
their kind assistance in providing funds, equipment and personnel for the emergency activities.

As last year, I wish to acknowledge the assistance received for our developing health
infrastructure from the Organization, and the continuing interest and support given to us by
the Regional Director, Dr V. T. H. Gunaratne, whose nomination by the Regional Committee for
a further term of office has been a source of great satisfaction.

We would, in closing, revert to a point which we felt necessary to emphasize last year
and which we would wish to reiterate. Being one of the least developed countries amongst the
Member States of our Organization, mindful of our need to help our people achieve better levels
of health, we must continue to rely on the understanding and the good will of friendly States
near and far to assist us in what is, after all, a nation -building activity. To those States,
"developed" and "developing ", who are assisting us in these endeavours bilaterally or through
multilateral plans, as well as voluntary organizations, we extend our sincere thanks. We
would welcome the opportunity to enter into productive dialogues with others as well, in order
that we might actively further promote the wellbeing of our people in the years to come.

Finally, Mr President, may I wish this Assembly every success in its deliberations, which
will certainly tend towards identifying, for communities as well as individuals, sound methods
of pursuing our common goal of better health for all the peoples of the world.

Dr JONES (Liberia):

Mr Director -General, distinguished delegates, may I first of all take this opportunity to
congratulate our honoured delegates who have been elected as officials of the thirty -first
session of the World Health Assembly.

Mr President, the Liberian delegation shares the enthusiasm with which your election has
been received and is convinced that your skilful direction and management of the deliberations
of the thirty -first session of this Assembly will fulfil all our hopes which brought us here,
and that we will return to our homes better equipped to face the challenges in health care in
our respective countries.

We also congratulate the Director -General for his unanimous reelection, and feel indebted
to him for the dedication and brilliance with which he is directing the work of WHO during his
tenure of office. Your 1976 -1977 report, Sir, is a major health milestone and a platform by
which Member States can plan, implement and evaluate their country programmes so as to give
more to those who have the least.

We extend our appreciation to the Executive Board and welcome the challenges and the
critical choices we must make if health for all by the year 2000 is to become a reality. May
I, however, remind our fellow delegates that we are engaged in an area of human endeavour where
our involvement as dispensers of health care ranges from the highly over -specialized medical
practitioner to the lowly village traditional healer. Is WHO taking into sufficient account
the varied roles of all of these distributors of health care? In this connexion it was indeed
gratifying to hear the emphasis on the social responsibility of WHO in the Director -General's
speech on 9 May 1978. This is a welcome responsibility considering the fact that it is WHO
and medical research in general which, through improved health services and health care and the
application of various kinds of miracle and life- saving drugs and devices, have created the
serious population explosion problem, dislocating national economies in many parts of the
world. To hear WHO address itself to its own social consciousness and social responsibility
so as to enable everyone to attain the target of health for all by the year 2000 is indeed an
awakening and timely response to face the worldwide socioeconomic population problem in various
degrees of acuteness in different parts of our world. Let us rise up and confront this serious
dilemma head -on and manage it in such a way that it does not continue to grow out of proportion
as is now the case.
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The year 1978 will be recorded in Liberian history as a momentous year for us when inter-
national responsibilities for coordinating health care in Liberia were delegated to one of our
own nationals, a distinguished and qualified Liberian medical doctor, Dr Wilhelmina Holder, who
succeeded Dr Christos Karamustakis as WHO representative in March of this year. After nearly
three years of distinguished and selfless service and in a spirit of broad -mindedness, libera-
lism and fairness, Dr Karamustakis readily conceded the fact that a developing country such as
Liberia was capable and ready to assume its own role with a WHO national coordinator. We thank
the Director -General of WHO and the Regional Director for Africa, Dr Quenum, for facilitating

this aspect of our national development and self -fulfilment. Thus far, we can assure you

that your decision and ours was not only a wise and timely one, but one that has enabled us
already to begin to enjoy the fruits of such independence as more international doors are now
unlocked and opened to us directly and we can go through them freely and courageously.

In February 1976, our President, Dr William R. Tolbert, Jr, declared war on the enemies
of man: ignorance, disease and poverty. The Liberian delegation has therefore come to this
thirty -first session of the World Health Assembly to find more allies to help us win this war,
especially against disease, because no nation no matter how strong and powerful can win a war
without the timely help of its allies. We in Liberia receive aid for health care from nearly
30 donor agencies. We thank them for their assistance and for their continued future support.

Mr President, Mr Director -General, within the framework of our Government's integrated
rural development programmes, in which millions of dollars are being invested, primary health
care is the strategy by which the health aspects of integrated rural development is planned,
implemented and evaluated and it also serves as a strong foundation upon which our health system
is developing.

Our village health worker pilot programme and mother and child family health planning
programmes, which are being implemented in collaboration with the Government of the Netherlands
and with WHO assistance, are in their second year of successful operation and have been well
received by the population involved. These programmes will shortly be extended throughout the
length and breadth of our country.

In January of this year, the Government of Liberia appointed an Immunization Board mandated

to implement the Liberian expanded programme of immunization. This programme, which covers

the six diseases diphtheria, pertussis, tetanus, measles, poliomyelitis and tuberculosis, will

be formally launched on 1 June 1978. WHO has been of tremendous assistance in the planning

of this programme and has provided a professional member of the Board. Through the Brothers

Brother Foundation and the Baptist World Alliance, extrabudgetary finances have been donated

for this immunization programme in Liberia.
With prevention of communicable diseases as a major strategy of primary health care

delivery, we in Liberia also consider the provision of a safe drinking -water supply as a vital

function in disease control. Accordingly, an interministerial programme of providing safe

drinking -water to villages and communities is in operation. The programme relies heavily on

community participation, and this approach has been of tremendous educational value in demon-

strating the necessity for a safe drinking -water supply, a programme which our people now
appreciate and are not only demanding but are assuming a major role in implementing.

In keeping with the mandate of the United Nations Conference on Human Settlements (HABITAT)

held in Vancouver in 1976, we expect to construct 1000 wells by 1980, a modest start considering

that there exist 20 000 communities in Liberia in need of a safe drinking -water supply. We

need all the help we can get.

A comprehensive national nutrition policy and programme is being implemented among our
health programmes in Liberia. It is a matter of serious concern that the high mortality rate
of infants within 24 hours of admission to hospitals is due mostly to undernutrition. Fol-
lowing a recent national nutrition survey, an International Nutrition Conference was held early
this year using the results of the nutrition survey as a basis for formulating a plan of action.
As a consequence of these concerns, a Division of Nutrition was created in the Ministry of
Health to begin operation in our 1978/1979 fiscal year to provide nutrition education to our
people, especially as regards mothers, infants and teenagers, who are the most vulnerable groups.

Our expansion in the preventive and primary aspects of health care delivery will be raised
to a higher status by the establishment of a Bureau of Preventive Health, headed by a Deputy
Minister for Preventive Health Services, starting 1 July 1978 of our new fiscal year.

Mr President, of great concern to the Government of Liberia are the tremendous cost of
drugs, the dumping of certain drugs on our market, the absence of quality control, and the
illegal entry of certain drugs banned from Liberia. In 1977, the Government of Liberia
seized and burned over $ 20 million worth of amphetamines. We submit to this Assembly that
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the necessity for obtaining drugs for our people at a cost we can afford remains a critical
problem. While the national health delivery service has been strengthened for effective
distribution and will be increasingly so in the future, the cost of drugs is a continuous
limiting factor.

Mr President, in conclusion we thank WHO for its advancement of health sciences and the
effective assistance of health care delivery. WHO must, however, continue to face up to its
social obligations which enable people to remain healthy and live longer productive lives.
These steps represent tremendous efforts in fulfilling basic human rights and in facing the
challenge of the inherent right of our people to self -fulfilment, to which the Government of
Liberia is dedicated and to which we are convinced our Organization, WHO, is and will always
remain committed.

May God continue to bless and guide our efforts.

Dr PHOLSENA (Lao People's Democratic Republic) (translation from the French):

Mr President, fellow delegates, ladies and gentlemen, the delegation of the Lao People's
Democratic Republic avails itself of this opportunity sincerely to congratulate the President
who has just been elected, and to greet and congratulate the outgoing President, who magni-
ficently acquitted himself of his charge, also to congratulate the Vice -Presidents and the
Chairmen of the main committees and, lastly, to greet the honourable delegates of the Member
countries present here.

Like the eminent delegates who preceded us at this rostrum we consider this Thirty -first
World Health Assembly a highly significant event, because it is held in the year in which the
Organization is celebrating its thirtieth anniversary and it marks an important turning -point
in its activities and programmes, including the beginning of the Sixth General Programme of
Work for a five -year period (1978 -1983) and the assignment of 60% of budgetary expenditure
to technical cooperation to help Member countries, and so on. Our Assembly will be tackling
most important problems, such as for example the strategy of control and eradication operations
against one of the most dangerous diseases, malaria, which still remains one of the great
scourges of the developing countries; the medium -term programme for health manpower
development; research and training in the field of tropical diseases with a view to better
control of those diseases; and other problems of direct interest to our countries.

We warmly congratulate the representative of the Executive Board, also the Director -
General, on the masterly way in which they have introduced, with remarkable brevity,
summary reports which are no less comprehensive than concise. After carefully listening to
what they have said we pin all our hopes on the fruitful outcome of the various projects they
have presented, projects which have the noble aim of so increasing capacity for human health
by the year 2000 that everyone will be entitled to good health.

Our small country has done and will continue to do everything it can to make its
contribution, modest though it may be, to this great undertaking. In the past year, despite

the disastrous results and grave after- effects of the lengthy war, further complicated by two
successive years of drought that have been catastrophic for agriculture, our country's public
health services have made steady progress, ever pressing ahead in the interests of the working
people. Implementation of our Government's plans and directives has produced some positive
results. Thus the preventive health propaganda campaign, also anti -epidemic immunization,
have been proceeding on an unprecedented scale. Over two million people have received basic
health education and two - thirds of the population have been immunized with polyvalent
vaccines. The health care network extends from the centre into the countryside and is
constantly sending down long roots into villages and hamlets of the most remote ethnic
minorities. We are concentrating on development of the health care infrastructure in the
districts and communes, where, of course, over 80% of the population live. Our Government
thus attaches very great importance to the promotion of basic health and of primary health
care. Each district has now got its own hospital or clinic. More than half of the total
number of communes now have a 5- to 10 -bed clinic. In the course of this year 222 communal
clinics will be added to those that exist already. Health activists are taking active
preventive measures and providing first -aid care at village level. Nearly all villages
possess these health workers, who are making a valuable contribution to curative medicine and
particularly to preventive medicine among the rural masses.

Environmental health has made fresh progress: the number of wells and latrines has
doubled since 1975.

The campaign to control malaria, which is still disease Number One in our country,
covers nearly all provinces. The malaria parasite index has dropped 50% since 1975 in
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provinces where there has been insecticide spraying, and 20 to 25% in the remainder of the

country.
In order to offset the shortage of drugs and to mobilize all the therapeutic resources

our country possesses, association of traditional drugs with modern ones is receiving fresh

impetus and constantly increasing particularly at district and commune level. Over 200
kinds of medicinal plants have been recently identified and used in curative and preventive

medicine. Thus our stock of traditional drugs is continuing to increase.

The maternal and child health protection services are incorporated in the general health

services. The number of beds for children in the various basic health care centres has
increased 8% since 1975. There has also been a 60% increase in the number of hospital

confinements. Infant mortality has dropped about 50 %. The total number of beds for the sick
has increased from 2738 to 9260, particularly in the clinics and hospitals of the communes and

districts. The number of medical and paramedical personnel has increased from 1759 to over

5000.

Regarding manpower development, priority is being given to the training of basic health
personnel, that is to say to village health workers, rural midwives, nurses and medical
assistants, while the training of physicians and other categories of medical and paramedical
personnel is not being neglected. We have opened a new training school for medical
assistants and several nursing training centres. We shall press on with this in order that
all our provinces may be provided with personnel. The medical education programme will be
adjusted to the new circumstances and to the country's real needs. Knowledge of medicinal
plants and traditional methods of treatment will be taught, the period of practical training
will be extended, and so on.

A number of factors are contributing to the present success of our health care
activities: first and foremost our Government's constant endeavour to promote and protect
health and to improve our people's standard of living both materially and mentally; also
participation by the population, which is daily becoming more massive, in transforming and
building our country's health care system; and - final factor - the cooperation of
friendly countries and international organizations, in particular that of WHO. As a result
morbidity and mortality, especially maternal and child morbidity and mortality, have markedly
decreased, and no serious epidemic has broken out in our young Republic.

My delegation avails itself then of this opportunity to congratulate and thank the
Director -General, Dr Mahler, who has been directing WHO's general activities with enterprise
and efficiency, to thank the Regional Director for the Western Pacific, Dr Francisco Dy, who
has closely followed all we have been doing in the public health field and has accorded us
every facility in our various operations, and to thank and congratulate the Member countries
of the Organization present here who have cooperated and supported our health care activities.

Mr President, ladies and gentlemen, our achievements show that we are resolved to
participate to the best of our ability in carrying out the programmes and general aims of WHO,
particularly with regard to the eradication of diseases that represent a serious threat to
man, namely - after the virtual elimination of smallpox - malaria, cholera, plague, etc.
But the health needs of our people are very great, for malaria, gastrointestinal diseases and
leprosy are still with us, together with other endemic and parasitic diseases. Thousands of
war disabled and wounded are still waiting for suitable care which could be given them.
And orphans, the direct products of the war, are still awaiting proper homes.

We have, as you know, an enormous amount to do. For apart from this the health care
structure that we have still does not fully cover the country, especially in mountain areas,
and many of our primary health care centres lack drugs, medical equipment, means of transport
and sufficient personnel.

Despite our efforts hinging on self- reliance, it would be very difficult for our country,

owing to our limited resources, to take effective part in the advance toward the general
target for the year 2000 without the increased cooperation of other countries, together with
that of WHO and the international organizations which have already fruitfully cooperated
with us in the past.

In conclusion, our delegation wishes the Thirty -first World Health Assembly great
succcess.

Dr PADILLA LEPAGE (Venezuela) (translation from the Spanish):

Mr President, Mr Director -General, distinguished delegates, ladies and gentlemen, on
behalf of my delegation, the Minister of Health and the Government of Venezuela, I should like
to congratulate you on your election as President of the Thirty -first World Health Assembly.
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We regard your election as a recognition of your great merits as a worker in the public
health field of your country, and as a distinction for the Region of the Americas. We

should also like to congratulate the Director -General, Dr Mahler, on his excellent report

analysing the work of WHO during the period 1976 -1977.
In Venezuela during the last five years there has been a redefinition of objectives

so as to take into account the health problems of the country as well as their trends and
projections for the future, and also the recommendations of the Ten -year Health Plan
for the Americas established by the Meeting of Ministers of Health in October 1972. The

coverage of the traditional programmes, brought up- to- date, has been increased as regards

both the population and the territory, by creating new services in existing medical care
establishments as well as new establishments opened up during the last five years. Similarly,

the new programmes have made advances in the creation of services in the country, in the
investigation of the regional problems concerning them, as well as the training of the health

manpower essential for their development and consolidation.
The Ministry of Health has extended its activities to new public health fields where

illness is a social problem because of the high incidence rates among the population, with
the consequent limitations on working life and rising mortality rates, as is the case of the

chronic diseases. The following have already been made official by corresponding decisions

and agreements with the national universities: the national diabetes programme, the national
reference centre for clinical immunology, the national centre for rheumatic diseases and

the national centre for dialysis and transplants. Parallel with these programmes, directed
largely to the working population of the country and especially to the elderly, a socio-
economic protection programme has been created for indigent people over 65 years of age by
setting up gerontological homes throughout the country and establishing a pension for the said

age -group amounting to 75% of the minimum salary in force in Venezuela.
We are in agreement with the order of priorities established by WHO during the 1976

Health Assembly, when the development and implementation of an Expanded Programme on
Immunization was proposed so as to achieve levels of protection among the population
capable of modifying the morbidity and mortality rates for diseases preventable by

vaccination. In our country an expanded programme of this type has been under way since
1975, applying a strategy of vertical campaigns, while strengthening maintenance activities
in the routine programmes. Thanks to this twofold strategy which has already been applied
for three years, we have achieved continuously declining morbidity and mortality rates from
these causes, so that we can now boast a level of protection of population at risk never
previously achieved in Venezuela.

Another very important programme which was made official three years ago by a decision
of the President of the Republic, who had already promised it in his programme of government
action, is the family planning programme whose health and social objectives have been
fulfilled without interruption and with general acceptance of the rural communities and
those of urban fringes, population groups where the problem of numerous pregnancies was

very important. At present there are 640 family planning clinics in our country and the
demand for such services is increasing considerably every day, thanks to the promotion of
the programme and its motivation of the low- income social classes.

In regard to malaria control, the area in which malaria has been eradicated and which
is now in the maintenance phase amounted to 640 000 km2 in 1977, with a population of close
to 9 000 000. The territory still affected by malaria is in the attack phase and covers
140 000 km2, with a population of about 600 000.

With reference to increased coverage by primary health care services, the Ministry of
Health is continuing to look after the scattered rural population, from the viewpoint of
basic sanitary services, water supply, and excreta disposal, as well as hygienic housing, the
"rural settlements" programme having been launched two years ago. The integrated medical
care of this population, which is difficult to reach, continues to be the responsibility
of the personnel of our well known "simplified medicine" programme, with the support of the
rural medical centres at the next higher level which also supervise these activities;
this is what our Director -General has called "essential medical care ". So as to guarantee

the presence of a physician in all the rural medical centres of the country the Law for
Partial Reform of Medical Practice was approved, making it compulsory for medical graduates
leaving the national universities to serve for a year in the rural areas.

As regards integrated medical care in the urban fringes, an immediate start was made

in setting up what are known as "multiple service modules" so that these communities can
enjoy good water and sewerage services, urban cleanliness and hygienic housing. The purpose
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of these modules is to bring right into the urban fringe communities not only integrated
health services but also social, recreational, educational and financial aid enabling these
communities to improve their health and raise their standard of living.

In conclusion, we should like to refer to the address given by Dr Mahler and to assure
him once more that the Government and people of Venezuela share his opinion that health is
indivisible and that it is for governments, in line with this principle and goal, to take
the political decisions necessary to make this integration a reality. To that end the
National Government, after the fifth public health congress, created the coordinated health
system as a preliminary step towards establishing a strategy for arriving at a national health
service, something already desired by all health professionals in our country and indeed by
the whole population. This is a suitable point at which to congratulate the Director -
General on his re- election for a new term of office. The unanimous decision taken by this
great Assembly could hardly have been otherwise, since, during his past term of office, he
has successfully re- oriented the programmes of WHO, directing them towards the underserved
peoples and seeking technologies more appropriate to the possibilities of the developing
countries. In his last address, as in all the previous ones, Dr Mahler expounded ideas
with a deep social and human content which have helped to enrich the philosophy of the
Organization and have guaranteed the universality of WHO as the leading authority on
international health work.

The policy orientation of the Government of Venezuela in the health sector is fully
compatible with the Director -General's address and is summarized in a comment made by
President Carlos Andrés Pérez at the commencement of his term of office four years ago,
when he said: "For my Government the indicators of nutrition, health and education have
become the measure of the performance of the national economy and of the collective well-
being of our people."

Dr VALLE (Bolivia) (translation from the Spanish):

Mr President, Vice -Presidents, I should like to congratulate you on your election in
the name of the Government of the Republic of Bolivia, and also to convey greetings to the
Director -General, the Deputy Director -General, the Regional Directors, the ministers of
health and the distinguished delegates.

Mr President, I am happy and honoured to attend this forum of the thirty -first assembly
of the most important policy- making body of world health, as representative of the Ministry
of Social Welfare and Public Health of the Government of the Republic of Bolivia, which
fully recognizes the dynamic efforts of the World Health Organization to further and restore
the health of the peoples and to attain the goals and objectives for which it was created.

So as to contribute towards these efforts, my country laid before the Thirtieth World
Health Assembly its health plan, as part of the five -year economic and social development
plan for the period 1976 -1980. It aims basically at extending the coverage of the rural
areas, with community participation, since in Bolivia more than half the population live in
rural areas. I should also like to state here that the Government of the Republic of Bolivia,
presided over by General Hugo Banzer Suárez, is engaged in a rural public health programme
with clearly defined goals and objectives, giving formal status to the launching of rural social
security. This is a historical event without precedent in the institutional life of the
Republic of Bolivia, whose aim is thus to decrease morbidity and mortality and increase life
expectancy - the constant concern and aspiration of our country.

Health coverage has been increased since August 1971 so as to improve the health level
of the population through activities for the eradication and /or control of communicable
diseases, supplementary feeding of the school population, environmental sanitation,
hospital care, health centres, medical posts, health posts, and health manpower training,
as well as development and improvement of the health infrastructure with new or remodelled
buildings, extensions and installation of hospital and outpatient services in order to bring
health benefits to the population which is at present deprived of it. The coverage of the
present health services does not reach the whole population, especially the scattered rural
population and the urban fringe population. Coverage will be increased under the 1977 -1981
National Health Plan which establishes, as a general policy, the extension of the services
to the rural areas and urban fringes, and improvement of the present health infrastructure.

In regard to communicable disease eradication and/or control activities, the situation is
as follows: smallpox has been eradicated. In the last two years smallpox vaccination has
been carried out only following international requests. The control of haemorrhagic
fever has been effective, thanks to the large -scale campaign for eradication of the rodent
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vectors of the virus, so that since 1971 there has been a considerable fall in morbidity and
mortality from the disease. Since 1975 there have been no new cases of it, but epidemio-
logical surveillance is continuing in the affected area.

As part of tuberculosis control activities massive BCG vaccination campaigns have been
organized and carried out, with a clear drop in the morbidity and mortality rates.
Furthermore, in the context of the expanded programme on immunization immunity is being
maintained by revaccination in the case of the nine diseases against which vaccination is

compulsory, using triple diphtheria /pertussis /tetanus vaccine, triple measles /rubella /mumps

vaccine, and BCG, poliomyelitis, and yellow fever single vaccines. With the
aid of technical and financial cooperation we have commenced the repackaging of vaccines
obtained from laboratories of recognized repute.

With respect to Chagas' disease, seminars have been held in various parts of the
country to study its spread, but so far the scope of the problem has not been determined, and
a research programme is being set up for that purpose. With the aim of eradicating malaria,
attack activities are under way with intensive spraying, but nevertheless incidence is still
significant in certain localities.

In the field of nutrition, there is a new approach to the problem employing the resources
from the World Food Programme which are making aid possible in the form of breakfasts and
lunches for rural schoolchildren and mothers' clubs. Applied research is proceeding and,
after having drawn up our own tables, we are establishing the calorie and nutritional
values of certain typical foods. On the other hand, the possibility is being studied of
producing and eating the soya bean, a legume not calling for preliminary industrial treatment
and a food utilized by the economically deprived peoples of other continents.

As concerns environmental sanitation, the national drinking -water and sanitary excreta
disposal plan has been considerably strengthened, especially in villages with less than
200 inhabitants, benefiting approximately 88 000 people.

The medical and hospital care given in the hospitals, health centres, medical posts and
health posts of the country comprised 337 195 hospitalizations and 2 580 996 consultations,
apart from other activities benefiting the population attending the health services, both
in the urban and rural areas (home nursing and social service visits, health education and

nutritional education). In all, approximately 2 158 061 persons have received medical and

hospital care. The increase in hospital admissions and consultations has been made possible
by the construction, enlargement and remodelling of establishments on a much larger scale
than in the previous decade as also their equipment and supplies which are exceeding by 47%

the rate before 1971.

Within the limited capacity of the school of public health, technical and auxiliary
personnel were trained for strengthening the activities of the Ministry. In 1977, 35 courses

were held in different specialties, training 1528 participants. At present the following

courses are taking place: the basic public health course (postgraduate level), and the

courses for nursing auxiliaries, statistical clerks and environmental sanitation technicians

(technical level).
So as to improve occupational health, the administration of the occupational health

service has been reorganized, in view of the basic lack of industrial protection programmes
in undertakings, the manpower shortage, the high occupational accident rate and, in particular,
the high occupationaldiseases rate (silicosis and silico- tuberculosis). Programmes for

physical and social rehabilitation are in the initial stage. Furthermore, the notable
improvement in the Bolivian occupational health institute will enable facilities to be
provided for preparing and training personnel from neighbouring countries.

Turning to the maternal and child welfare programme, I may say that in Bolivia females
between 15 and 49 years of age and children under 14 years of age constitute more than 67% of

the total population. Maternal mortality is 48 per 10 000 live births and infant mortality
(children up to 5 years of age) from 72 to 254 per 1000 live births, with a national mean of
147 per 1000 births. Training personnel in modern techniques and standards is one of the

main purposes of the programme, as is the drawing up of research projects with a view to
reducing the causes of morbidity and mortality. Education of the community covered by
health services is being pursued vigorously. Utilization of unorthodox health manpower
(such as traditional birth attendants) and of health promoters is also included in the

programme and is giving promising results.
An exhaustive analysis has been made of the health legislation in force, leading to the

drafting of the health code, which is a body of substantive regulations governing the rights

and obligations of individuals and corporate bodies as concerns health. In addition, since
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the rural and peasant population forms an absolute majority, studies have been concluded on
rural social security, whose benefits will reach innumerable country dwellers.

The national health plan for 1973 -1978 and the five -year plan for 1976 -1980 as well as
a reformulated version for 1977 -1980 have been drawn up as part of the present planning
policy, whose basic aims are: (1) to pay special attention to preventive medicine programmes
and services because of their greater impact on health, while not neglecting the demand for
curative medicine; (2) to give priority to the population of the rural areas by improving
and extending the existing services, creating others corresponding to their real needs so as
to achieve total coverage as regards disease prevention, health protection and restoration
activities, with a system of reference and supervision to ensure their effectiveness;
(3) to strengthen health activities by employing a "radial" system for giving service to the
community, assigning priority to the urban fringe and rural areas, instead of the present
"convergent" system; (4) to fit all health sector plans and programmes into the general
development scheme, with emphasis on the rural areas; and, (5) to develop health manpower
of sufficient quality and in sufficient quantity to answer the real needs of the country.

As a consequence of the diagnosis and analysis of the administrative systems made in
the first half of 1977, a programme for administrative improvement was drawn up comprising
a project for immediate implementation consisting in the establishment of efficient supporting
bodies as well as the establishment of administrative rules and procedures to serve as a
basis for the implementation of the relevant systems. At present the technical personnel
of the central office are engaged in training activities for the introduction of reforms
in the health units and health establishments. The financial control system is also
directing its activities towards the aims of the sector, and has a plan of work conducive to
the best regulation use of financial resources.

Social welfare activities were strengthened by the Decree for the Rationalization of
Social Security, the most important legal document on social affairs published in recent
times, which reduced the rates of contribution of the workers by adjusting them to the
prevailing economic situation and also increased the limited benefits which were frustrating
the basic aims of social security. Decrees Nos 14641 and 14643 of 3 June 1977 introduced
substantial improvements in the sector by "creating and adapting the principle of
'coordinated plurality', based on legislative unity, and strengthening social and economic
solidarity between the workers of the country by means of a supreme supervisory and
coordinating board "limiting the number of bodies managing compulsory social security to
the existing institutions. The second decree supplements and explains the provisions of
Decree Law No. 13214 of 24 December 1975, regulating in general various aspects of an
administrative, technical and legal nature. Of these the most important are: (1) payment
of children's benefits up to 19 years of age, without a school attendance certificate
requirement; (2) payment of benefits for occupational risks, without prejudice to the
recovery of costs by social security from the person responsible in cases of fault or fraud;
(3) provision for medical care of non -affiliated workers at the employer's expense;
(4) provision for emergency medical care for individuals; (5) provision of essential
prostheses, as necessary; (6) provision of obstetrical care without previous payment of
contributions; (7) payment of pensions to the surviving spouse, etc.; (8) incorporation of
the family doctor system in the social security services; (9) launching of the family
medicine system, with four centres in La Paz and two in Cochabamba; (10) organization of
courses in family medicine over the whole country.1

Dr RASAN (Pakistan):

Mr President, Mr Deputy Director -General, distinguished delegates, may I, first of all,
take this opportunity to congratulate you, Mr President, on behalf of my delegation, on your
election as the President of the Thirty -first World Health Assembly. This is indeed a fitting
recognition of the qualities of head and heart that characterize you as also of the role which
your esteemed country plays in the World Health Organization. We are confident that, under
your able guidance and leadership, this Assembly will have meaningful deliberations and dis-
cussions on various important subjects of global and regional importance in the health field.

May I also offer our joyous felicitations to the Vice -Presidents on their election to
their respective posts. Mr President, I also take this opportunity to give my country's and
my Government's felicitations on the re- election of Dr Mahler as the Director -General of the

1 The above is the full text of the speech delivered by Dr Valle in shortened form.
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World Health Organization. May I request the Deputy Director -General to convey this message
to him, as he is not present at the moment. I also owe on behalf of my country's delegation
a word of sincere appreciation and thanks to the outgoing President for the commendable work
he has done during his tenure of office.

Mr President, it is very gratifying to note that WHO is trying to mould itself according
to the emerging aspirations of developing countries and is reshaping its image which has
hitherto been of a donor agency. Over the years, somehow, its technical role had tended to
be that of a consultant physician attending to a patient when referred to or called for. Its

constitutional role as a coordinating agency and the real purpose for which this Organization
was originally conceived had been lost sight of. Thanks to the dynamism and the foresight of
the distinguished and talented Director -General, Dr Mahler, and due to the spirit of realism

in international cooperation on the basis of equal partnership between the developed and the
developing countries the new concept of technical cooperation has taken the place of technical
assistance in the sphere of this Organization's activities. I should like to emphasize once
again my personal appreciation and that of my Government and the country I represent for this
happy change. It is really heartening to note the optimism reflected in the programme policy
laid down during the years 1976 and 1977 to the effect that WHO's initial objective of attain-
ment of optimum health for all people of the world will be achieved by the year 2000. We do
not consider this to be an empty slogan. It can well be turned into reality provided the
Organization keeps up the momentum and its activities are planned according to carefully
established priorities relevant mostly to the developing world, where the heart of the chal-
lenge lies. The regular budget of WHO will hardly be sufficient to meet the resultant
requirements. Extrabudgetary sources will have to be tapped; and the developed countries
will have to share their technical and financial resources with their less fortunate brethren
in the developing world. Diseases like malaria and tuberculosis that still continue to be
the scourge in developing countries will have to be eradicated and reasonable health care
facilities put within the reach of people in rural areas in the developing countries much
ahead of the year 2000 if the basic objective is to be achieved.

It is in the same context, Mr President, that I should like to comment on the programme
budget for 1978 -1979 and to note with satisfaction that the programme budget has been reorien-
ted in the light of the epoch- making resolution of this Assembly, i.e., WHA29.48, which calls
for technical cooperation in real terms, reducing administrative costs and increasing the
resources for actual technical activity. The priorities as outlined in the Sixth General
Programme of Work have been rightly taken into account and special importance correctly given
to primary health care and family health programmes in the proposed activities.

In my country, as in many other developing countries, the real problem is the provision
of basic health facilities in rural areas where the majority of the population live and where
the population growth rate is also very high. We, being very concerned with population growth,
undertook a vertical family planning programme assisted financially by quite a number of
international agencies, like USAID, NORAD and WHO, for providing technical know -how in human
reproduction. This programme did not go as well as we had expected although a large invest-
ment had been made. We have now realized that motivation of the people in a country like
ours having deep cultural affiliations with the East and following religious traditions is not
possible by the direct approach. We have now decided to adopt the health- oriented approach,

which perhaps is the correct strategy and has also been the policy of WHO for a long time.
We are planning at present to integrate this programme with the general health services.

We have launched a project with the purpose of providing basic health services to our
rural population through a three -tier system of institutional health services. A basic health

unit will cover a population of 10 000 and will be managed by middle -level workers specially
trained through a curriculum of 18 months' duration prepared and designed according to the
needs of the population. The referral institutions for the basic health units will be the
health centres, each covering a population of 50 000 and staffed with two doctors and quali-
fied sanitarians. Major special facilities will be available at district hospitals, each of
which will cover a population of 100 000 -200 000 and have indoor beds. We are grateful to
USAID for its major financial contribution and also to WHO for its technical collaboration in
this important project.

Another important feature of the WHO programme which must be mentioned is the Expanded

Programme on Immunization. It is highly commendable that, after the eradication of smallpox,

WHO has kept the momentum going with this polyimmunization programme which, if implemented with
the same enthusiasm, will solve a large part of the health problem of the developing countries,
where children form half the population and the diseases which are their common affliction are

precisely those that are to be covered by this polyimmunization programme.
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In this regard, I would like to point out that, in accordance with the new concept of
equal participation in technical cooperation, WHO should come forward not only with the provi-
sion of technical expertise but also with the provision of vaccines and the establishment of

cold chains,etc. In countries such as ours, where the capability exists for producing
vaccines, WHO should come out with full support in making those countries capable of producing
all vaccines by themselves to meet their own requirements. They should also, in the initial
stages, cooperate in arranging an appropriate set -up and methodology which could ensure com-
plete coverage of the population.

In conclusion, Mr President, I would like to express my appreciation for the increasing
decentralization of the activities of WHO from the headquarters to the regions and the develop-
ment of the desirable trend of participation of countries in programme formulation in the

regional offices. In this context, I owe a special word of appreciation for the efforts the

Regional Director, Dr Taba, is making in helping countries of the Eastern Mediterranean Region
to frame medium -term and long -term health programmes in the context of their overall policy of

socioeconomic development. My own country went through this country health programming
exercise two years ago and we are undoubtedly indebted to WHO for the benefits that have

accrued to us.

Dr EL -YAFI (Syrian Arab Republic) (translation from the Arabic):

Mr President, distinguished delegates, it is gratifying that the thirtieth anniversary
of WHO coincides with the preparations for the certification of the global eradication of
smallpox. On this occasion I would like to extend my congratulations to all of you, and
express the hope and optimism that several other diseases which have tormented mankind
for centuries will be doomed to the same fate as smallpox and soon be eradicated for ever.
However, many of these diseases are renewing their onslaught after periods of comparative
inactivity. Despite the malaria control programmes we have been hearing from this rostrum
voices of warning and appeals for rescue on account of the marked increase in the incidence
of the disease in all endemic areas.

Cholera as well, which in its long history has produced only a few worldwide epidemics,
has recently been threatening areas far away from its original sources and has become endemic
in where it was previously unknown. There seems to be some likelihood that it
has acquired a new endemiology.

We also hope that efforts will be concerted to avert the recurrence of many communicable
diseases, and that modern innovations in the limited fields of clinical medicine will not
divert us from giving attention and the necessary care to preventive medicine and community
health.

Syria, as a developing country, is looking forward with great hope to the Primary
Health Care Conference, to be held shortly in Alma -Ata, as the proper channel for delivering
essential health services to many areas that are deprived of such services and are not
expected to have them for a long time. We expect the Conference to establish and deepen
the primary health care concept and assist in the development of general rules for primary
health care programmes. We can then look forward with optimism to the year 2000 as a land-
mark in the history of this Organization, when every human being in the world will receive
the essential minimum of health care and be insured against disease. My country's
delegation shares the Director -General's optimism that this objective can definitely be
attained by constructive collaboration between Member States. Thanks are due to the
Director- General for his optimism, his revolutionary motivation of health policy in the
Organization, and his fascinating presentation of his report. The delegation of the Syrian
Arab Republic extends to him sincere congratulations on his reappointment as Director-

General for a new term, as we believe that he is the right man in the right job.
Mr President, the importance of linking medical education in all countries, particularly

in the developing countries, with the health needs of society, needs to be emphasized and
given the necessary dedicated efforts. Medical faculties should therefore come down from
their exclusive ivory towers and develop their curricula to produce physicians who are aware
of community health problems, rather than physicians whose main wish is to emigrate. In

many countries, the supervision of medical faculties by ministries other than the ministry
of health has cut off these faculties from developments and presented a major obstacle to
the efforts to produce a community physician for all areas, particularly for the rural areas.

The Interministerial Consultation on this subject held in Teheran last February,
arranged by the Regional Director, Dr Abdel Hussein Taba, and attended by colleagues from
ministries of health, higher education authorities and medical faculties, helped to draw
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attention to the seriousness of separating all these counterparts. I would- like here to

thank him for putting forward the idea of holding the Consultation and for all the great
help and support he has given to the countries of the Region, particularly my own, thus
demonstrating his deep commitment and his full understanding of our health problems.

Another point I would like to raise concerns the evaluation of the health sector in
terms of its close links with the social and economic sectors on the one hand and overall
development on the other. It is impossible to find the proper approach to the planning

of practical health development without conducting such evaluation at the beginning and
at the end. There is an urgent need in many countries to develop knowledge of methods of
health evaluation and planning, and this must be emphasized and reflected in WHO programmes
in general.

Mr President, as we look forward to a better future and greater achievements by our
Organization, we are pleased to see that, as it completes its thirtieth year it is continually
increasing its universality, internationality and membership. The Syrian Arab delegation
gladly welcomes the Republic of Djibouti as a new Member of the Organization and wishes its
people all good health and prosperity. We are also looking forward to the day when other
nations assume their full right to membership of the Organization.

I would now point out, with regret, that the Palestinian people and Arab citizens in
general in the occupied territories are still suffering a deterioration in their health and
psychological condition, and that their health problems are still unsolved, in spite of the
sincere efforts of all believers in the sanctity of man's right to health and life.
Thousands of Palestinians are still suffering torture, oppression and psychological
terrorism in Israeli jails, while their children in primary and secondary schools face
barbaric raids, involving clubbing and tear gas, by the occupying forces.

We should like to thank the Chairman and members of the committee of experts appointed
by the World Health Assembly to investigate the deteriorating health conditions in the
occupied Arab territories for their preliminary report. We hope the Committee will continue
to follow up its mandate until its completion.

Mr President, forgive me for keeping my congratulations to you until the end of my
speech. To you, your Vice -Presidents and the Chairmen of the main committees we extend our
most sincere congratulations on your election to high office and wish the Thirty -first
World Health Assembly every success under your wise guidance. I also thank the Chairman
and members of the Executive Board for their reports and for their efforts during the last
two sessions of the Board.

Mr KARBO (Ghana):

Mr President, permit me first of all to associate my delegation with the warm sentiments
and congratulations which have already been offered you by previous speakers on your well
deserved election to the presidency of this Thirty -first World Health Assembly. My delegation
also wishes you and the other office bearers every possible success, and assures you of its
maximum cooperation in the discharge of your duties.

Mr Director -General, on behalf of my delegation and on my own behalf, I congratulate you
on presenting your first and very useful biennial report and also on the edifying statement we
heard from you at the opening of this Assembly. We further ask you to accept our sincere

felicitations on your re- election to another term of office. Your reappointment is indeed an
eloquent testimony of the confidence that the international community reposes in you and your
leadership of this vital Organization. In this connexion, I would like to place on record my
Government's appreciation of the achievements and progress made under your able direction,
during a period of trying conditions marked by the harsh effects of inflation and international
financial crises.

Mr President, distinguished delegates, at this juncture I have the honour to convey to the
Thirty -first World Health Assembly the sincere good wishes of the Government and people of Ghana
and to express the optimism to hope that, from the deliberations of this Assembly, there will
emerge decisions which will favourably influence the course of the Sixth General Programme of
Work as well as future programmes aimed at solving the major health problems which still persist
in large areas of the world.

Mr President, while supporting the strategy for the implementation of the Sixth General
Programme of Work and technical cooperation, my delegation cannot help feeling concerned about
the deleterious effects of the ongoing currency fluctuations on the progress of the programme.
Although the strategy of seeking funds from voluntary sources is a desirable one, my delegation
believes that it may be pursued only as a stop -gap measure since, in the light of the growing



EIGHTH PLENARY MEETING
221

demand for the financing of an increasing number of gigantic programmes like the onchocercíasis
control programme and the Special Programme for Research and Training in Tropical Diseases,
such a method of financing cannot be relied upon to provide a substantial answer to the needs
in question. We are therefore happy to note that both the Secretariat and the Executive Board
are focusing attention on this difficult and perennial problem. We believe that the options
which have been identified by the Executive Board are worth pursuing, particularly the possi-
bility of relocating the WHO headquarters or decentralizing its divisions and units. As it is
obvious, however, that this question is fraught with many crucial implications, I cannot over-
emphasize the need for subjecting it to very careful study. My delegation therefore endorses
the decision of the Executive Board to keep the matter under review. We do not wish in any
way to anticipate the outcome of this review but we must urge that, should relocation or decentra-
lization be found to offer the best prospect of lasting relief, bold and speedy action should
be taken to implement such a decision. In this respect, let me echo a point made in another
context by the Director -General that, although it is wise to glance backward with perception,
we should not allow ourselves to be bound by history.

Mr President, fellow delegates, allow me to comment briefly on the subject of technical
cooperation. My delegation fully endorses the concept of technical cooperation and especially
welcomes measures aimed at the achievement of self- reliance in the shortest possible time. We
also endorse WHO's new policy of making use of local resources as far as possible in collabora-
tive projects. You will be interested to know that this policy is already being implemented
in Ghana.

However, our experience so far has brought to light certain problems which require early
solutions. The main point to which I should like to refer in this regard has to do with the
proposed change in the name of the WHO country representative, who is now to be designated as
coordinator. The question here is: what is he to coordinate? Is he to coordinate programmes
being implemented at the country level in collaboration with the Organization? If this is so,
what will be his relationship with the Organization and with the health authorities of the host
country? Or is he expected to coordinate all programmes and projects involving international
cooperation? If this is his role, then how does he relate to the national agency responsible
for the coordination of technical cooperation? Will he play a passive role or will he exercise
certain executive functions which will enable him to coordinate effectively? Where he is a
national, what will be his exact status? Will he be just another schedule officer in the appro-
priate Ministry or will he have a special status with privileges attaching thereto?

Mr President, I think the matter is more complex than it appears at first sight and needs to
be looked into more carefully, since it should not be easily assumed that, once Member States
have confidence in the Organization and know clearly what they want to get out of it, there
should be no serious problems of conflict of interest or loyalty. I am of this opinion
because these are human problems and as such are not always so easily resolved.

Another point I would like to touch on is technical cooperation between Member States and
the Organization. My delegation wishes to place on record that the Government of Ghana is
much satisfied with the cooperation which has been going on between Ghana and the World Health
Organization over the last five years. During this period technical cooperation between my

Government and the Organization has been so orientated as to become especially relevant to our
national health policies and socioeconomic development goals. Among the projects involved are
a study of the epidemiology and control of schistosomiasis in manmade lakes, development of an
appropriate cold -chain system for tropical countries, feasibility studies in the Expanded

Programme on Immunization, primary health care and the involvement of communities in the solu-
tion of local health problems. As I cannot describe these projects in the time available to
me, may I only emphasize that my Ministry feels most gratified by the progress of these laudable
efforts and, indeed, considers it a privilege to be involved in these and other projects which
have proved so meaningful in our search for appropriate solutions to the health problems of
Ghana. We will be only too glad to share our experience with those who are faced with similar
problems and situations. I take this opportunity to express to the World Health Organization
the sincere gratitude of the Government and people of Ghana for the invaluable service it is
giving my country.

Mr President, allied with the question of technical cooperation is the major subject of
transfer of technology, a painfully slow and many- faceted process which cannot be successfully
tackled unless there is an honest and determined predisposition on all sides to achieve positive
results at every stage. In this connexion, one cannot overemphasize the crucial role that a
dynamic system of health information will play in this process. My delegation is therefore
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happy to note that WHO is devoting concentrated attention to the development of a health infor-
mation system and it is our earnest hope that the system, when fully developed, will not only
provide ready information on diseases under the International Health Regulations but also
information which is relevant to health promotion, protection, restoration and rehabilitation,

regardless of whether the information is purely medical or indirectly related to the health and
welfare of mankind.

Finally, Mr President, Mr Director -General and distinguished delegates, let me now assure
you that the Government of Ghana is firmly resolved to continue to cooperate closely with the
World Health Organization so that, as emphasized by the Director- General in his recent appeal
to all political leaders of the world, we can help promote real and meaningful development
around the globe by effectively providing relief from social as well as economic pain, by
bringing health within the reach of all by the year 2000.

Mr DIOP (Senegal) (translation from the French):

Mr President, Mr Director -General of WHO, ladies and gentlemen, allow me first, on
behalf of the Chief of State of Senegal, President Léopold Sédar Senghor, of the Government
and people of Senegal, of the delegation which I have the honour to lead, and in my personal
capacity, to offer this august assembly our warmest greetings together with our best wishes
for the success of the deliberations of the Thirty -first World Health Assembly.

The importance of the present gathering is great - greater than that of previous
sessions - not only because of the large number of delegations attending and the level of
representation of the States, but above all because of the programme of action established
and the objectives pursued by them. In reaffirming the rationale of the activities of WHO,
whose goal is the attainment by mankind of the highest possible level of health, we have taken
note that it will be our business to reconsider the overall orientation of the Organization's
activities in order to make it more efficient and work out the ways and means towards a more
just and better balanced form of international cooperation.

Aware that at the beginning and at the end of development there is man, and desirous
of contributing to the advent of the civilization of the Universal, Senegal is more firmly
resolved than ever to support WHO's work through effective and positive assistance in devising
and applying appropriate solutions to the world's major health problems.

Before giving you our comments on the report of the Director -General, which deals with
these problems, we should like to offer our heartiest congratulations to those elected as
officers of the Assembly and more particularly to our President. We consider it a foregone
conclusion that during his term of office the Organization will make a new leap forward towards
ever greater triumphs.

We also avail ourselves of this opportunity of thanking the authorities of the Swiss
Confederation and the Canton and City of Geneva for everything they have done to help ensure
the success of this Thirty -first World Health Assembly.

Let us now turn to the Director -General's report on the work of WHO in 1976 and 1977.
In respect of its presentation and its content, this report constitutes a very practical
compendium of information, easy to use and giving a clear picture of a well integrated whole,
summing up the salient points of each constituent part. But we should like more particularly
to show, as far as Senegal is concerned, how especially useful the new orientation of WHO's
activities has been in the field, helping us to set on foot a health programme with a
wider social impact.

In 1972, the Government of Senegal undertook a reform of the regional and local
administrations with the aim of bringing government and governed closer together, giving local
communities a larger share in the running of their own affairs and equipping them with
management structures that would at the same time provide for training on the spot. In the
health field, the rural communities asked for the essential health services to be brought
closer to their villages; this gave birth to the idea of "rural pharmacies" and "rural
maternity clinics ", which could count on substantial participation by the populations which
had requested them.

Since July 1972, four regions out of the eight that Senegal comprises have put the
administrative reform into effect, with tangible results in the health field. In December
1976 it was decided to make one of these regions where the reform has come into effect the

test zone for this experiment in primary health care. And that is where WHO's assistance
seems to us particularly useful. We have determined that it is indeed a case - to quote
the Director -General's own words - of "the vigorous implementation of socially relevant
technical cooperation programmes, directed towards defined national health goals, that
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foster national self -reliance in health matters and contribute directly and significantly
to the improvement of the health status of the populations concerned ".

As regards the effective channelling of local effort, it was important first to make
sure that the most peripheral echelon of the health services - the "health post" in Senegal -
was capable of fulfilling all its responsibilities, not only technical but also administrative,
under the effective supervision of the higher echelons. Thanks to the operation of the inter -
country project on planning, programming and management of health services, based in Senegal,
four high -level officials were trained, through the courses organized in Dakar, in planning
techniques, while the "project for assistance to country projects" enabled us to train the
health post chiefs of the test region in the techniques of day -to -day management of their

health sectors. This training programme has now been extended to other regions of the country.

We should like to stress in this connexion the importance of practical management
training for those in charge of the basic health services if an experiment in primary
health care is to be a success. It has proved a decisive factor in our own experience and
we think it should be systematically introduced into the curricula of the training schools,
in as simple a form as possible.

I should also like to mention that seven WHO technical staff who had been serving for
several years in the health services development project have all been replaced by
Senegalese - the take -over was completed in March 1977 - putting us firmly on the road to
national self -reliance, as recommended by WHO.

Confident of the support of the community and of their own managerial ability, the
health post chiefs of one of the six departments in the test zone decided to undertake an
integrated measles vaccination campaign for the 1976 -1977 season, and achieved a coverage of
over 75% among the vulnerable group.

In the training sphere WHO's documents, which we have circulated widely, and particularly
the booklet entitled The Primary Health Worker,- have been very helpful to the Senegalese
training staff graduating from the schools. Senegal has, moreover, been lucky enough to have
on its soil the higher nursing education centre, from which 39 of its nationals have already
graduated equipped with a valid teaching qualification.

From our Organization we are still expecting other contributions in the sphere of
primary health care, as also in the very complex field of drug management policy. I refer
in particular to:

the selection of "essential" drugs, for which an official nomenclature is regularly
adhered to;

reduction in the retail price of drugs through the abolition of customs duties, which
will be total by 1976;

the development of a budding pharmaceutical industry which, while centred on the drugs
essential in public health, is already gearing itself to a rational transfer
of technology without losing interest in the utilization of local resources such as
medicinal plants;

the establishment of a national drug quality control laboratory in line with WHO
recommendations;

a planned approach to the training of public health pharmacists, biologists and
technicians both at the university level and at the level of the specialized
technical training establishments.

A worldwide exchange and comparison of national experience in primary health care is
to take place at the Alma -Ata Conference in September 1978. We are making active
preparations to take part in it and we hope to bring back many useful lessons, particularly
in the sphere of simplified health technology, another pivotal topic.

I think that is all I have to say. I must emphasize how effectively WHO's work is
geared to the participatory field activities to which our own health programme, in its
most socially relevant part, has given rise. In congratulating you, Mr Director -General,
on your triumphal election to a further term of office, and in thanking you for your highly
effective action, which we hope will develop still further, in the sphere of concern to

us, I pledge to you once more my country's unflinching support, for like you we are convinced
that "world unity is the most powerful means we possess to break out of the vicious circle
of poverty and disease ".

1
World Health Organization. The primary health worker. Working guide, guidelines

for training, guidelines for adaptation, Geneva, 1977.
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The PRESIDENT:

I think we will take the final speaker for this morning's session before we pass on to
the award function; it will be the distinguished delegate of Albania. Before the
delegate takes the floor, the Deputy Director- General will make a statement.

The DEPUTY DIRECTOR- GENERAL:

Mr President, the delegate of Albania has asked to take the floor and speak in his
national language. In accordance with rule 89 of the Rules of Procedure of the Health
Assembly, an interpreter provided by the delegation of Albania will simultaneously read the
text of this speech in French. Thus, the original speech will be heard on channel one and
the interpretation into the other languages on the normal channels.

Professor PULO (Albania) (interpretation from the Albanian):
1

Mr President, allow me first to congratulate you on your election to the important
post of President of the Thirty -first World Health Assembly. This Assembly is being held at
a time when the overall international situation is darkened by the aggressive and warlike
policy pursued by the imperialist powers, and above all by the United States and the Soviet
Union, whose actions are a threat to the liberty and independence of sovereign States.
The unbridled arms race, the plots which the imperialist powers are hatching against the
peoples of various countries and the machinations they resort to in order to set those
countries one against the other and thus create new foci of tension and conflict, and the
grave economic, political and social crisis which the capitalist and revisionist world is now
going through - and of which it is trying to make the countries of Asia, Africa and Latin
America bear the consequences - are all factors that cannot but have adverse repercussions
on the health of those countries, subject as they are to pitiless neocolonialist exploitation
in every sphere.

The Albanian delegation supports today's righteous struggle by the peoples of several
continents for their liberty, their national independence and their social progress. We are
convinced that in the absence of liberty, independence and genuine social equality there can
be no wellbeing in the health field. National and international health policies reflect the
ideology and politics of the governing classes. Wherever neocolonialist exploitation and the
misery created by extreme economic and social inequality prevail, a medical system based on
mercantilism and the ever -increasing cost of medical attention put health care effectively
beyond the reach of millions of persons and create a de facto discrimination. For many
countries and peoples the heritage of colonialism has been great backwardness, poverty, a poor
health situation and an acute shortage of medical staff. The policy pursued by the
industrialized countries to lure away the "brains" together with the encouragement of
individualist tendencies to the detriment of the interests of the community has led many
physicians to emigrate from the countries of Asia, Africa and Latin America. The national
schools of many countries are under the domination of industrialized countries and, distracted
from the realities and national needs by excessive admiration for alleged advanced techniques,
slavishly imitate foreign schools instead of according traditional medicine and preventive
measures their rightful place. Ever more costly pharmaceutical products and medical supplies
are the object of a highly lucrative trade. The producer countries prevent the development
of national industries and fob off their products - very often experimental - at high prices
by deceiving their customers with a flood of pseudoscientific publications. The bourgeois -

revisionist "consumer" society is suffering from grave social ills which are also manifest in
the health field. Unemployment, delinquency and moral degeneracy lie at the root of drug
addiction, of the recrudescence of venereal disease, of mental diseases, of many industrial
accidents and of a criminal pollution of the environment not only at the local but also at
the international level.

Before the liberation the health situation of the Albanian people was deplorable. One

epidemic followed hard upon another, leaving great voids in a famished population completely
bereft of medical care. The average lifespan of Albanians was 38 years. With one physician
to 10 000 people, only the rich could get treatment. The liberation of Albania and the
triumph of the people's revolution opened up the way to the building of socialism and within

1 In accordance with Rule 89 of the Rules of Procedure.
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a short time major economic and social transformations could be seen. Thanks to the sound
policy of the Worker's Party, socialist Albania has become an industrially and agriculturally
advanced country, where a national culture, science and art are developing in a climate of
increasing wellbeing. The care, protection and promotion of the health, of the population
constitute an integral part of the overall policy of the Party aimed at sustained increase

of wellbeing. The average lifespan in Albania is now 69 years. The death rate is the lowest
in Europe and the birth rate among the highest. Malaria, syphilis and trachoma have
disappeared for good, and many other communicable diseases have no longer been in evidence for
years thanks to preventive measures such as mass vaccination and rapid systematic case -finding.
Thanks to continuous and systematic health education, the population is showing increasing
concern for health and environmental protection and are making it their own business to
promote it.

The disparities between town and country in the health sphere are also a problem of
major concern. The reduction of those disparities cannot be achieved by temporary
palliatives but only by a correct policy and effective measures. Our Government is according
particular attention to this problem, and we are working energetically to reduce the dis-
parities between the rural and urban areas. The complete electrification of the rural parts
of Albania, our social and cultural achievements and the payment by the State of pensions
and allowances for illness and childbirth have appreciably increased material wellbeing in
the rural areas. Every village in our country now has its health centre which delivers
first -aid and provides medical care for all deliveries.

While our health, like all the other aspects of our social and economic welfare,
has been and continues to be developed by reliance on our own resources and in the light
of the country's specific conditions and requirements, we are nonetheless aware of the
advanced experience which worldwide science and technology can provide. Hence the training
of qualified staff has been considered a key factor in making up the previous lag and to
that end we have established the Higher School of Medicine, which for over 20 years has been
training physicians, pharmacists and dentists. By the end of last year, there was in the
People's Socialist Republic of Albania one physician to every 720 inhabitants. In conclusion
I should like to assure you, Mr President, that the delegation of the People's Socialist
Republic of Albania will not be remiss in making its modest contribution to the consideration
of the problems facing this session of the Health Assembly.

The PRESIDENT:

I thank the distinguished delegate of Albania for his contribution. I would
merely like to say now that we have 20 more speakers remaining and they will be from Angola,
Viet Nam, United Republic of Cameroon, the Patriotic Front (Zimbabwe), Ethiopia, Mozambique,
the Holy See, Somalia, Cyprus, the Libyan Arab Jamahiriya, New Zealand, Rwanda, Yemen,
El Salvador, Israel, Comoros, Cape Verde, Uruguay, Chile and Honduras. If they take the
estimated time of 10 minutes each that will take about 200 minutes. Today, none of the
speakers exceeded their time and I want to commend all of them. I hope that in the general
debate again, on Thursday morning, it will be possible to conclude the discussions in the
time allotted.

I would like to make an announcement before we continue with our work, which will be
the consideration of a report of Committee B and then the presentation ceremony: at 17h30,

a meeting of the Organization of African Unity has been called, and all members are asked to

be present.

2. FIRST REPORT OF COMMITTEE B

The PRESIDENT:

Now let us continue with our work, with the consideration of the first report of
Committee B as contained in document A31/58. In accordance with Rule 53 of the Rules of
Procedure this report will not be read aloud. Five resolutions are contained in the report,
which I shall invite the Assembly to adopt one by one.

The first is entitled "Financial report on the accounts of WHO for 1977 and the report

of the External Auditor thereon ". In the absence of any objection, the resolution is

adopted.
May I invite the Assembly to adopt the second resolution entitled "Status of

collection of annual contributions and of advances to the Working Capital Fund ". Is there
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any objection to the recommendation of the Committee now formulated in this resolution? The

resolution is adopted.

Is the Assembly willing to accept the resolution entitled "Use of casual income to
reduce adverse effects of currency fluctuations on the programme budget "? I see no

objections; this resolution is adopted.
The fourth resolution is entitled "Supplementary budget for 1978 ". You will recall

that, in accordance with Rule 72 of the Rules of Procedure, any decision on the amount of the
effective working budget shall be made by a two - thirds majority of the Members present and

voting. I shall therefore puL this resolution to the vote. All those in favour of the
adoption of the resolution, raise their cards. Against? Abstentions? The result of the
voting is as follows: the number of Members present and voting - 101; majority required,

two- thirds - 68; in favour - 96; against - 5; abstentions - 2. The resolution is adopted.
The fifth resolution is entitled "Method of work of the Health Assembly and of the

Executive Board ". Is the Assembly willing to adopt this resolution? I see no objection;
the resolution is adopted.

We now have to approve the report as a whole. Are there any objections to the approval

of the first report of Committee B? I see no objection; the report is approved.l

3. AWARD OF THE DR A. T. SHOUSHA FOUNDATION MEDAL AND PRIZE

The PRESIDENT:

Now we will proceed with the consideration of item 1.16 - Award of the Dr A. T. Shousha

Foundation Medal and Prize (reports of the Dr A. T. Shousha Foundation Committee). The

Assembly has before it the financial report on the Dr A. T. Shousha Foundation Fund (document

A31/4), and the report of the Dr A. T. Shousha Foundation Committee (document A31/5). We

first have to note the financial report. Is there any comment on this report? I see none

and I therefore take it that it is the wish of the Assembly to note the report.
With respect to the report of the Dr A. T. Shousha Foundation Committee, I now have

pleasure in inviting Dr A. A. Al- Baker, Chairman of the Dr A. T. Shousha Foundation Committee,

to present this report.

Dr AL -BAKER (Chairman of the Dr A. T. Shousha Foundation Committee) (translation from the

Arabic):

Mr President, ladies and gentlemen, I had the honour to preside over the Dr A. T. Shousha

Foundation Committee which met on 16 January 1978. Following its deliberations, the

Committee decided to award the Dr A. T. Shousha Foundation Prize for 1978 to
Dr Ali Mohammed Fakhro, Minister of Health of Bahrain.

Before becoming Minister of Health, Dr Fakhro was first Assistant Director of Medical

Services, and then Head of the Health Department. Well known for his work in cardiology,
Dr Fakhro has published articles on the subject, mainly on coronary care units, in the
American Journal of Cardiology and the American Heart Journal. He was consultant
cardiologist to the Government of Bahrain from 1966 to 1970. Holding office as Minister

of Health has not interfered with his personal interest in providing care for cardiac
patients in his country, but it has given him more potential and incentive to promote

cardiovascular services in Bahrain. Dr Fakhro was recently appointed to the Board of

Editors of the American Journal of Cardiology.
Throughout his career, including his present ministerial post, Dr Fakhro has done his

utmost with the available resources and facilities to organize and promote public health
services in Bahrain, utilizing medical and scientific advances throughout the world.
As an active member of the Council of Health Ministers of the Gulf Arab Countries, Dr Fakhro
endeavours to put his experience at the disposal of all the Gulf Arab Countries. Dr Fakhro

is also an active member of the Executive Bureau of the Council of Arab Ministers of Health,
as well as the Council itself, and regularly heads. Bahrain's delegations to meetings of the

regional and global governing bodies of WHO. In these forums he has played an effective
part in strengthening working relations and collaboration between his country and the

international public health community. Dr Fakhro is characterized by his ability to promote

1 See p. 729.
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action when he deems it appropriate to implement new ideas. This is clearly reflected in
Bahrain's health services, and particularly in the areas of health manpower development and
strengthening of the required infrastructure in Bahrain. Thanks to him, the State of
Bahrain now possesses its own centres for the maintenance of medical equipment and the
training of teachers of health personnel.

In conclusion, Dr Fakhro's imaginative approach to public health has enabled him to
introduce innovative and practical methods for the improvement of the health situation, not
only in his own country and its specific environment but also in the Eastern Mediterranean
Region as a whole.

The PRESIDENT:

I thank Dr Al -Baker for his report. I am sure this is welcomed by everyone and that there
will be no need for any further comments. In the absence of any observations, I take it that
the Assembly, having heard the report of the Dr A. T. Shousha Foundation Committee, wishes to
award the Medal and Prize to Dr Ali M. Fakhro, as a tribute to his most significant contribution
to public health in the geographical area in which Dr A. T. Shousha served the World Health
Organization. I shall now invite Dr Fakhro to come to the rostrum.

Dr Fakhro took his place on the rostrum.

The PRESIDENT:

I welcome Dr Fakhro to the rostrum. In making today's award we honour the memory of
Dr Ali Tewfik Shousha, one of the great names of public health in the Eastern Mediterranean

Region. During the years he held charge of the Regional Office in Alexandria, the emphasis

always was on education and training to prepare health leaders who would run the emerging
health services of the countries of the Region. Dr Ali M. Fakhro, this year's winner of the
A. T. Shousha Prize, represents the new generation of public health leaders of Dr Shousha's
dreams. He is well known to many of us as a leader of his country's delegation to past
Assembly sessions.

Although Dr Al -Baker in his introduction made a few remarks I think it can bear some
repetition. Dr Fakhro became his country's Minister of Health in 1971 at the age of 39 years.
The development of health services in Bahrain during the past several years bears witness to
Dr Fakhro's drive and initiative, particularly in developing health manpower and strengthening
the health infrastructure. It is largely owing to his efforts that Bahrain today has its own
centres for the maintenance of medical equipment and for the training of teachers of health
workers.

Dr Fakhro's imaginative approach to public health has enabled him to introduce innovative
and practical methods for the improvement of the health situation in the specific environment
of his country, The Eastern Mediterranean Region as a whole has benefited from his ideas and
his knowledge. He is a keen participant in WHO Regional Committee meetings and a very active
member of the Council of Health Ministers of the Gulf Arab Countries and of the Executive
Bureau of the Council of Arab Ministers of Health.

Before assuming charge of the Bahrain Ministry of Health, Dr Fakhro served his country as
consultant cardiologist, Assistant Director of Medical Services and then Head of the Health
Department. When he joined his Government, his work in cardiology was well known, and he had
published a number of papers on the subject, mainly on coronary care units. Holding office as
Minister of Health has not in any way interfered with his personal interest in providing care
for cardiac patients in his country.

It is, distinguished representatives, ladies and gentlemen, to such a very noble and
distinguished person in the field of health that our Committee has recommended that the
Dr A. T. Shousha Prize should be awarded. I now have very great pleasure in asking Dr Fakhro
to come forward to receive his Medal and the Prize, following which he will address you.

Amid applause, the President handed the Dr A. T. Shousha Foundation Medal and Prize to

Dr Fakhro.

Dr FAKHRO (translation from the Arabic):

Mr President, Mr Director -General, ladies and gentlemen, it is a great honour that
you have paid me and my country, Bahrain, in awarding me the Dr A. T. Shousha Foundation
Prize and thus putting me on a par with the eminent public health workers who went before
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me. I hope I shall be able to show myself worthy of this distinction and of the ideal that
inspired Dr Shousha, whose life was a model of generosity and altruism.

Mr President, I come from a country which can undoubtedly be regarded as having
achieved a more than satisfactory level of health. Accordingly, it has no serious problems

and the difficulties that remain are on the way to being solved. However, I am also a citizen

of the world and a member of the human race. It is possible that my address today will not
be relevant to the realities of certain countries, but I am convinced that it applies to the

vast majority of human communities.
Mr President, in recent years this Organization has put forward a number of slogans

proclaiming noble aims, which everyone working in the health field will be keen to achieve,

for example the aim of health for all by the year 2000. The various sections of our
Organization have been endeavouring to transform these slogans into plans of action. One

of the most significant of these plans is the one concerned with primary health care, and
this is to be discussed by the representatives of the international community next

September. Even though our viewpoints differ on a number of specific details regarding
the primary health services, such as the scope of those services and the appropriate level
of training for health workers, there remains one fundamental concept to which we unanimously

subscribe: the right of every citizen in every country to receive a reasonable degree
of primary health care without any economic, social or geographical obstacle. The essential
task now is to identify such obstacles, together with the workers and resources that can be
used to remove them.

Perhaps the process of determining these obstacles is governed by the conditions
prevailing in each country and cannot be based on a single universally valid criterion, but
it is undeniable that wherever a decision is taken it must be based on political determination
to ensure that everyone enjoys health and on the conviction that health is foremost among
the aspirations and needs of mankind as a whole. Man may accept not always having enough to
eat, not always having access to knowledge, not always having a roof over his head, but he is
never prepared to accept disease; for disease destroys all the beauty of life and therefore
constitutes the worst and most painful of evils; moreover it is a reminder of the

inevitability of death.
Certainly man should never forget that he is mortal and that his existence in this

world is ephemereal, but there are other ways of reminding him without disease.
Let us return to the concept of political determination in the health field. Health

questions need to be seen within the context of politics and within the context of information.
They ought to be referred to in slogans for electoral campaigns, in the press as one of the
most burning issues on an equal footing with world- shaking upheavals, on the placards of
demonstrators who parade through the city streets, and in radio and television news broadcasts.

If these conditions are not fulfilled, our objective for the year 2000 will remain a
pleasant dream that is never likely to become a reality. Political determination is the
determination of our leaders, and also the determination of public opinion as a whole. In

most communities the attention of the leaders is taken up, sometimes completely, by issues
such as armaments, the development of the most sophisticated methods of destruction, sinister
political plots both at home and abroad, repression of the defenders of justice, liberty
and peace, the regrettable consumer society founded upon waste, and the blind and ruinous
imitation of what is done elsewhere; in brief, everything that separates mankind from heaven,
from God, and from true values.

The care of human health is one of these noble, divine values which are being sacrificed
in the diabolical hullabaloo of the revellings we witness daily in the present -day world.
As a result, there are some countries where health takes last place in the order of priorities.

If this situation were confined to the political leaders it would not be so bad, but unfortunately
this perversion of values is affecting the whole of society. Intentionally or otherwise,
most people put their health at the bottom of their list of priorities. They are prepared

to work day and night to make themselves slaves throughout their lives of the unfair system
of buying on credit to acquire a car, a refrigerator, an air -conditioner or some other
modern convenience. Furthermore, they are willing to bear the interest charges on their
debts to go off on holiday every year, when they travel the world and gaze superficially at
the externals of civilizations they do not take the trouble to understand. However, these
same people often neglect to spend a modest sum on consulting their doctor regularly for
a screening examination or on having their children examined to make sure they are not
suffering from any malformations or hereditary diseases.
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And when pleasure runs counter to health, we know very well which wins the day. The

pleasure of smoking cannot be overcome by the fear of lung cancer, nor the pleasure of
drinking by the fear of cirrhosis of the liver. People will not give up the pleasure of
driving their cars without a safety belt, even though they may become mutilated or killed.
Others do not hesitate to spend a month's salary on a night in a bar, a cabaret or a brothel,
whereas they refuse to pay half this amount to look after their own health and that of
their families. Mr President, these are just a few examples.

All too often, the political determination represented by leaders and public opinion
is directed towards an ideology, a way of thinking and a civilization that are incapable of
putting the problem of man's safety and health above all other activities.

Mr President, ladies and gentlemen, what path must we follow to build up a political
determination which will enable us to turn the slogans of our Organization into reality?
Personally I believe, though I am not certain, that we shall have to start by changing
public opinion, which in turn will influence the political leaders. History teaches us that
the latter do not hesitate to take a decision opposed to their convictions under the pressure
of public opinion. Consequently I believe that if WHO and the national health institutions
make their appeal to the political leaders alone, they will achieve only limited results,
particularly as these leaders change constantly and hold power only temporarily.

How can public opinion be won over to the cause upheld by our Organization and by the
health institutions? I believe the reply to this question is extremely complex, but I am
convinced that WHO is capable of finding satisfactory answers if it concentrates fully on
this question in the years to come and if it gives it priority in its technical discussions
at worldwide, regional and national level. Indeed, the Organization has already set out along
this path under the wise guidance of Dr Mahler. However, may I in all humility ask a number
of questions that occur to me. For example, is it essential to make fundamental change in

the topics, programmes and methods of health education? Is it necessary that, within our
ministries, the departments of health education should deal at the same time with health
matters and with political, social and economic issues affecting health?

When for example we are confronted by a patient with hypertension, should we confine
ourselves to describing to him the disease, its complications and its treatment, or if he
lacks the resources to obtain treatment should we explain to him the reasons for this and
urge him to take steps to remove them? Should the Regional Committees organize joint meetings
with ministries of information to study ways of establishing coordination between those
ministries and the health ministries so as to tackle health problems at all levels and with
all available resources? Should representatives of the Organization attend the major
political conferences throughout the world, and should representatives of ministries take
part in political congresses in their countries in order to urge the other participants to
take decisions affecting both health and health policy? Should a body of principles be
set up to encourage medical institutions and physicians throughout the world to assume a more
effective political role than they have today? Should we not appeal, through the students
of medicine, to all other students to take an interest in health problems in the same way
as they become involved in the problems of peace, justice and freedom? Could we not call
upon the religious organizations, whose consciences must certainly be stricken by the death
of millions of children from malnutrition and the lack of resources for vaccination, to
become the closest allies of the health institutions? And can we not appeal to the health
workers who see at first hand the obstacles which prevent so many people from obtaining
even the simplest care? Are they to go on providing only the care immediately available
instead of trying to provide as much care as possible?

However, even if we were to find practical and effective answers to these and many other
questions, would we be able to find a lasting solution unless man changes his attitude to the
world, to himself, and to the other men who are his brothers? Mankind has known Krishna,
Buddha, Confucius and the prophets Moses, Jesus and Mohammed, and also St Francis of Asisi,
Omar -Ibn El- Khattab, Omar Ibn- Abdelaziz, Gandhi, and Tolstoy, to mention just a few of the
thousands of reformers who have passed on to us the divine word or the voice of their
conscience and have tried to change man's way of thinking. Whenever any of them succeeded in
his mission, everything changed in the twinkling of an eye: ethics, ideals, and everything
useful to man took priority, and the economic and social obstacles in the way of a peaceful
and decent life faded away; relations based upon love replaced tribal constraints or relations
based on self- interest, and problems which for centuries had been believed to be impossible
to solve in a just and human manner simply disappeared. If I had the time I could quote you
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many other examples from our Arab and Islamic history, proving that when man listens to the
divine voice he changes his way of thinking and his way of life as if by a miracle.

Similarly, in the health field, the attainment of our dreams depends not only on what
we do but also on what will come of the lofty ideas and humanitarian movements with which
God has inspired us in the past, and on what we ourselves will add to them with the consent of
Almighty God.

Mr President, ladies and gentlemen, our Organization has already asked itself many of the
questions I have just mentioned. Let us hope that its Director -General, Dr Mahler, will

reply to them with clear -sightedness and courage. My intention here is not to spread doubt
about the possibility of achieving our noble objectives; on the contrary, I believe they
are perfectly possible to attain. What is needed, however, is to establish whether we have
the necessary resources to do so. And that means we need to give up our former attitude of
saying that we are just technicians. We must not leave any area of human activity out of our

field of action. We must draw towards us all the favourable forces in the world and make
them our allies. We must not confine ourselves to the field of health alone, but must take
an interest in all fields whether political, sociological, economic, ideological or doctrinal,
if they directly or indirectly affect the health of mankind. In other words, we are the
bearers of a message before we are bearers of technological knowledge. Are we prepared to
accept this message? I appeal to God, great and mighty, to help us to do our duty. (Applause)

The PRESIDENT;

I am sure distinguished delegates, ladies and gentlemen, you will share the feeling which
many of us on the platform have that, apart from the other technical and professional
qualities of Dr Fakhro, the speech which he delivered today was simply brilliant and
inspiring. I am sure we can take this and make a new programme of work for WHO, to serve
as an inspiration to other persons in the managerial and professional fields of health and
to WHO itself.

The meeting rose at 12h20.
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Wednesday, 17 May 1978, at 11h30

President: Mr K. MOHAMMED (Trinidad and Tobago)

AWARD OF THE LEON BERNARD FOUNDATION MEDAL AND PRIZE

The PRESIDENT:

Distinguished delegates, ladies and gentlemen, I bid you all good morning. We start with the ninth
plenary meeting, convened for the specific purpose of considering item 1.15 - Award of the
Léon Bernard Foundation Medal and Prize (reports of the Léon Bernard Foundation Committee).
This Assembly has before it the financial report on the Léon Bernard Foundation Fund as
contained in document A31/2 and the report of the Léon Bernard Foundation Committee in

document A31/3. We first have to note the financial report as contained in document A31/2.
Is there any comment on this document? I take it that the report is noted.

With respect to the report of the Léon Bernard Foundation Committee, as reflected in
document A31/3, I would like now to give the floor to Dr Pinto, a member of the Committee, to
present this report.

Dr PINTO (Member of the Léon Bernard Foundation Committee) (translation from the Spanish):

Mr President, distinguished delegates, on behalf of the Chairman of the Léon Bernard
Foundation Committee, who is not present on this occasion, I have the honour to inform you that
the Committee met on 18 January 1978 under the chairmanship of Dr A. R. Farah. Among the items
on its agenda was a review of the documentation in support of nine candidates for the prize.

On the basis of its review the Committee decided to recommend to the Thirty -first World
Health Assembly that the Léon Bernard Foundation Prize for 1978 be awarded to Professor
F. J. Carrasqueiro Cambournac of Portugal.

Professor Cambournac is well known in the World Health Organization, since he' has taken an
active part in the Organization's work since its inception. On behalf of the Portuguese
Government he signed the WHO Constitution, and was a member of the Portuguese delegation until
1953. He was Regional Director for Africa for ten years (1954- 1964), during which time, in
collaboration with the governments of the Region, he expanded its programmes to involve all
fields of public health. Professor Cambournac was actively involved in teaching.

The Committee has the honour to submit to you this nomination.

The PRESIDENT:

Thank you, Dr Pinto. Are there any observations? In the absence of any observations,

I take it that the Assembly, after having heard the reports of the Léon Bernard Foundation
Committee, wishes to award the Medal and Prize to Professor F. J. Carrasqueiro Cambournac,

as a tribute to his outstanding contribution to the promotion of health and social medicine.

I now invite Professor Cambournac to come to the rostrum.

Professor Cambournac took his place on the rostrum.

The PRESIDENT:

To add a little to what was said by Dr Pinto - I think that the name of Professor Francisco

José Carrasqueiro Cambournac, who receives this year's Léon Bernard Prize, is well known to

everyone familiar with the early history of our Organization. He was Portugal's chief

delegate to the International Health Conference held in New York in 1946, and was among

-231-
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the first signatories of the Constitution of WHO. He took an active part in shaping the
policies of the nascent. Organization as a member of the Portuguese delegation to every single

meeting of the World Health Assembly from 1947 to 1953.
The following year he was appointed Regional Director for Africa, and he held that

office for ten years. From 1954 to 1964 he served the African Region with distinction and

devotion. The records of the Assembly, the Executive Board and the Regional Committee for
Africa bear witness to his qualities of leadership and deep insight into the health problems

of Africa.
During the ten years that he was at the helm in the Regional Office for Africa, WHO,

in collaboration with the governments of the Region, considerably expanded the area of its
work to include all fields of public health. The number of programmes, for instance, went
up from 38 in 1954 to 350 in 1962, and the total of WHO fellowships awarded by the Regional
Office rose from 17 in 1954 to 460 in 1961.

Despite the heavy administrative burden of the Regional Director's office, he continued
to take part in study missions and conferences and gave courses on subjects in his field of
specialization, such as public health in Africa, the control of communicable diseases,
malaria eradication, and public health in the tropics.

Professor Cambournac has left an indelible imprint on the history of public health in
his own country. He is held in high esteem by his countrymen for his research work in
malaria and in other communicable diseases, and as a teacher of public health and social

medicine. His work has contributed 'substantially to the eradication of malaria in Portugal
and to the establishment of malaria control programmes in the former Portuguese colonies.

Born in 1903, Professor Cambournac obtained his medical degree from Lisbon University
in 1929. During the next ten years, while serving as a physician and teacher in his own
country, he did specialized work in tropical medicine and public health in some of the

renowned institutes of the United Kingdom, Germany, the Netherlands and Yugoslavia.
From 1934 to 1941 he served the Rockefeller Foundation as a Fellow and staff member and

devoted himself mainly to teaching and research. The following year he joined the Lisbon
Institute of Tropical Medicine as an Associate Professor, and he served it in various
capacities for more than 30 years, the last ten as Director of the Institute. From 1938 to

1953 he held, simultaneously with his other duties, the post of Director of the Portuguese

Malaria Institute.
He has served on two WHO expert panels - on malaria and on public health - and he was a

member of the International Commission for the Assessment of Smallpox Eradication in the

Americas.

Professor Cambournac has won awards and honours in his own country and in others,

including Italy and Spain. He was awarded the medal of the Third Pan American Occupational

Health Congress.
Professor Cambournac is author of more than 160 papers in such fields as epidemiology,

parasitology, entomology, public health, nutrition, health education, malaria, sleeping
sickness, relapsing fever, preventive medicine, human geography, yellow fever, and others.

He holds membership of a number of professional associations in his own country and in Dakar,

France, Italy, Spain and the United States of America.
I have great pleasure in awarding the Léon Bernard Foundation Medal and Prize to one of

the founding fathers of our Organization, Professor Francisco José Carrasqueiro Cambournac.

Amid applause, the President handed the Léon Bernard Foundation
Medal and Prize to Professor Cambournac

Professor CAMBOURNAC (translation from the French):

Mr President, there are times in our lives - and the unexpected award of a prize followed

by quite undeserved eulogies is certainly one of them - when the most dazzling eloquence could

give only a very inadequate impression of our feelings. This is the destiny, Mr President, to

which fortune has called me, and it is impossible for me to thank you as I would like for your

kindness and for the complimentary things you have said about me. I am deeply grateful to you.

Mr President, distinguished delegates, Mr Director -General, dear colleagues and friends,

it is with deep emotion and singular delight that I have come up to this rostrum to receive
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the Léon Bernard Medal and Prize, without doubt the highest distinction to which a health
worker can aspire.

First of all I should like to express my sincere gratitude to the generous friends who
nominated me, to the members of the Léon Bernard Foundation Committee who honoured me by their
choice, and to all of you, Mr President, distinguished delegates, for approving the Committee's
proposal. For me this prize is more than a personal honour; in awarding me this high
distinction, you have also honoured my country and the institutions in which I have been
privileged to work.

At this solemn moment in mÿ life I cannot forget the debts of gratitude I owe to my many
friends and colleagues who in one way or another have given me generous assistance in my work.
It is to them that I owe the pleasure and privilege of having been able to carry out the duties
laid upon me by the task to which I have devoted my life, and because of that I am disturbed
at this moment by the eternal problem of the many who do the work and the one who gets the
credit.

I am filled with sincere gratitude towards you for granting me this high reward, and I
most deeply appreciate the fact that I have been singled out from so many eminent and praise-
worthy people. Mr President, distinguished delegates, may I very humbly accept this prize and
thank you warmly on behalf of all those who, without receiving any honours, have assisted me
throughout a career that already spans more than half a century.

I had the honour and privilege to meet Léon Bernard personally in 1932. At that time I
was a young doctor attending the first part of a course on malaria organized at the Faculty of
Medicine in Paris by the Health Organization of the League of Nations, which had awarded me a
grant. During a visit he paid to us during the course, we were keenly impressed by his
brilliant mind and fascinating talk and were genuinely motivated towards the career in public
health which many of us subsequently took up.

The Léon Bernard Prize was awarded only once by the League of Nations, in 1939 just before
the Second World War. In 1948, after the war, the First World Health Assembly took over the
administration of the Léon Bernard Foundation, and since that time the prize has been awarded
by this Assembly.

I have had the privilege to know all but three of the eminent figures who have so far
received the prize which perpetuates the memory of Léon Bernard.

It is not my intention here to sing their praises: others have already done that much
better and more eloquently than I could. But I cannot refrain from mentioning those to whom
I am attached by a firm and loyal friendship, those who have lent me their valuable assis-
tance over long periods, or those with whom I have collaborated in carrying out a common task.

The first recipient was Dr Wilbur Sawyer in 1939. At that time I was working on a
Rockefeller Foundation project on malaria, and we were very pleased to learn that the prize
had been awarded to the Director of the Foundation's International Health Division.

Dr Sawyer was a real friend to me and I cannot forget the way he helped me when I first
joined the Foundation. It is to him I owe the study grants that enabled me to carry out
advanced studies at the Hamburg Institute for the Tropics, the London School of Hygiene and

Tropical Medicine, the Royal Tropical Institute in Amsterdam, the British Museum, and the
Institut Pasteur in Paris.

I made the acquaintance of Professor René Sand during the International Health
Conference in New York in 1946, and later in Geneva during the early years of WHO I had the
pleasure of discussing many topics of common interest with him. I must make a very special
reference to Professor Parisot because of the constant friendship and valuable advice he gave
me during my many years with WHO.

I knew Dr Thomas Parran at the Rockefeller Foundation, where he was a member of the
governing body; later we exchanged views on a number of subjects at the International Health
Conference in New York, of which he was Chairman.

Sir John Charles always honoured me with his friendship and charm, whether as the
delegate of his country or as a member of the WHO staff.

I knew Professors gtampar and Kacprzak and Drs Frandsen and Evang; for many years I
greatly admired the most important role they played in the work of WHO.

I made the acquaintance of Professor Debré at the WHO Regional Office in Brazzaville; and
Dr Fred Soper, a great friend of mine since our association with the Rockefeller Foundation and
later with WHO, has always been especially kind to me.

I made the acquaintance of Dr Arcot Mudaliar in New York in 1946 at the International
Health Conference. Together with Dr Victor danov, Vice -Minister of Health of the USSR, and at
the invitation of Dr van Zile Hyde, who was at that time Surgeon -General, we gave a number of

lectures in the United States in 1948.
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Professor Eugène Aujaleu, whom I knew in Africa in 1950 when I was a WHO consultant, has
continually honoured me with his friendship and has shown me much kindness that I shall never
forget. I have also greatly valued his contribution to the work of WHO.

With Sir George Godber I have maintained very fruitful contacts over the years, particul-
arly during the meetings of the World Health Assembly and the Executive Board.

And what can I say about Dr Marcolino Candau, whom I have known since I first joined the
staff of WHO, where he was first of all Director of the Division of Organization of Health
Services and later Director -General? I owe to him a sincere friendship of which I am very
proud, much kindness, constant support and valuable advice which I take much pleasure in men-
tioning at this time.

I have a very happy memory of my first acquaintance with Professor Giovanni Canaperia;
we were seated side by side at the meetings of the International Health Conference in New
York in 1946, when WHO was created and its Constitution was drafted. Since that time our
friendship has continued to grow, and I have always valued the part he has constantly played in
the work of WHO.

It is with great pride, therefore, that I realize that all these eminent figures have been
connected in varying degrees with the performance of my work, which has concentrated exclusive-
ly on the problmes of public health.

After about 10 years in the service of the Rockefeller Foundation, where my work was
mainly concerned with research and teaching in the field of malaria, my activities shifted to
epidemiology and public health in general, and from 1942 onward I was responsible for teaching
these subjects at the Institute of Tropical Medicine in Lisbon. My duties at that time gave
me an opportunity to start my work in the international health field and to obtain firsthand
knowledge of the health problems of very remote areas deprived of resources; this made me
realize how vast were their needs and what an enormous task lay before all those who were to
assume the continuing responsibility for taking the necessary steps to remedy this distressing
situation.

In 1946 my work in international health was continued in New York, where I took part in
the proceedings of the International Health Conference and had the honour to sign the
Constitution of the World Health Organization on behalf of my country's Government.

Not long afterwards I became a member of the Expert Advisory Panel on Malaria and in 1949,
before the Regional Office for Africa was set up, I was given my first assignment for WHO as a
consultant. Under the terms of reference of my mission I had to prepare a report on the health
services and particularly on malaria control in the African continent, to select and propose a
place for holding the first WHO Conference on Malaria in Africa - which took place in Kampala
at the end of 1950 - and to indicate an area where the first African malaria eradication project
could begin.

After travelling through all the countries of the Region I realized once more what a
tremendous task governments, WHO and the malariologists had to perform. Because not enough
was known about the epidemiology of malaria in the African continent, where as elsewhere it
displays considerable regional variations, it was suggested that this initial eradication cam-
paign should begin in an area where the problems would not be very difficult to solve. Success
would provide increasing experience, and lead to new knowledge, prestige, and the confidence of
governments. At that time, however, it was believed that there were no easy areas or difficult

areas and that success would be assured if the known methodology was applied rigorously enough.
Statistics were believed to show the extent of the success. The evaluation of results became
increasingly sophisticated and mathematical models were developed, according to the circum-
stances, both for evaluation and for the choice of methodology. Certainly mathematics is an
exact science, and models are very precise provided that the variables used in them exactly

represent their true values. It was only later, in 1964, that the areas where satisfactory
results cannot be obtained even if the methodology is rigorously applied were designated as
"difficult areas ".

More than ever epidemiology became the essential support for solving the problems that
stand in the way of the success of eradication programmes. However, epidemiology is based
essentially on biological studies, which can be carried out thoroughly only by direct observa-
tion of ecological phenomena occurring in a specified region. It is therefore necessary to
take into account studies of the ecology of human populations and of parasites and their

vectors.
The training of staff at all levels with a sound knowledge of the problems occurring in

the areas of operation is also one of the basic aspects that has to be considered. In

addition, the study of epidemiology - like all staff training activities, which are extremely
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necessary at the present time - must take place on the spot if the students are to acquire a
genuinely thorough knowledge of the problems.

Malaria eradication is a long -term project that must be carried out at varying speeds,
depending on the means and resources available. The economic and social instability in
several parts of the world only adds to the other complications. It is important not to act
hastily, but to move from control to eradication cautiously and only after obtaining the basic
epidemiological knowledge so that a methodology well suited to the area concerned can be

selected. The failures recorded in some eradication projects and the recrudescence of malaria
in a number of regions undoubtedly call for the implementation of a new strategy, but this will
surely not ignore these basic principles.

In any case, there can be no doubt that the direct or indirect benefits already obtained
from malaria eradication activities are tremendous, as regards both the reduction of morbidity
and mortality and the improvement of socioeconomic conditions in vast areas of the world. It

is also a fact that many remote areas in the developing countries received their first health
services, however rudimentary, as a result of the campaigns against malaria. The support of
the basic health services is essential for the success of eradication programmes, and there is
no denying that one of the major benefits of these programmes has been the expansion of health
activities to regions that were hitherto neglected.

Yet malaria remains one of the major public health problems in most tropical countries
and no suitable solutions have so far been found to the technical problems of vector resistance
to insecticides and parasite resistance to drugs, or those connected with human ecology.
Administrative and financial constraints continue to impede the implementation of effective
control programmes in tropical areas and, despite recent advances, the possibility of using

vaccines still seems somewhat remote.
It is important to stress, firstly, the efforts that WHO has made to develop eradication

programmes, to find new insecticides and new drugs, and to make the best use of expert advice
and, secondly, the efforts made to amass and disseminate knowledge in an attempt to achieve
worldwide eradication.

There is no denying that the resources at WHO's disposal are extremely limited in relation
to the extent of the problem as a whole; there is therefore a need for united and coordinated
efforts by all concerned, countries and institutions alike, in the search for appropriate
solutions. Meanwhile the interdependence of countries and regions that export malaria and
those that import the disease will continue until worldwide eradication becomes a fact.

All the same, the achievements so far are impressive and the benefits obtained, particu-
larly for the developing countries, constantly illustrate the need to control a disease that
has been a major scourge of mankind from time immemorial and to continue to the end what is
perhaps the most ambitious public health programme ever undertaken.

Nature is not always kind; most of the time, in fact, she is extremely demanding and is
not easily tamed. To succeed we shall need to proceed cautiously, trying to discover the
essence of the problems; this is the only way to find adequate technologies and strategies to
remove obstacles that might ruin our plans. When considering malaria control and eradication,
it is particularly important to avoid extremes: the exaggerated optimism leading to a

premature belief that success has been achieved, with the consequent "budgetary resistance" so
often encountered in the past, or the excessive pessimism that discourages effort and prevents
people from seeking adequate means for solving the problems. Our hope lies in the new
approaches that WHO can bring to the malaria control programme, so as to put an end to the
current concern. Ways will undoubtedly be found for selecting the malaria control strategy
in the light of the technical and financial resources of the various regions.

At the Institute of Tropical Medicine in Lisbon, and later in WHO, whether as a consultant,
as Regional Director, or as expert advisory panel member, I had the opportunity to work in all
five continents and to become aware of the most pressing needs, particularly in the rural
districts of tropical countries. Most of my work was done in Africa, and I must confess that
I came more and more to love the people there as I realized their ardent wish to cooperate and
do all they could to improve their health. No one can deny, however, that, taken as a whole,
the diseases that ravage Africa are more formidable and difficult to control than those of
other tropical areas. Unfortunately, and largely for this reason, the efforts to solve health
problems have proceeded more slowly there than elsewhere.

For many years considerable efforts have been devoted to conducting an organized and
widespread campaign against diseases that were once considered the most terrible and the most
widespread in the tropical regions. Smallpox, trypanosomiasis and yellow fever were the main
targets. Later on attention was given to leprosy, tuberculosis and malaria. These were known
as the major endemic diseases. In some areas attention was also paid to sanitation and
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nutrition. Campaigns against the vectors of urban yellow fever and trypanosomiasis produced
positive results. One of the major difficulties encountered was, of course, the sheer size
of the tropical regions in their entirety. Those familiar with these regions in the past will
realize what progress has been achieved, but in some areas the progress has not been sufficient
to permit rapid development.

It is a simple fact that the weapons now at our disposal for the control of the major
communicable diseases in tropical areas are practically the same as thirty years ago. The drugs
and insecticides discovered over the years have in many cases failed to produce the expected
results. Admittedly we must not ignore the new discoveries, which may be useful when it is
certain that their effects are favourable, but that does not mean that they are the methodology
of choice under all circumstances. What is needed is the development of new control method-
ologies that are better adapted to the needs and resources of the developing countries. Prior
operational research is essential before any new methodology is used in the field. Research
on epidemiology, which covers highly complex factors that determine the incidence and distribu-
tion of tropical diseases, should also extend to social epidemiology so as to consider the
economic and social consequences of diseases on the community.

The smallpox campaign is an example of what can be accomplished by a well -planned
programme and a well -applied methodology, despite the repeatedly encountered constraints. When
I first became concerned with smallpox about fifty years ago, it was undoubtedly one of the
most serious and widespread diseases in many tropical areas. But weapons were available, and
people knew how to use them. The methodology used will no doubt provide valuable indications
for control campaigns against other diseases.

In view of the current situation regarding tropical diseases and the recrudescence of
certain endemic diseases that had been regarded as under control, the Special Programme for
Research and Training in Tropical Diseases that WHO is engaged in setting up in collaboration
with the countries of the tropical areas would seem a very important and highly relevant
programme, a sensible way of finding adequate procedures for overcoming the diseases that
represent the major obstacle to economic and social development in the tropical countries. As
most developing countries cannot afford to apply the existing techniques, it is urgent to find
simple and inexpensive methodologies, even where substantial international aid is available -
and that is not always the case, on account of the vast size of the areas where the operations
have to be carried out.

The programme I have just mentioned covers the six major diseases in the tropical regions:
malaria, schistosomiasis, filariasis, trypanosomiasis, leprosy and leishmaniasis, while other
diseases will no doubt be added in the future. If this programme is to be implemented and
developing countries are to derive full benefit therefrom, it is essential that all the staff
should feel motivated and be prepared to carry out their duties harmoniously in any part of
the country, whether in the towns or in the rural areas at which this campaign is primarily
directed. It would also seem essential that staff training should as soon as possible be
conducted on the spot, that is in the actual places where the problems occur, or at least in a
place that is representative of the target area. These principles should be applied to the
training of every member of the health team. That is the only way, without unacceptable
sophistication, to produce staff - specialists as well as front -line personnel - who are
sufficiently competent to solve the problems that arise in most regions of the developing
countries.

Staff training is undoubtedly the most valuable form of assistance that WHO can offer to
the developing countries, in order to give them an opportunity to become genuinely independent.
I hope this trend will become evident in the not - too -distant future. As eminent experts are
involved in all aspects of this programme, we may rest assured that positive results will
quickly be achieved.

Almost all parts of the world have already entered a phase of accelerated population
growth: some regions are already overpopulated, while others will very probably become so in
the near future. The repercusions that this trend will have on medicine and health are, as
Professor Aujaleu has said, unforeseeable because some unexpected scientific discovery may
upset all the forecasts.

In any case, health has in modern times become a physical reality and a mental and social
wellbeing that can be promoted; this accounts for the increase in demand for health services
adapted to the new circumstances created by community structures and community development.
Because curative medicine is in most cases not sufficiently effective in promoting community
health, there is an increased need for well- designed health systems adapted to evolving
conditions in the community.
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In view of the close interrelationship between health and other aspects of life, any
action concerned with basic health needs will have direct repercussions on socioeconomic
problems and immediate effects on the disease, poverty and ignorance afflicting the under-
privileged. According to Dr Mahler, the methodology now being followed is to integrate health
planning in the overall planning of economic and social development. This is why health
programmes integrated into socioeconomic plans are now tending to replace isolated projects
aimed at solving specific problems.

For the solution of all these problems, technical cooperation between WHO and the
countries is of vital importance. The current policy also calls for very close cooperation
between the developing countries themselves, and aims specifically at the exchange of staff
and the implementation of joint projects for the development of appropriate health technologies.
Moreover, technical assistance characterized by the dependence of the recipient countries is
now being replaced by more balanced exchanges on an equal footing.

The short -term and long -term efforts planned by WHO and the countries concerning new

policies are bound to improve health and living conditions in general throughout the world.
Primary health care for all by the end of the century, together with sanitation and

nutrition, have become very positive aspects of the overall programme.

Conscious community participation in health activities, right from the project planning
stage, is of vital importance for implementing any health programme in accordance with the
available resources; this leads on to the cardinal role of health education at all levels.
It is most desirable that, in future, disease should no longer result from negligence - a hope
expressed as long ago as the thirteenth century by the Portuguese physician Pedro Hispanico,
who was elected Pope John XXI in 1267 and gave priority to preventive medicine.

The programmes concerned with appropriate technology for health and with health instruc-
tional material are also of special interest. The former is certainly of great importance in
any attempt to find inexpensive technologies that are compatible with the financial resources
of the developing countries and well adapted to their requirements. Moreover, this programme
also considers the possibility of using locally available materials, which will enable
countries to become self -reliant through their own natural resources. By using existing
institutions, strengthened where necessary, it will be possible to start these activities with-
out delay. This policy, founded on a new medicosocial approach, presupposes that it is the
responsibility of State and community to take care of public health. Here I am reminded that
as long ago as 1838 the Council of Health for Portugal proclaimed that the first duty of

governments is to public health. The educational materials programme is also important,
because its main objective is to make good the shortage of materials suitable for the teaching
of staff at all levels in the developing countries. These two programmes will be extremely
useful in making it possible to provide health services for all by the year 2000. WHO's role
will be to stimulate and coordinate all the activities and to support technical cooperation
among developing countries, at the same time mobilizing resources and raising the cultural level
of these countries.

The Portuguese physician Pedro Hispanico was most probably one of the first to become
active in this area when in the thirteenth century he published his famous book on popular
medicine, Thesaurus Pauperum, intended for use by poorer people.

WHO's activities concerning the teaching of health sciences in the developing countries
constitute a most valuable step towards realistic training, properly adapted to the conditions
in the areas where the personnel will carry out their duties. These specific developments in
the teaching of public health bear witness to the far -sightedness of Léon Bernard when he
stressed that, under the influence of the social sciences, medicine and public health would
have to undergo substantial changes. He was particularly interested in the teaching of social
medicine, and Professor Jacques Parisot once reported that, during the work of the League of
Nations Committee on the Teaching of Hygiene, Professor Ricardo Jorge, who with Léon Bernard
was my first teacher of public health and social medicine, stressed the need for adequate
training in public health in order to find a rational solution to the problems concerning the
training of properly qualified technicians, the collaboration of the medical profession, and
the cooperation of the public at large. Public health is a social discipline, and has both
psychological and educational aspects. The public health services can provide valuable teach-
ing material and can benefit in their turn from this alliance between the teaching of health
sciences and teaching and research centres.

If it is borne in mind that health is a prerequisite for development of any kind, and if
governments follow the principle that public health is their first responsibility, it will be
possible, by using the available resources and conducting a properly planned campaign, to
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provide the entire population with medical care, both preventive and curative, within a none -
too- distant future. All these activities will be in keeping with the great wish expressed by
Léon Bernard, who did all in his power to extend international cooperation in the public health
field.

The assistance of WHO will be essential in carrying out this tremendous task. The
Organization well deserves our gratitude. It is to its unceasing efforts in collaboration
with all countries of the world that we owe much of the considerable progress that has been
made in the health field since WHO was founded. This represents a valuable contribution to
economic and social development and to the improvement of living conditions, and is also a
cardinal factor in the peace and prosperity of the peoples of the whole world.

In view of the scientific and technical progress already recorded, and looking towards
the future, let us hope that man will manage to progress towards wisdom, however slowly, and
that by making wise use of the resources at his disposal he will be able to carry on blazing
the trail that will lead him to the supreme achievement of human happiness - the state of
complete physical, mental and social wellbeing. Or as Spencer put it so well - the full life
in the full society. (Applause)

The PRESIDENT:

I thank Professor Cambournac for his very impressive address and give him again my
warmest congratulations.

The meeting rose at 12h35.
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Thursday, 18 May 1978, at 9h00

President: Mr K. MOHAMMED (Trinidad and Tobago)

1. SECOND REPORT OF THE COMMITTEE ON CREDENTIALS

The PRESIDENT:

Ladies and gentlemen, I bid you all good morning and declare the tenth plenary meeting
of the thirty -first session of the World Health Assembly formally opened. This morning, as
you know, we will be dealing with the election of Members entitled to designate a person to
serve on the Executive Board (item 1.13 of the agenda). However, before taking up item 1.13,
we shall consider the second report of the Committee on Credentials, as well as the first
report of Committee A and the second report of Committee B. The Committee on Credentials met
yesterday afternoon, and I now have pleasure in asking Ms H. Roos, Rapporteur of the Committee,
to come to the rostrum and read out the report, which is contained in document A31/63.

Ms ROOS (Finland), Rapporteur of the Committee on Credentials, read out the second report
of that Committee (see page 726).

The PRESIDENT:

I thank Ms Roos for her report. Are there any comments on the Credentials Committee's
report? There are no comments, so the report is adopted.

2. FIRST REPORT OF COMMITTEE A

The PRESIDENT:

Now we stall continue with the consideration of the first report of Committee A, which is
contained in the document before you, A31/59.1 Rule 53 of the Rules of Procedure provides
that this report shall not be read aloud. Three resolutions are contained in this report,
which I shall invite the Assembly to adopt one by one.

The first resolution is that on medium -term programming for the implementation of the
Sixth General Programme of Work covering a Specific Period (1978 -1983 inclusive). Are there
any objections to this resolution? I see none. The resolution is adopted.

The second resolution deals with the development of health programme evaluation. I

propose that we adopt this resolution as proposed by the Committee. In the absence of any

objection, this second resolution is adopted.

The third resolution concerns country health programming. I propose that the Assembly

adopt the resolution recommended by the Committee. In the absence of any objections, the

resolution is adopted.

1 For the report as adopted see p. 727.
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3. SECOND REPORT OF COMMITTEE B

The PRESIDENT:

Now the next report is the second report of Committee B, as contained in document A31/62.

We ask you to please disregard the word "draft" which appears on the first page of this document,
since this report was approved by the Committee without any changes. Rule 53 of the Rules of

Procedure provides that this report shall not be read aloud. However, seven resolutions are

contained in the report and I think the Assembly should adopt them one by one.
The first one is on the documentation and languages of the Health Assembly and the

Executive Board. Is that resolution acceptable to members of the Assembly? The resolution

is adopted.

The second one is on the question of the assessment of new Members and Associate Members.
I propose that we adopt this resolution recommended by the Committee. In the absence of any

objections, the resolution is adopted.
The next resolution is on the assessment of Angola. I propose that the Committee's views

and report on this subject be adopted by the Assembly. Are there any objections? In the

absence of any objection, the resolution is adopted.
We then move to the question of the scale of assessment for 1979. I understand that the

Committee has given very careful thought to this matter and I compliment the Committee on its
work. I propose that we adopt the resolution recommended by the Committee. Are there any
objections? There seem to be none. The resolution is adopted.

We have the question of the appointment of the External Auditor as the next item to be
discussed. I propose that we adopt the resolution recommended by the Committee on this matter.
Are there any objections? There seem to be none. The resolution is adopted.

The next resolution is entitled "Amendment to Article 74 of the WHO Constitution ". Let me

just remind you of the fact that, in accordance with Rule 72 of the Rules of Procedure,
decisions by the World Health Assembly on important questions such as amendments to the
Constitution shall be made by a two - thirds majority of the Members present and voting. I shall

therefore put this resolution to the vote. All those in favour, please raise their place -

cards, and keep them up until our officers have been able to check them. And now those who
are against the proposal, would you please raise your place- cards? There seem to be none.

Any abstentions? There seem to be none.
Ladies and gentlemen, the result of the voting is as follows: number of Members present

and voting - 103; majority required, which is a simple two -thirds majority - 69; in favour -

103; against - none; abstentions - none. The resolution is therefore adopted by the

Assembly, and I so declare.

The last resolution is entitled "Agreement with the Islamic Development Bank" and also

requires a two -thirds majority, in accordance with Rule 72 of the Rules of Procedure. We

shall follow the same procedure as we did for the question of the amendment to the Constitution.

There is a commendable innovation which I am sure all members of the Assembly will be extremely

pleased about and I would like to compliment the Committee on its work as well as the staff of

WHO who have worked on this agreement for some time. Those in favour of the adoption of the

resolution with respect to the agreement with the Islamic Development Bank, please indicate by

raising your name cards as high as possible. Against? I see none against. Abstentions?

There are no abstentions. The result of the voting is as follows: number of Members present

and voting - 111; majority of two - thirds required - 74; in favour - 111; against - none;

abstentions - none. The resolution is therefore adopted, and I so declare.

Can we now, distinguished delegates, pass on to item 3.8.2, "Advances made for the

provision of emergency supplies to Member States as authorized by resolution WHA28.25, part C,

para.2(2) ". Committee B recommends that the Assembly note the report of the Director -General

on the provision of emergency supplies to Member States presented in accordance with the

requirements of resolution WHA28.25. I take it that the Assembly notes the report of the

Director -General and the proposal of the Committee.

Concerning item 3.9.2, "Future organizational study ", Committee B recommends that the

Assembly select as the subject for the future organizational study of the Executive Board
"The role of WHO in training in public health and health programme management including the use

of country health programming ". Is the Assembly in agreement with this recommendation of

the Committee? I see no objection. This recommendation is accepted.



TENTH PLENARY MEETING
241

I therefore suggest that Committee B's second report be accepted as a whole. Is the

Assembly in agreement with this proposal? There seems to be no objection. The report is

accepted as a whole.1

4. THE ELECTION OF MEMBERS ENTITLED TO DESIGNATE A PERSON TO SERVE ON THE EXECUTIVE BOARD

The PRESIDENT:

Distinguished delegates, ladies and gentlemen, the next item on our agenda is the
election of Members entitled to designate a person to serve on the Executive Board. Document

A31/57, which was distributed more than 24 hours before this meeting, contains the report of
the General Committee giving the list of 15 Members drawn up in accordance with Rule 102 of
the Rules of Procedure of the Health Assembly. In conformity with the same Rule, the
General Committee has recommended, from the 15 Members nominated, the 10 Members that in the
Committee's opinion would provide, if elected, a balanced distribution of the Board as a whole.
Let me remind you of the names of the 10 Members whose terms of office are expiring: in the
African Region - Mauritania, Rwanda, Swaziland and the United Republic of Tanzania; in the
Region of the Americas - Canada; in the Eastern Mediterranean Region - Somalia; in the
European Region - Finland and Yugoslavia; in the South -East Asia Region - Bangladesh; in the
Western Pacific Region - Australia. I wish to notify the Assembly, in accordance with
resolution WHA31.9 whereby the Thirty -first World Health Assembly decided, inter alia, that a
new procedure be instituted for the withdrawal of candidates in the annual election of Members
entitled to designate a person to serve on the Executive Board, that the following have
notified me of the withdrawal of their candidatures from the list of 15 Members drawn up by the
General Committee. They are: Tonga, the Netherlands, Malta and Spain. Let me straight away
commend those countries for their wisdom for, had they not withdrawn, a complicated position
would have arisen since a majority of the Committee had already selected the 10 Members
recommended. These withdrawals have been duly published in the Journal. I take it that this
is noted by the Assembly and there is no need for comment. Let me draw your attention,
however, to a slight complication, and I wish to make a proposal which, I trust, you will
accept in order to remove this complication. We have a list of 10 Members which, in the
General Committee's opinion, would provide, if elected, a balanced distribution on the Board
as a whole based on geographical considerations. These Members are: Bahrain, Burma,
Burundi, Cape Verde, Chad, China, Comoros, France, Mexico and the Union of Soviet Socialist
Republics. In addition, four out of the five Members on the list of 15 Members established
by the General Committee but not on the list of 10 withdrew their candidatures in accordance
with Rule 102 of the Rules of Procedure, as amended by resolution WHA31.9 to which I have
already referred. The fifth, namely the Bahamas, did not send any delegation and accordingly
is not represented at the Thirty -first World Health Assembly. Bahamas is the only additional
name not included in the list of 10 on which the General Committee has already agreed. In

the absence of any objection, may I consider, in accordance with Rule 80 of the Rules of
Procedure, that the Health Assembly agrees on the list of 10 Members as proposed by the
General Committee? This would permit the Assembly to proceed to the election without a vote
by secret ballot. Is there any objection to this procedure? I see no objection. I take
it that the proposal is accepted. I therefore have great pleasure, ladies and gentlemen, in
declaring as elected Members entitled to designate a person to serve on the Executive Board the

following countries: Bahrain, Burma, Burundi, Cape Verde, Chad, China, Comoros, France,

Mexico, and the Union of Soviet Socialist Republics. This election will be duly recorded in

the records of the Assembly.
I take this opportunity of recalling here that Members should pay due regard to the

provisions of Article 24 of the Constitution when appointing a person to serve on the Board.

I would like to repeat this statement. Countries who have been selected in the final 10 are
asked to take special note of Article 24 of the Constitution when appointing a person to serve

on the Board.

I wish to take this opportunity to thank members of the committees who have worked so hard
in the past few days to bring us to a stage of finalizatión on some of the most important
matters, particularly with respect to the appointment of the members of the Executive Board.

1 See p. 730.
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5. GENERAL DISCUSSION ON THE REPORTS OF THE EXECUTIVE BOARD ON ITS SIXTIETH AND SIXTY -FIRST
SESSIONS AND ON THE REPORT OF THE DIRECTOR -GENERAL ON THE WORK OF WHO IN 1976 -1977

(continued)

The PRESIDENT:

At this juncture I would like to continue the general discussion on items 1.10 and 1.11
and Committee A is now directed to resume its work. I have great pleasure, therefore, in
calling upon the delegates of Angola and Viet Nam to come forward and I give the floor first
of all to the delegate of Angola.

Mr COELHO DA CRUZ (Angola) (translation from the French):

Mr President, Vice -Presidents, Mr Director -General, distinguished delegates, ladies and
gentlemen, I would like, with your permission, to join the previous speakers in congratulating
you, Mr President, on your election to this high post.

It is most satisfying for me to take advantage of my first opportunity to thank the
Director -General, Dr Mahler, for the competent, devoted and remarkably clear- sighted way in

which he has guided our Organization; his reappointment is a proof of our regard for him and
our confidence in him. We would also like to express our gratitude to the Deputy Director -
General, Dr Lambo, to our Regional Director, Dr Quenum, and to the WHO experts who are
contributing effectively to the solution of our health problems. Moreover, it is our wish that
this Assembly should be the forum for useful exchanges of views that will benefit the health and
wellbeing of our peoples and that WHO should continue to carry out its many complicated tasks
with drive and efficiency.

The Director -General has submitted a well -prepared report which we have examined with great
interest. In clear and simple language it reassures us about the future of the Organization and
convinces us of the timeliness of our plans and efforts. This motivates me to make the follow-
ing remarks.

The People's Republic of Angola was born out of a long struggle for national liberation
conducted by the People's Movement for the Liberation of Angola (MPLA) and by its leader, our

Comrade and President Dr Agostinho Neto. One of the main objectives it set itself was to

satisfy the needs of the masses who were harshly exploited during the colonial era, when

medical care was virtually non -existent in the country. The colonialists never showed any

interest in the health of the people, who were deprived of the advantages of preventive and

curative care; for purely capitalist reasons such care was reserved for a small handful of

privileged citizens. All the health facilities were concentrated in towns and the less
favoured rural areas were abandoned to the diseases which ravaged them. Immediately after

national independence, the President of the Republic defined a new health policy which was
ratified by the Revolutionary Council and promulgated by Law No. 9/75.

The directives issued by the Third Plenary Assembly of the Central Committee of the MPLA

defined a health policy aimed at meeting the health requirements of the least favoured sectors
of the population and introduced free medical care for all citizens irrespective of social

class, race or religion. In keeping with this policy, private medicine was abolished in 1976

and the health services were nationalized. This marked a major victory for the national libera-

tion struggle. In 1977, the MPIA Workers' Party and Congress ratified the resolutions of the

Third Plenary Assembly of the Central Committee concerning public health. The following

objectives were formulated:
- priority for preventive medicine and total eradication of endemic and social diseases;

- development of health services outside the hospital by setting up health centres,

particularly in rural areas, and organizing regular health education campaigns;

- the quantitative and qualitative training of health personnel who can apply Party

directives selflessly and with respect for the masses;
- planning and extension of the hospital system in all provinces;
- organization of the distribution network for drugs to meet the country's

requirements;
- protection of the health of pregnant women, children and workers;

- raising the standing of traditional medicine by using its abundant resources and the

experience our people have acquired;
- establishment of a national pharmaceutical industry.

These activities form the basic guidelines of the public health action plan of the Government
of the People's Republic of Angola, which is fully aware of the importance of health for the socio-

economic development of the nation.
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Two- and -a -half years after independence, the Angolan people have made noteworthy achievements

in every field of socioeconomic development. As regards preventive care, for example, we have
extended our vaccination programmes to the entire country and are now vaccinating far more people
than in 1973, the last year of colonial domination. Programmes for environmental sanitation and
the supply of drinking -water to the toiling masses in rural areas are being prepared and have
already been incorporated into the governmental programme.

Efforts have been stepped up to control the major endemic diseases such as tuberculosis,
malaria, trypanosomiasis and schistosomiasis, on the basis of plans drawn up with the
invaluable assistance of WHO experts and international support. Thanks to these concerted
efforts, smallpox has in practice disappeared from the country. The poliomyelitis vaccination
campaign of 1976 was also very successful, and similar campaigns will be completed in the near
future. Projects concerned with health education, especially for rural populations, with
nutrition, and maternal and child health are now in progress and are receiving increasing
support and participation from the people, under the guidance of the Party and the workers'
syndicate. The objective of all these programmes is to achieve total coverage of the rural,
peri -urban and urban population. In the struggle for health it is intended to involve every
Angolan citizen and turn him into a soldier for health.

The training of health personnel at all levels, especially at the auxiliary level, is
geared to the formation of multidisciplinary teams. Currently there are 18 training centres
for health auxiliaries with a capacity for 2000 students, and the opening of a second
university centre is scheduled for 1980.

Another major area of concern is drugs, and we are now engaged in determining a set of
therapeutic methods for treating the diseases and sufferings of the people as effectively
as possible. For this purpose a national formulary of drugs is being compiled, on the basis

of the standards recommended by WHO. This formulary is expected to reduce considerably the
massive expenditure on drugs. A national pharmaceutical company is to become operational
and manufacture its first products this year.

Angola has chosen scientific socialism as the path to harmonious development and will
strive increasingly for the progress and wellbeing of its people, who, acting in solidarity
with the MPLA and Workers' Party and its leader, our Comrade and President, Dr Agostinho Neto,
are prepared to make every effort to banish the exploitation of man by man from our country
for ever. Despite the progress already however, there still tremendous obstacles
to overcome. These obstacles are the result of national liberation wars and invasions by
mercenaries from both the north and the south of our country.

Distinguished ministers and delegates, I would like to draw your attention to the serious
events that have recently taken place in my country. Even while we were preparing to elect
the officers of this Assembly, and while we were suggesting ways of controlling diseases,
hundreds were being killed and many others mutilated in the abominable act of aggression by
South Africa. Paradoxically we are forced to conclude that the hard fight WHO has carried on
throughout its thirty years of existence has not been enough and that it will have to make even

greater efforts. Let us not deceive ourselves or go along with this: our fight for health
for all is also the fight for peace and respect for life. We must fight everything that kills.
May "Health for all by the year 2000" also mean health in peace for all nations. Unfortunately,
our efforts to achieve our objectives are often nullified by our warlike neighbours, whose
repeated acts of aggression divert our material and human resources from activities to control
death -bringing disease vectors such as the anopheline mosquito and the tsetse fly. South
Africa, by deliberately choosing to bring us death and suffering, has put itself on a par with
the mosquitos and other parasites that we are already trying to control and, like this
Assembly, are trying to control ever more effectively. This is why we must denounce and take
action against South Africa so as to put an end to these acts of aggression that destroy peace
and health, acts that kill and cause more misery and suffering than the mosquitos. Admittedly
we still have immense problems to solve before achieving our aims but, with the determination
of our people and international solidarity, we shall overcome.

To conclude, I would like to repeat my thanks to the Director -General and his loyal
assistants, the Deputy Director -General, the Regional Director for Africa, and the Members of
WHO, who, ever since our independence have given us their continual assistance. The fight
goes on and victory is assured.

Dr NGUYEN VAN DAN (Viet Nam) (translation from the French):

Mr President, distinguished delegates, ladies and gentlemen, on behalf of the delegation
of the Socialist Republic of Viet Nam, I would like to congratulate you, Mr President, on your
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election to high office, and I am convinced that the thirty -first session of the World Health
Assembly, under your guidance and that of the Vice -Presidents, will be outstandingly success-
ful. I would also like to congratulate Dr Mahler on his unanimous reappointment to the high-
est post of Director- General and on his very concise and readily understandable report, which
not only reflects the important activities of our Organization during the past years but also
underlines the main tasks that lie before us.

With your permission, Mr President, I would like quickly to outline some of the main
activities of the health services of the Socialist Republic of Viet Nam in 1977. Our main
task in health protection was to extend vaccination activities and adopt the sanitary and
preventive measures needed to stop the spread of communicable diseases and progressively
resolve the problems raised by social and parasitic diseases.

Firstly, to succeed in our vaccination programme, we last year strengthened and expanded

the production facilities for vaccines against smallpox, cholera, typhoid and paratyphoid

fever, poliomyelitis, etc. We still have to import vaccines against plague, diphtheria,
whooping -cough and measles. Under our annual vaccination programme children were given various
vaccinations (BCG, poliomyelitis, diphtheria, measles). Adults in certain population groups
are vaccinated, the timing is dependent on the time of year and the occurrence of epidemics.
In 1977 2.6 million doses of smallpox vaccine were used (130% of the figure for 1976),
33 million doses of cholera vaccine (125% of the 1976 figure), and 9.4 million doses of plague
vaccine (140% of the 1976 figure).

In 1977, the incidence of cholera in Viet Nam dropped by over 90 %. However, we cannot
afford to be too optimistic since various epidemiological factors have yet to be completely
eliminated. Plague, a disease which has been prevalent in some southern provinces of the
country for many years, still occurs each year in the form of local outbreaks. We have made
every possible effort to extend vaccination and conduct campaigns to eliminate rats and fleas;
consequently, we have managed to place a defensive ring around the focus and stop the spread
of the disease, but the situation still requires constant epidemiological surveillance.

With the support of several countries, WHO is currently examining a project to assist the
vaccination and vaccine production programme under a WHO special assistance programme for Viet
Nam. We hope that this assistance will become reality in the near future and create favourable
conditions for Viet Nam to take an active part in the WHO Expanded Programme on Immunization.

In 1977, in the campaign to control malaria, we sprayed DDT to protect millions of
inhabitants (2.4 times as much as in 1976). The parasite index is currently 34.1 per 10 000
inhabitants in the northern provinces and 1000 per 10 000 inhabitants in the southern
provinces. Baseline surveys and malaria control activities have been undertaken in pilot
zones to devise a malaria eradication programme for the south, where the number of persons
infected with malaria has decreased by half.

Activities to control venereal diseases, assisted by WHO and Member States, are starting
to produce good results in the southern provinces.

With the active involvement of peoples' organizations, environmental sanitation and
health education activities are being carried out on a large scale. In the southern provinces
our efforts are focused on solving the problems of environmental pollution, especially those
concerned with human excreta, drinking -water and household wastes. We have urged the people
to abandon their primitive unhygienic customs and to construct sanitary installations such as
pit latrines, wells, etc. for human excreta disposal and drinking -water supply in rural areas.
Flies, mosquitos, rats and other vectors of communicable diseases are in the process of being
exterminated.

After reunification, an urgent task for the Ministry of Health was to set up a unified
health system for the entire country. This involves developing and strengthening the network
of health services in the north, redesigning the old health establishments in the south to
meet new requirements, and setting up a complete health network in rural areas where facilities
are rudimentary or virtually non -existent. In view of our current economic situation, this is

a difficult and complex task, but we have made considerable progress in developing the basic
health system through the efforts of the Government, the active and effective contribution of
the public and health personnel, and the assistance of WHO, international organizations, and
socialist and other Member States. By the end of 1977, 94.3% of our communes had a health
unit, and over 90% of districts had their own hospital, health and epidemic control team, and
public pharmacy. With the setting -up of a basic rural health network, prophylactic and thera-
peutic health services have improved in quality and efficacy. In 1977, the number of medical
consultations per inhabitant was almost two (compared with 1.5 in 1976) and the number of
inhabitants who received medical advice and outpatient treatment increased by 27% over 1976.
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Family planning received particular attention, and various contraceptive methods were
introduced and made available to a tremendous number of people. The natural growth rate of the
population is 2.55% for the whole country; the lowest rate - 1.9% - is recorded for five
provinces.

Last year, new measures were taken to train health personnel to help meet the requirements
of an extended health service, especially the rural health system: 856 doctors, 397 pharma-
cists, 993 assistant physicians, 1638 auxiliary nurses and midwives and 240 auxiliary techni-
cians were trained in 1977. Preparations are under way for continuing work on the Institute
of Hygiene in Ho Chi Minh City, with the assistance of WHO and Member States. We hope that
when completed the Institute will form a useful base for training our health personnel and will
in due course be used for scientific and technical cooperation between Member States of the
Region.

During the past year, we invited a number of WHO experts to Viet Nam for a short period,
to implement cooperation programmes.

Health activities in the Socialist Republic of Viet Nam made considerable progress in
1977 as compared with 1976. This can be attributed to our socialist health policy, the efforts
made by the Government, the active involvement of the population, and the great endeavours of
the health personnel. An equally important factor is the assistance received from brother
countries, international organizations and other countries of the world, acting in the spirit
of the resolutions of the Twenty -eighth, Twenty -ninth and Thirtieth World Health Assemblies on
special assistance to Viet Nam after the war. The delegation of the Socialist Republic of
Viet Nam takes this opportunity to express its sincere gratitude to States and to international
organizations for their contributions and to WHO for urging Member States to implement these
resolutions. If we are to heal the wounds of war as quickly as possible, and improve the
people's health, many difficult tasks still lie ahead. We hope other Member States will be
inspired by these resolutions and make further contributions to help us restore and develop our
health services in the aftermath of war so that Viet Nam can take a more effective part in WHO
activities and combine its efforts with those of Member States throughout the world in order to
achieve the noble aims of our Organization. Strengthened by the experience we have acquired
and the assistance we have received from our friends all over the world we are convinced that
we shall successfully complete the new tasks which are entrusted to us.I

Mr FOKAM KAMGA (United Republic of Cameroon) (translation from the French):

Mr President, Mr Director -General, distinguished delegates, first of all I would like to
convey the friendly greetings of the United Republic of Cameroon to the delegates and partici-
pants at this august assembly. Mr President, I would like to join the previous speakers in
congratulating you on your well- deserved election; my sincere congratulations also go to all
the officers of the Assembly, including the Chairmen and other officers of the two main
committees. I am sure that under their able guidance the work of this Assembly will be
entirely successful.

Mr President, distinguished delegates, for the first time in the history of our Organization
the Director -General has submitted a report that covers two years. It is concise, compact and
readable, and presents the salient points clearly without omitting any important details. It is
so successful that I feel the Director -General and his staff deserve to be warmly congratulated.
The report shows that the Organization has been extremely active in implementing the new
policies it adopted two years ago. In every field it has made sustained and vigorous efforts
to achieve its objectives. For example, the regions now play a larger part in the general
activities of the Organization and Member States are becoming more closely involved in the
running of their regional offices. This new policy needs to be continued and strengthened in
order to distribute the Organization's resources between Member States more fairly. My delega-
tion would like to thank headquarters for its unremitting efforts to keep Member States fully
informed of WHO's intentions concerning projects of interest to us and for joining with countries
to seek ways and means of deriving the greatest benefit from the projects. Consequently we
warmly welcome specialists from headquarters when they attend the various technical meetings and
scientific seminars held in the regions.

Mr President, distinguished delegates, a major objective of our Organization for the next
decade is to increase national self -reliance in the health sector. The transfer of technology
is an essential part of this process, and the Organization needs to make sure that the centres
of technology, and especially the vital WHO reference laboratories, do not at the last minute for

1
The above is the full text of the speech delivered by Dr Nguyen Van Dan in shortened

form.
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trivial reasons evade the responsibilities they freely accepted - to provide young scientists
from the Third World with short periods of practical training. I know that the majority of
higher educational establishments do discharge their moral obligations in this respect.

In health manpower development my country has passed beyond the preliminary stage of train-
ing frontline health workers for the most urgent care. We must now concentrate on improving the
quality and specialist knowledge of our health workers, and carry out operational research to
find the best methods of bringing health care to remote rural populations.

Three very important basic surveys, carried out with the technical and material support of
friendly organizations and countries, are in progress or nearing completion in my country: the

national nutrition survey, the national fertility survey, and the infant mortality survey. Our

nationals have been deeply involved in these projects, from the preparatory phase to the field
implementation and evaluation phases. With the experience we have gained we are now in a
position to design and carry out other surveys of the same kind without outside personnel and we
feel that this type of technical cooperation between Member States should be promoted.

The multiple vaccination programme for children, which has been in progress in the capital
since November 1975, has been intensified over the last two years and now covers at least two -
thirds of the target population (under 30 years of age). We have learned many lessons from this
experience. Not only must good -quality vaccines and a first -class cold chain be available, but
we must set up a large number of permanent vaccination and surveillance centres, continuously
inform and educate the people, and convince them of the need to have their children vaccinated.
We have not yet managed to eliminate deaths caused by the seven killer diseases of childhood,
but the constant improvement in vaccination coverage has enabled us to contain morbidity and
mortality due to measles and poliomyelitis. These successes have motivated us to extend the
programme to other large towns. We would like to thank sincerely all those countries and
organizations that have been so helpful to us, especially Canada, the United States, France,
Belgium, the People's Republic of China, WHO, UNDP, etc.

My delegation has always been of the opinion that a birth control policy alone cannot
resolve family health problems. A wide variety of approaches are needed to cope with the
complex situation existing in each country. We should focus our attention on reducing
maternal and infant mortality and assisting childless couples who wish to have children.
My Government would like to thank the World Health Organization once again for its material,
technical, and other assistance (especially in staff training)
sterility in the province of eastern Cameroon; this project should become operational within
the next few months. By the same token we most sincerely thank Dr Quenum and his team in
Brazzaville for their excellent work in the United Republic of Cameroon.

The study tours to the People's Republic of China and the relevant WHO publications have
dispelled all doubts concerning the curative properties of some essences. In view of the
number of accidents and deaths caused by charlatans, however, we must be able to distinguish
between the false healers who help people to die and the true traditional healers.

To conclude I should like to draw attention to medical research, a long and exacting task
where the Third World countries have not made any remarkable entry on the scene. In our

opinion, any research project must include a transfer of technology component, and if World
Bank sponsorship of the Special Programme for Research and Training in Tropical Diseases were
to give some impetus in that direction, this undertaking of the World Bank, UNDP and WHO would
be an excellent thing.

Mr President, distinguished delegates, may I conclude by expressing the hope that the
peoples' struggle for independence will continue victorious and that the true representatives
of Zimbabwe and Namibia will join us as fully -fledged members at the Thirty- second World Health
Assembly.

The PRESIDENT:

The Patriotic Front (Zimbabwe) has an observer delegation at the Assembly and has

requested that one of their representatives take the floor. I invite the Assembly to agree

that we grant this request. Is there any objection? In the absence of any objection, I now

call on the observer for the Patriotic Front (Zimbabwe) to mount the rostrum.

Dr MALABA (Observer for the Patriotic Front (Zimbabwe)):

Mr President, colleagues and friends, I take to the rostrum with honour, for I have
today the rare opportunity to deliver to you, distinguished colleagues, fraternal greetings
from the entire struggling masses of Zimbabwe, led by the Patriotic Front. I further have
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the rare privilege to register special greetings to you all from President Joshua Nkomo,
co- leader of the Zimbabwe Patriotic Front.

Mr President, my task here today is not an easy one, for it goes far beyond a mere
academic exercise. It is an opportunity to once again let you, distinguished colleagues,
know that the war of total liberation raging inside Zimbabwe, led by the Patriotic Front,
against British colonialism, settlerism and racism has now entered a decisive and final
stage. This protracted war has caused untold sufferings to all seven million of our people,
in all spheres of human life, including health. The racist regime of Ian Smith, now joined
by a treacherous gang of three black puppets, continues to maim, torture, imprison and hang
thousands of our people for no crime other than the cry for freedom, justice, peace and
independence. The recent massacre of 87 civilians, four days ago, is still very fresh in our
minds.

Mr President, the Salisbury Accord of 3 March 1978 is nothing more than an entrenchment
of racism and a desperate attempt to build a sandy wall against the stormy revolutionary
tide. The people of Zimbabwe have rejected this iniquitous deal: the frontline States, the
Organization of African Unity and, indeed, the international community have followed suit.
The deal is a stillbirth. However, in wild response to this rejection by the international
community, the barbarous regime of Ian Smith, now joined by the three sworn stooges, has
resorted to the destruction of property, homes and other social amenities of the African
people. Thousands of our refugees, including the young and the aged, are mushrooming out in
Botswana, Zambia and Mozambique. They need shelter, food, clothing and, above all, health
facilities.

We extend our greatest appreciation to the governments of the frontline States for
having agreed to shoulder such an extra burden for the sole cause of humanity. Most
significantly, we greatly appreciate the assistance rendered to us by WHO, UNICEF, UNDP and
UNHCR in our darkest hour of need. We have received vaccines, medicines, vehicles, etc. but
the ruthlessness of the enemy demands far greater assistance in the field of medicine from
the international agencies, because of the overcrowding in our refugee camps. The situation
is worsening each day. We would like also to thank the International Committee of the Red
Cross for their assistance and for the medical team they sent recently to Botswana, under
the leadership of John Roper, to look after the welfare of our refugees in Botswana.

Mr President, our current major problems and diseases in our already overcrowded refugee
camps are: tuberculosis, frequent outbreaks of gastroenteritis, due to bad water and poor
hygiene conditions, malaria, malnutrition, hypovitaminosis, scabies, snake bites, pneumonia
and anaemia.

In the wake of such gloomy medical and welfare developments, the Patriotic Front has
embarked on the following emergency activities to cater for the thousands of our refugees:
antenatal clinics, postnatal clinics, children's clinics, preventive and curative health
services, health education, including food and nutrition, control of communicable diseases
and screening of all new refugees in the camps. It is needless to state that, confronted
with such an enormous problem as a Liberation Movement, hygiene conditions in the refugee
camps still remain essentially poor. Urgent aid is needed in this field in the form of
medicines to combat disease and for training of paramedical staff, like nurses, medical
assistants, laboratory technicians and physiotherapists.

Mr President, it is my contention that the brief analysis I have given about the
situation in my country will receive a positive response from the international community,
if the suffering of thousands of our people is to be alleviated with minimum delay for the
betterment of all mankind.

Mr TEKA (Ethiopia):

Mr President, distinguished fellow delegates, my delegation brings the greetings of the

Provisional Military Government of Socialist Ethiopia and the people of Ethiopia and their
sincere congratulations on the thirtieth anniversary of WHO. My delegation congratulates
you, Mr President, on your election to this important post. We also congratulate our

dynamic Director -General on his reappointment to the post that he has so ably filled during

the last five years.
Mr President, my delegation has studied the voluminous biennial report of the Director -

General. We will give our views about the report at the appropriate time. However we would
first like to summarize the health services situation in my country in the hope that it might
contribute to the general survey of such services that this report is endeavouring to
achieve.
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It is evident that health delivery systems reflect the socioeconomic and political
structure on which they are based. Ethiopia being, under the past feudocapitalist regime,
one of the least developed countries in the world, had such a delivery system. The
archaic monarchical regime maintained parasitic landlords, who appropriated a large
proportion of the national production and squandered it on extravagant living. The

government machinery protected and nurtured those that catered for the interests of this
ruling class. It protected wealthy local and foreign businessmen who not only reaped immense
profits by exploiting the toiling people of Ethiopia but also enjoyed all social benefits
including the health services. The former regime allowed the repatriation of capital by
foreigners, which resulted in an excessive outflow of capital to the detriment of the
social and economic interests of the masses.

The masses, embittered by the oppression and exploitation that was prevalent, voiced
their urgent need for liberation from feudal shackles. They called for social and economic
emancipation. The working people of Ethiopia wished to raise the status of its downtrodden
subjects. The Ethiopian people accelerated their long and bitter struggle and finally
shattered the feudocapitalist system. The people's revolution culminated in the Declaration
of Socialism on 20 December 1974, thereby instituting a new socioeconomic order. This was
followed by the declaration of the National Democratic Revolutionary Programme in April 1976,
which articulated the economic and social development of the masses and prevented the
exploitation of man by man.

Towards the achievement of this objective, the people of Ethiopia are now engaged in a
bitter and decisive struggle against reactionary and expansionist neighbouring States,
international imperialists, internal revisionist forces and the feudocapitalist bureaucracy.
The feudal reactionaries and the seemingly radical leftists are aimlessly trying to reverse
the revolution. They present a serious threat to the wellbeing of the Ethiopian people, their
unity and their national integrity. In spite of these problems, the popular revolution
during its short and difficult life span of less than four years has brought significant
changes. I shall cite a few examples. The nationalization of all rural and urban lands,
thereby abolishing the feudocapitalist right of exploitation and oppression of millions of
landless peasants has resulted not only in higher production but also in cooperative
working and a more democratic leadership among the peasantry. The nationalization of major
means of production and distribution has enabled the working people to protect their
economic and social rights. The establishment of a provisional office for mass organizational
affairs has mobilized the people of Ethiopia to determine their political destiny.

Coming to the health sector, the national democratic programme treats health as one of
the important social services. Under this programme, the modern health service system no
longer serves only the interests of the ruling class. Health services are no longer
concentrated in the major towns, where about 15% of the population live.

Since the popular revolution of February 1974, many significant changes have occurred.
The administrative machinery of the Ministry of Health has been reorganized in order to
enable it to give a decentralized, efficient health service for the broad masses of Ethiopia.
New curricula have been developed for training various levels of health workers in greater
numbers and in the shortest possible time. These are now being implemented. A five -year

rural health development programme has been launched in order to accelerate and expand
primary health care posts, health centres and rural hospitals. The emphasis is given to
primary health care in order to reach as many people as possible. Emphasis is also given to
maternal and child health, with expanded programmes of immunization in model study areas,
eventually to cover the whole country. Gradual integration of specialized services, such as
malaria control, etc., into basic health services is in progress. Medical commodities
distribution systems have been established. A national emergency health actions programme
has been launched.

Mr President, these are some of the efforts being made in Ethiopia, in the midst of a
bitter revolutionary struggle against the forces of aggressors, international imperialists
and internal antirevolutionary elements. Such a situation demands a coordinated and
effective utilization of available health resources, personnel, facilities, drugs, etc. A

committee responsible for the establishment and coordination of the national blood bank was
recently formed. A national emergency health committee was recently established under the
direct responsibility of the Ministry of Health. Through a well- studied plan of distribution
of health services and health personnel and with the unfailing aid of friendly and peace -
loving countries, Ethiopia is engaged in rehabilitating the population affected by the recent
war of aggression. We need international assistance to achieve the goals of this gigantic
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task. The Ethiopian people have demonstrated to the world not only their determination and
vigilance to protect their revolution and national integrity but also their goodwill to the

international community.
Concluding this brief summary, I should like to take this opportunity of complimenting

the Director -General and his staff for the report presented and the way in which they have
presented the two years' activities of WHO.

Dr MARTINS (Mozambique) (translation from the French):

Mr President, on behalf of my delegation may I join the previous speakers in congratulating
you on your election to your high office. Under your enlightened guidance I am sure our work

will continue to proceed efficiently. Our congratulations also go to the other officers of the

Assembly.
Mr Director -General, our delegation greatly appreciated your excellent report on the work of

the Organization during the two -year period 1976 -1977. Your personal drive, competence and

devotion to the cause of raising the health standards of all peoples of the world have contribu-

ted much to the success of our Organization. We would like to assure you of the unfailing

support of the People's Republic of Mozambique in your efforts to achieve the target you
inspired us to set ourselves: "the attainment by all citizens of the world by the year 2000
of a level of health that will permit them to lead a socially and economically productive life ".

Mr President, Mr Director -General, distinguished delegates, our Organization has just
celebrated its thirtieth anniversary this year. Although a great deal has been achieved, the
objectives for which it was founded have not been attained and there is still a long way to go.

Over the last few years the Organization has undergone numerous changes to increase its
efficiency and enable it to crystallize international cooperation in health.

The smallpox eradication programme is one of the major successes of the Organization; this

victory for mankind would not have been achieved without the efforts of Member States and
coordination by WHO. It should encourage us to join forces with the same determination in
striving for new objectives which could give equally spectacular results. The report we are
discussing shows the progress made in all other activities of the Organization.

During the period covered by the Director -General's report, public health in our country
has been radically transformed and greater importance has been assigned to preventive measures
in all our activities. We are making increasingly intensive and active use of non -medical

measures; for example, more and more attention is being paid to environmental health in our
programme of work, and the vast environmental sanitation campaign launched at the beginning of
1976 with unprecedented success has gradually developed into a basic programme integrated with
primary health care. In order to intensify and extend this programme, in both rural and urban
areas, and to incorporate new activities for the supply of pure drinking -water, we have prepared
a far -reaching project in which we hope for the cooperation of WHO and other United Nations
agencies. We are very disturbed at the hesitation of UNDP to contribute, since it is our
conviction that this project fits in perfectly with the Organization's target of achieving
adequate health standards for all by the year 2000.

The national vaccination campaign, which started on 14 June 1976 with the use of mobile
teams, has been fully successful and is now nearing completion. By 31 December 1977 over seven
million people had been vaccinated, and vaccination coverage was about 96 %. The campaign is
continuing under the expanded programme on immunization, which is itself integrated into primary
health care and is supported by WHO, UNDP and UNICEF. Undeniably, the success of all these
campaigns depends on the participation of the people, who have confidence in their Party and
Government and rally to any call to defend their health.

On 1 November 1977, the law on the socialization of medicine came into force in Mozambique.
This law entitles all citizens to free care, although a small token charge is made for curative

outpatient care so as to discourage people from wasting the time of our limited health

personnel. Furthermore, this law establishes the principle of the "health zone" served by a
"health centre" which provides primary health care. The health centre, as the basic unit of the

system, is responsible for the health of the inhabitants of the zone. The health team's primary
responsibility is to prevent disease and to take all necessary measures to mobilize the citizens
to defend and promote their own health. The health centre has become a dynamic institution
which does not confine its activities to its own four walls. It is a far cry from the "medical

post" which waited for patients to come to it.
In rural areas, where our health coverage is still very inadequate, we have been obliged

to call on the services of selected personnel, supported by the population, who were given six
months' training. These first -level multipurpose health workers are the basic components of
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the system, stimulating the people to promote their own health and serving as a dynamic exten-

sion of the health centre. At present we have seven training centres for these workers attached

to rural hospitals, and by the end of the year we plan to open two others. Three of the centres

have already produced the first of these health workers, and they are currently working in
village communes, thereby extending primary health care to formerly deprived sectors of the

population.

Progress has also been made in family health, and a maternal and child health programme

has been incorporated in primary health care; the programme includes a family planning
component so as to enable couples to decide how many children they will have. We hope WHO and
other specialized agencies will cooperate with us in these endeavours.

We have also defined a pharmaceutical policy and in January 1977 we published our "national

drugs formulary" based on generic names. In addition we have almost finished preparing a thera-
peutic guide which we will make available to WHO and through it to all interested countries.

To support all our programmes, we are continuing and intensifying our health manpower
training programme and we already have enough of some types of auxiliary personnel to meet our

needs. We are continuing our efforts to train intermediate and high -level personnel. At

present we are considering creating degrees in pharmacy and in dentistry and stomatology, and
an advanced technicians' diploma in preventive medicine and environmental sanitation. These

programmes would not have been possible without the cooperation of WHO and other United Nations
agencies and bilateral aid.

We would like to repeat how much we appreciate the technical cooperation provided by
countries and organizations all over the world in the form of intermediate -level and especially
high -level health personnel, and we are particularly proud that a large number of the technicians
working in our country are from the Third World. Accordingly, we fully support the programme
of technical cooperation among developing countries and hope it will continue to gain in

strength. We warmly appreciate the efforts of the Director -General to make the Special
Programme for Research and Training in Tropical Diseases a reality; in our opinion the Programme
is a major step forward in the liberation of the Third World countries from technological
dependence on imperialism, and we hope to take an active part in it.

Mr President, distinguished delegates, since the last Assembly the Organization has been
strengthened by the membership of a new State, the Republic of Djibouti, whose distinguished
delegates we shall warmly welcome. Unfortunately, it is not this year that the Assembly will
welcome representatives of Zimbabwe, Namibia and South Africa as delegates with full rights and
we would like to assure these peoples struggling for liberation, together with the heroic
peoples of Palestine, western Sahara and eastern Timor, of our unfailing support in their fight
for independence. It is because of our unambiguous support for liberation struggles that we are
the victims of repeated acts of aggression by the racist hordes of the perfidious Ian Smith.
Unable to cope with the liberation struggle of the people of Zimbabwe, he is trying to transfer
beyond his borders a conflict which he can end only by surrendering. My country's stand is
receiving active support from the international community, and we hope this will continue.

Health and liberation are inseparable; consequently this Assembly should give concrete support

to all these peoples struggling for independence and dignity.

Monsignor GÉRAUD (Observer for the Holy See) (translation from the French):

Mr President, the delegation of the Holy See takes pleasure in adding its congratulations
to those of all the other delegates. The style of your presidency is in itself enough to
illustrate the excellence of the choice the Assembly has made in calling on you to guide its
labours.

During his opening address on Tuesday, 9 May, the Director -General appeared as the watchful
helmsman, assessing the distance covered and scanning the way ahead. One fact comes immediately

to mind: on its thirtieth anniversary, WHO has almost achieved its ambition of universality,
since by the end of 1977 it had one hundred and fifty Member States and two Associate Members.
As witness to the Organization's effectiveness and success the best -known example is the
eradication of smallpox, a disease whose death certificate in Bangladesh Dr Mahler has

recently signed.
As for the future, the delegation of the Holy See noted in the Director -General's report a

set of priorities worth recalling here.

(1) The precedence of cooperation over passive assistance. In 1980, 60% of the regular

budget will be devoted to cooperation, with a programme that includes inter alia the development

of the health infrastructure in Member States, the decentralization of research, and national

and regional manpower development. This is an intelligent programme: it is better to help

one's neighbour than to act in his place.
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(2) The priority to social justice, with the objective of "Health for all by the year

2000 ". To achieve this, it is of major importance to avoid projecting a theoretical system on
to a real situation and to "read" the situation as it actually is, in other words to bear reality
constantly in mind and the situation specific to each country. This is the approach that must
be adopted in trying to solve problems of food hygiene, waste disposal, pollutants and vaccina-
tion against the common diseases of childhood. In the next decade the emphasis will be on
water, sanitation and nutrition in a desire to ensure equality and justice for all.

(3) Priority of medical over economic considerations. There is a race taking place be-
tween the quest for profit, backed up by marketing techniques, and real concern for the health of

mankind. The report mentions this in connexion with the marketing of contraceptives. While

maintaining its attitude on the moral aspect of the use of contraceptives, the delegation of the
Holy See recognizes the honesty of WHO's standpoint in admitting the inadequacy of research on
this matter, an inadequacy that has often led to failures. It is significant that WHO insists
that every drug must be meticulously examined and checked and its long -term effects on the
human body studied, since we have no right to place a person's health in jeopardy through his
ingestion of a product that has not been properly tested. The delegation of the Holy See
welcomes this precedence of medical over economic considerations and would like to remind you
that in birth control it has always advocated natural methods. Consequently, we make no
secret of our pleasure at WHO's increased commitment in this regard.

(4) Priority for protection of the family. The report devotes the whole of chapter 6-to

the family. In every context - whether it is a matter of nutrition, health education, the
Special Programme of Research, Development and Research Training in Human Reproduction and
health in underprivileged rural areas - it stresses that the individual on his own is defence-
less whereas the family, "forearmed" and animated by a spirit of cooperation, can effectively
promote health and resolve its own problems. So it is with understandable pleasure that the
delegation of the Holy See has noted the importance the WHO programme attaches to the family,
which is and should remain the basic unit of society. It also notes with pleasure the concern
for the health of the family considered as a natural institution, concern shown by many dele-
gates who have contributed to the discussion. A look at what used to happen in years gone by
seems to indicate a truly positive reversal in trend: every effort to maintain the strength and
balance of that irreplaceable institution the family must be supported and encouraged in order
to help it overcome the crisis that has overtaken it.

From this short list of priorities, what stands out in perfect clarity is man. As the
Director -General has rightly said "the greatest potential energy in the world is human energy ".
It is true that there is no other wealth but man himself, created by God in his own image and
likeness and called upon to complete that creation. It is therefore a great honour for WHO to
be invited to help man fulfil this mission by giving him health.

Mr RABILE (Somalia) (translation from the Arabic):1

Mr President, Director -General, distinguished delegates, at the outset, I wish to congratu-
late the President for being elected to preside over this august assembly and I wish him every
success during his tenure of office. I would also like to congratulate the Vice -Presidents and
Chairmen of the main committees. Congratulations also to the Republic of Djibouti which has
very recently joined our Organization.

Mr President, the Director -General presented to us, in a convincing manner, a comprehensive
report on the activities of the World Health Organization. We wholeheartedly welcome the
health care concept outlined in that report. Indeed our own views of providing basic health
services to the greatest number of our population coincide with the strategies advocated by the
Director -General.

As communicable diseases, some preventable by immunization, are rife in my country, we have
already started, as a measure of control, the expanded programme of immunization - a programme
we confidently feel will greatly reduce the morbidity and mortality of our children. We are in
the process of planning, in collaboration with a friendly country, primary health care for the
rural and nomadic communities. In this primary health care system, safe and adequate drinking -
water, environmental sanitation, immunization and control of particular communicable diseases
(e.g. malaria, schistosomiasis) will feature prominently.

Also as a follow -up of the Interministerial Consultation convened by the Regional Office
for the Eastern Mediterranean and held in Tehran, Iran, early this year, we are now paying
particular attention to the training of health personnel, so that these health workers are
appropriately equipped to adequately meet the health needs of the community.

1 The text that follows was submitted by the delegation of Somalia for inclusion in the
verbatim record in accordance with resolution WHA20.2.



252 THIRTY -FIRST WORLD HEALTH ASSEMBLY, PART II

Mr President, I am sure that the recent events in the Horn of Africa are by now common
knowledge. As expected, the war in that area left in its wake a large number of refugees in

the Somali Democratic Republic and the Republic of Djibouti. Here I must thank the United
Nations High Commissioner for Refugees (UNHCR), the International Committee of the Red Cross
and friendly countries for their assistance in temporarily relieving the sufferings of those
unfortunate people. But the refugees are still there and, while they are, their basic needs

for food, health and shelter have to be satisfied. Hence my appeal to the Organization to help

in this humanitarian work. In this connexion, I cannot help mentioning the plight in which
the Arabs in the occupied Arab land and the Palestinians in the refugee camps find themselves.
These Arabs have been denied the basic human rights by the Israeli authorities, which have
repeatedly ignored the recommendations of our Organization and for which Israel must be
condemned.

Mr President, I am aware of the fact that the world community has been following, with
keen interest, events in the Horn of Africa - in this case I have in mind the fight against

smallpox. Although we have reported 3229 cases of smallpox since March of last year, the
Somali eradication programme was effective enough to bring the transmission of the disease
under control within about six months. The last known case was in October of last year and
the indications are that it may well remain the last. Because of the intensity of active
surveillance activities, I can inform the distinguished delegates that we are reasonably
certain that smallpox transmission has been successfully interrupted in my country. The
efficiency with which the Somali eradication programme achieved zero incidence within such a
short period is a good example of cooperation between our Organization and a Member State.

But the job is not yet completely over. We intend to relentlessly continue the active
surveillance until final certification of smallpox -free status, which I expect will be towards

the end of next year. My delegation therefore supports the draft resolution contained in
document A31/20.

Before I conclude, I wish to thank our Organization for helping us not only in the fight
against smallpox but also in other health problems that will outlive smallpox.

In conclusion may I extend my sincere appreciation to Dr Mahler, Director -General of the
Organization, and Dr Taba, Regional Director for the Eastern Mediterranean, and other WHO
staff concerned, for their contribution in promoting health services in my country.

The PRESIDENT:

The next speaker should be the delegate of Cyprus. However, the distinguished delegate
of Chile has been called away and must leave around lunch time. If the Assembly has no
objection I would ask the distinguished delegate of Chile to come to the microphone and ask
the delegate of Cyprus to come to the rostrum. Is that agreed? The distinguished delegate
of Chile.

Dr BORGOÑO (Chile) (translation from the Spanish):

Mr President, Mr Director -General, distinguished colleagues, ladies and gentlemen: first

we should like to offer our congratulations to the President on his appointment, and also to
the other newly elected officers of the Assembly. Secondly, we should like to convey to the
Director -General our gratification and delight at our Organization's having completed thirty
years of existence, and also to express our gratification at his reappointment.

Our delegation would like to emphasize once again that our country's health programmes are
being conducted in the context of an overall governmental policy which gives health activities
one of the highest priority ratings within the social sector. Primary health care, especially
in the rural areas, with a population coverage constantly increasing, ranks among the top
priorities, and it is hoped that before the year 2000 the objective of basic health for all the
country's population will be achieved. With the help of the Inter -American Development Bank
it is going to be possible in the near future to strengthen the physical facilities for
inpatient and outpatient care in the rural areas.

The effort brought to bear in this field has made it possible, more particularly over the
past four years, to reduce infant mortality, per 1000 live births, from 71.1 in 1972 to 47.0 in
1977; maternal mortality, per 1000 live births, over the same period, from 1.6 to 1.0; and

mortality among *children between one and four years of age, per 1000 population, from 2.9 to

1.6. We have also achieved the position that 90% of deliveries take place under professional

supervision in our maternity clinics.
Other priority activities have included the following:
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The supplementary feeding programme, on which 65 million dollars a year are being spent,
for children under six years old, pregnant women and nursing mothers, with a view to coping
with the major problem of child malnutrition. The national coverages, amounting to 95% for
nursing mothers, 85% for preschool children and 75% for pregnant women, bear eloquent witness
to the success of the programme, not to mention the epidemiological impact on the diminution
of the problem in the long term.

The control of communicable diseases, especially through integrated vaccination programmes,
has enabled poliomyelitis to be eliminated, tetanus to be reduced to negligible figures, and
morbidity and mortality from measles to be reduced by 95 %. There has also been a fall in
tuberculosis mortality, between 1972 and 1977, from 24.6 to 18.0 per 1000 population, viz. a
28% reduction. In this field of communicable diseases applied research has been and is being
conducted, jointly with the Pan American Health Organization and WHO, more particularly with
regard to vaccination programmes and enteric infections.

The successes achieved in the control of infectious diseases have enabled more and more
resources and efforts to be devoted to the control of noncommunicable chronic diseases, so that
the country's main regions have expanding programmes for the secondary prevention of cancer,
cardiovascular diseases and diabetes, which are now the main causes of death among Chileans.

In the pharmaceutical field, of such topical importance in this Assembly, we can report
that for the past ten years we have had a list of essential drugs called the national formulary,
which is revised periodically, the last revision having taken place in April 1978. This

activity, in conjunction with a programme of quality control of biological and pharmaceutical
products, has resulted in substantial savings and rational use of the financial resources of
the Ministry and of the national health service. In addition, also for the past ten years, all
these products have been manufactured in the country, from imported raw materials, and dispensed
under their nonproprietary names.

Finally, we should like to report the most important of the successes which have been
achieved in the programme for education and training of staff for the health team and which
have enabled us, inter alia, to strengthen our health infrastructure and extend the coverage of
our health work. The number of properly trained professional personnel and auxiliary health
personnel employed in the national health service has undergone, over the past three years, an
especially marked expansion; thus the number of hours of physician time contracted for has
increased by 35% and other professional staff hours by 30 %.

The teaching facilities which the national health service maintains all over the country to
train auxiliary nursing personnel and give refresher courses to the staff who have been longest
in service have been maintained and strengthened.

In parallel a programme for rural nursing auxiliaries is rapidly expanding; its most note-

worthy features are: (1) selection of candidates from among the population of the community or
village they will be serving on completion of their course; and (2) assignment of tasks going
beyond the traditional purely health responsibilities so that these rural auxiliaries may be
effective agents of social, cultural and agricultural development, popularizing better methods
for utilization of the family and community resources of the rural areas.

We are about to complete one year's effective exercise of personnel management responsi-
bilities at the level of each of the country's regions with a forceful programme of decentrali-
zation of the national health service which will enable it to operate better. The measures
prescribed enable us to point with pride to an excellent distribution of medical personnel and

excellent collaboration throughout the country, especially with regard to primary health care.
We are also working at the same time towards better distribution of the staff required for more
complex levels of care throughout the country.

Finally, we should like to emphasize that the progress in regard to recruitment and
distribution of State health service personnel all over the country has been achieved within a

mixed (State and private) health system and with complete freedom of employment, thanks to

proper coordination between the teaching and care sectors and a policy of incentives solidly
backed by the coherent actions of the Supreme Government in the sphere of employment and wages
policy.

Dr MIKELLIDES (Cyprus):

Mr President, the delegation of the Republic of Cyprus would like to join other
delegations in congratulating you, the Vice- Presidents and the other officers on their
election to serve the Thirty -first World Health Assembly. We would also like to express
our sincere thanks and appreciation to the Director -General for his comprehensive report on
the work of the World Health Organization for the years 1976 -1977 and for his inspiring
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speech on WHO objectives. Cyprus has always appreciated and supported the excellent work
of the Director -General and I take pleasure in conveying to him the congratulations of my
Government and myself on his well deserved, unanimous reappointment, and in giving him our best
wishes for further successes.

Although much has yet to be done in achieving the goal of health for all people, it is
gratifying to note from the report that the efforts, the trends, the policies and the
activities of the Organization are being intensified and oriented in this direction, thus
fully serving its noble ideals and objectives. Furthermore, we cannot but praise the most
commendable efforts of the Organization in introducing new policy and programme directions,
with the ultimate purpose of bringing about justice in the distribution of health resources
and the attainment of even closer technical cooperation among countries.

In line with the efforts of the Organization to promote the programme of primary health
care, Cyprus is presently expanding and improving services in the rural and remote areas,
by establishing new health centres and by deployment of personnel.

In the field of immunization, we give great emphasis, through the programme of maternal
and child health, to covering most children in the population against the main preventable
communicable diseases. As a result, during the last few years we have had no cases of

polio, diphtheria, tetanus and so on. Because of a lack of resources and the expense of the
vaccines we have not as yet extended this programme to cover rubella and mumps.

As reported in previous years, we managed to eradicate malaria over 30 years ago, but
we still invest considerable funds in controlling the breeding sites of Anopheles in high -risk

areas and we keep a watchful eye on possible sites of reintroduction, in view of the presence
of so manythousands of Turkish troops in the northern part of the island and the endemic nature

of the disease in south and south -east Turkey. We thank WHO for their collaboration and

assistance in our efforts and, particularly, for assigning a consultant malariologist in

1977 to advise us on future steps. We look forward to the day when malaria will be

eradicated all over the world.
We are also glad to report that we have practically eradicated hydatid cysts following

an intensive campaign by all interested services. We are now embarking upon a survey to

establish the extent of brucellosis in animals and humans. Regarding noncommunicable
diseases, like cancer and cardiovascular diseases, cases are on the increase and we are now
in the process of introducing measures, including legislation, with a view to reducing the

ill- effects of smoking.
It is with great satisfaction that we have noted from the Director -General's report

that the Organization gives great emphasis to the necessity for the formulation of drug
policies and management so as to ensure that safe, efficacious and inexpensive drugs are

accessible to all who need them. This global issue is crucial and of particular concern
to the developing countries, because substantial portions of their meagre economic resources

have to be spent in procuring essential, although still insufficient, quantities of drugs

from abroad. For example, if the government health services of my country were to administer
adequate doses of chelating agent to all anaemic children suffering from thalassaemia, the
cost for the purchase of the drug would be equal to approximately 50% of the cost of
all drugs presently required for other medical services. This is of course beyond our means.

Thalassaemia, a genetic disease, constitutes a major health problem in my country due to

its high rate of incidence. It is estimated that 16% of the population carry the

genetic trait and one child out of 150 live births suffers from thalassaemia. Efforts

are being made for its management by establishing properly staffed and equipped anti-anaemia

clinics and laboratories for the care of suffering children but, more importantly, for the
screening of the population, the identification of the trait and the control of the disease.

The assistance of the World Health Organization in this respect is greatly appreciated.
We would welcome an exchange of views and experiences on the matter with other interested

countries.
The increase in the incidence of mental disorders in the last few years has necessitated

the reorientation of our mental health programme in line with modern concepts, with
extension of our mental health services, community- oriented introduction of new mental health

legislation, etc.
The question of the repair and maintenance of medical equipment is another area of

concern for most countries, including Cyprus. In this connexion I should perhaps mention

that the Regional Office for the Eastern Mediterranean and the Government of the Republic of
Cyprus are finalizing the necessary arrangements for the establishment of a regional

training centre which is expected to commence functioning next autumn.
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One of the main concerns of my country's medical and health services just before the
tragic events of 1974 was the preparation of the necessary plans for the introduction of a
national health scheme. The said events affected adversely these efforts. The medical
and health care of the refugees, aggravated by the loss of hospital beds and other means and
facilities, the health care and rehabilitation of the elderly, necessitated by displacement
and family disorganization, as well as other serious social problems had to be given priority.
However, the expanded governmental responsibility in the health sector as a result of the
above negative developments has made us realize that a national health scheme becomes

imperative. We may soon begin a feasibility study in this area and we hope to have the

Organization's assistance in the form of consultants.
Since the well -known events of July- August 1974 and the consequent disruption of

socioeconomic conditions, including the proper operation of medical and health services,
increased assistance from the Organization has become necessary. The increased health needs
of the refugees and displaced persons, which constitute one -third of the total population,

coupled with the loss of health facilities and means, were, and still are, beyond the capacity
of the Government. Increased assistance from WHO, friendly countries and other agencies made
it possible for us to face the immediate and urgent needs. I would, at this point, like to
express the sincere thanks and gratitude of the Government and the people of Cyprus to the
World Health Organization and UNHCR for the generous assistance rendered to us. We hope that
such assistance may be continued to enable us to meet the need for improved and more effective

services.
In concluding, I would like to express once again the sincere thanks, appreciation and

gratitude of the Government and the people of Cyprus to the World Health Organization for its
valuable assistance, which contributes towards restoring normal living conditions and
promotes peace and security in accordance with the United Nations resolutions on the Cyprus

problem. We trust that the said assistance will be continued and intensified. In this
respect, I feel it my duty to express on behalf of the Government and the people of Cyprus
wholehearted thanks and appreciation to the Director -General and the Regional Director and
their collaborators for their understanding, support and cooperation.

Dr ABDULHADI (Libyan Arab Jamahiriya) (translation from the Arabic):

Mr President, distinguished delegates, on behalf of the Socialist People's Libyan Arab
Jamahiriya, I congratulate you, Mr President, on your election to the highest office at our
Thirty -first World Health Assembly and wish you every success. I also take pleasure in
expressing full appreciation of the efforts made by the Organization's Director -General,
Dr Mahler, in his first term of office. He has introduced many changes in the Organization's
activities in order to achieve its objectives amid rapidly changing conditions, particularly
as the growth in membership to near -universality has revealed health problems in many countries
which were previously obscured by colonization. These new conditions called for radical
changes in the strategy of action and procedures, in the light of the people's real needs.
Undoubtedly a series of successive changes are needed to consolidate the role of WHO and enable
the Organization to fulfil its mission. We shall always support the Director -General in
effecting these changes.

Mr President, distinguished delegates, our Organization has now completed thirty years of
painstaking endeavours to achieve its objectives of providing a happy life for all human
beings, free from suffering and deprivation, free from domination and interference with the
most sacred requirement of life, which is health. In spite of these efforts, millions of our
brother human beings are still suffering the stresses of exploitation and are not receiving
the acceptable minimum of primary health care.

My country's delegation emphasizes the importance of the primary health care programme,
in its overall conception, and considers it the sole approach for solving many of the world's
health problems in order to achieve our noble objective of "Health for all by the year 2000 ".
For health to be for all, it has to be by all. It is imperative that all the parties concern-
ed should participate in bringing it about, whether at the national level or worldwide level.
My country's delegation urges the Director -General to adopt a new planning procedure, involving
the participation of competent authorities in every country with the specialized services of
the Organization at both the regional and central levels, on a part -time basis. Such a
procedure will create more interaction between Member States and their Organization, and more
understanding of. the philosophy and planning aspects when the programme is put into action at
the country level.
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My country would reemphasize the importance of health manpower development, provided that
it is tailored to community requirements and produces health workers who are bound by a moral

obligation and have a full sense of belonging to the profession and the community. My country's

delegation also notes the increasing attention given by the Organization to the question of
drugs and pharmaceutical preparations, and emphasizes the need for even further efforts so as
to enable developing countries to use their limited resources to the utmost, particularly as
the prices of drugs are rising exorbitantly and threatening health plans in many countries.

Mr President, distinguished delegates, in the Jamahiriya we are building a state of
Jamahiri, with no rulers and no subjects; authority, wealth and arms are in the hands of the

people. We are beginning to see the results of the people's drive for progress in all
fields, particularly in the field of health. On this occasion I would like to commend the
fruitful cooperation between us and friendly States and their efforts to promote our health

services.
Mr President, distinguished delegates, my country's delegation has considered the report

of the special committee of experts appointed to visit the occupied Arab territories and
Palestine to investigate the unfavourable health conditions of the Arab population and the
aggressive practices of the Israeli authorities, which use all forms of racial discrimination
and oppression, inconsistent with the humanitarian objectives of the Organization. Although
it is a preliminary report based on a brief visit to these territories, it illustrates the
way the racial regime in Palestine misleads world opinion and demonstrates the inherent
aggressiveness and oppressiveness of that regime. My country's delegation therefore appeals

to you to put an end to this inhuman oppression, to curb this flagrant violation of the
Organization's principles, and to take a firm decisionto apply Article 7 of the Constitution,
suspending Israel's membership until it returns to reason and abides by human principles, and
is worthy of belonging to the WHO family.

In conclusion, Mr President, I would like to welcome the Republic of Djibouti as a new
Member of the Organization and wish the new State all progress and success. It also gives me
pleasure to express gratitude and appreciation for the efforts of the Regional Director for
the Eastern Mediterranean, Dr Abdel Hussein Taba, for the progress the Region has made in

health care.
"Say and do what you ought to do, for God will see your deed and so will His Prophet and

the faithful."

Dr HIDDLESTONE (New Zealand):

Mr President, like my many other colleagues, I wish briefly to express my delegation's

congratulations on your appointment. As this is the thirtieth anniversary year of the
World Health Organization, the New Zealand delegation wishes to add its congratulations on
the work already achieved and the evidence of worthwhile initiatives for the future. After
a succession of outstanding Directors -General, the New Zealand delegation wishes to add its
tribute to the outstanding leadership given by Dr Mahler and to express its sincere pleasure at

his appointment for a further period. His prophetic vision, his practical leadership and his

ability to encourage a broader world approach make it most appropriate for him to continue

in his present role.
New Zealand was one of the early signatories to the founding of WHO and has, throughout

the history of the Organization, contributed to the full. Despite - or perhaps because of -

its size, New Zealand has been able to undertake developmental projects in health which have
excited the interest of many larger countries. Against this background I would like to

relate a recent development which is in complete harmony with the current WHO thrust of

emphasis on community health services. Like other developed countries, our main development

in the past has been in the direction of institutional medical service care.
We recognize, for humanitarian reasons, that a far better general health service can be

developed with emphasis on the prevention of disease, early detection of disease and, above
all, the instilling of a more responsible attitude in the public towards their own positive

health. Much of the work of WHO and many of its endeavours in primary health care have been
discussed as a diametrically opposed evolution to the existing emphasis on institutional

specialist care. We believe that in New Zealand we have developed a technique for changing

the emphasis rather than making radical change. This has been achieved by the relatively

simple expedient of imposing a small duty on cigarettes and alcohol. The tax involved

amounts to one cent on a packet of twenty cigarettes and one cent on a glass of beer. In

the New Zealand setting this brings in approximately $ 28 million in a full fiscal year.
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Perhaps, to put this in perspective, I should mention that the New Zealand health vote is
$ 800 million for the current year.

When this tax was first mooted, it was suggested that the money obtained should be
applied to community health care. This met a ready response from the public, who felt that
this was a good object - that there seemed something peculiarly appropriate about applying
money gained from some of the less desirable social habits towards improving the health of
people in general. But it is the application of this money that I would like to bring
before the distinguished delegates to this Assembly. Instead of the Health Department or
the Government using this money to develop community health projects, a list of desirable
objectives was produced and it was indicated to the hospital boards - that is, the local
authorities controlling hospital services in New Zealand - that this money was available for
them to spend on community services. This has met with a remarkable response and has had a
most important secondary effect. Hospital boards in New Zealand, like authorities
controlling hospital services anywhere in the world, have always centred their interest on
the hospital and its technological advance. Now, for the first time, they are attracted by
readily available finance to look beyond the four walls of the hospital and see the prospects
for improved services in the community which, in turn, will lessen the demand on their
facilities. In other words, they are not only doing something that helps people in general
but are helping themselves in providing services at the same time.

As a result of this initiative, more public health nurses have been employed in
areas of particular need; the transport to enable them to undertake their domiciliary work
has been provided; improved services for particular needy groups, such as the

intellectually handicapped and the elderly, have been developed; guidance and counselling
services for people with needs that are both medical and social have been substantially
expanded. All this has reinforced public acceptance of this new endeavour.

But the point I wish to make above all to my distinguished colleagues at this Assembly
is that this seeding money has had a much wider effect than the mere provision of community
services. We now find that our hospital boards have enlarged their vision so that they no
longer see health in terms of medical specialist institutional services but are themselves
looking from their traditional budgets at ways and means of moving towards primary health
care and community health services. Thus the Department has received a substantial number
of requests for work in this area which formerly would have been totally foreign to their
interests and endeavours.

So, Mr President, I would like to commend this example as a means for evolving a bridge
between institutional specialist medical care and the proper evolution of a broader health
service in which treatment is only a significant part.

Dr RWASINE (Rwanda) (translation from the French):

Mr President, distinguished delegates, our delegation joins those that have preceded it
in congratulating the President elected at the Thirty -first World Health Assembly. We should

like to wish him, the Vice -Presidents of the Assembly, the Chairmen of the main committees and

the officers of the Assembly every success in their work. I should also like to thank Dr Tapa,

President of the Thirtieth World Health Assembly, for his devotion, forcefulness and competence

in guiding its work.
The real revolution that has taken place in our Organization, the success of its programmes

of work in 1976 -1977, could not have occurred without the drive, imagination, competence and
unflagging concern for social justice and better health for all shown by Dr Mahler. Of

course, there is close cooperation between Dr Mahler, his Deputy, Dr Lambo, the Executive
Board and the WHO Secretariat. My delegation is full of admiration for this climate of under-

standing and cooperation which determines our Organization's success.
Executive Board resolution EB61.R2 nominated Dr Mahler for the post of Director -General of

WHO and recommended the extension of his term of office. Our delegation supported that resolu-
tion because Dr Mahler has a great deal of experience and has managed the Organization on sound

principles. We take this opportunity of offering him our sincere congratulations on his re-
appointment for a second term of office.

We have read the Director -General's report with great attention. It is a very instructive
document and contains programmes and advice which Member States should take into account. The

decision taken by the World Health Assembly last year to set as a main social and health target
in the coming decades, "the attainment by all the citizens of the world by the year 2000 of a
level of health that will permit them to lead a socially and economically productive life ",

deserves encouragement and support. The Director -General rightly emphasized the importance of
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a reorientation of the work of WHO and the urgent necessity of enabling the more impoverished

peoples to achieve an acceptable level of health.
Rwanda, like all developing countries, is faced with serious problems of nutrition,

drinking -water supply, environmental health and communicable disease control.
The health statistics of our country have recorded several cases of malaria and, since the

end of 1977, many cases of cerebrospinal meningitis. Our authorities are sparing no effort

to control these scourges; they are striving to promote the socioeconomic development of the
country and are giving priority to preventive medicine and primary health care for the rural

masses.
In regard to nutritional problems, the Government is encouraging the population to adopt

rational methods of agriculture and livestock rearing. The years 1976 and 1978 have been pro-

claimed years for the increase of production and of livestock numbers.
Our nutrition centre in Ruhengeri is responsible for teaching and biomedical research in

the sphere of nutrition and is already providing training in the subject for the health and

social workers of the country. It needs cooperation and support from WHO and FAO in order to

develop and fulfil its mission, in which our Government places great hopes.
Our delegation welcomes the choice of "National policies and practices in regard to

medicinal products; and related international problems" as the topic for the Technical

Discussions in 1978. The purchase and supply of the drugs needed for providing essential care
in the developing countries place a great financial burden on those countries. The

Organization's efforts to draw up a list of essential drugs are in line with my country's

wishes.
Our faculty of medicine is engaged in a research programme on traditional medicine. A

unit in the university laboratory has extracted from medicinal plants pharmaceutical products

that are being used. My Government would like cooperation with a view to developing this

programme.
In the mental health field, to make up for the lack of infrastructure and personnel we

support the principle of redirecting the mental health services and integrating them into the

general health care system. With this in view Rwanda has already begun this integration and

is counting on advice and cooperation from WHO, other international agencies and friendly

countries.
The delegation of Rwanda approves the emphasis laid in the reports of the Director -General

and of the Executive Board on training health personnel and halting the "brain drain ". On

this occasion we would like to thank the Regional Director for Africa and his assistants for
having understood these principles and having used them in tackling the increasing health

problems of our Region. My delegation would also like to thank them for all that they have done
for Rwanda and for the measures that are to be taken in regard to research on tropical diseases.

These then are the considerations that my delegation wished to put before you.

Dr ABDULLA (Yemen) (translation from the Arabic):

Mr President, ladies and gentlemen, on behalf of the delegation of the Yemen Arab
Republic, permit me, Mr President, to offer most sincere congratulations on your election as

President of this Thirty -first Assembly. I also congratulate the distinguished Vice -

Presidents and the Chairmen of the committees and wish you every success in your labours. I

am hopeful that our meeting, attended by Member States, will adopt major decisions and
recommendations for the benefit of all mankind.

In the sixth plenary meeting of this Assembly, Dr Mahler was unanimously reappointed as
Director -General of WHO, which is proof of Dr Mahler's unlimited capacities and distinguished
diplomacy in guiding the Organization to achieve the objectives set out in its Constitution.
On this occasion I would like, on behalf of my country's delegation, to extend the warmest and
most sincere congratulations to Dr Mahler on the confidence placed in him by all delegations

attending this Assembly. We wish him success in fulfilling his tremendous tasks, foremost
among them the objective he has been and still is working for, health for all by the year 2000.

Mr President, ladies and gentlemen, the report presented by the Director -General of WHO to
the World Health Assembly bears witness to the Organization's willingness and determination to
promote individual and community health to the highest possible levels. I am fully confident

that if these efforts are combined with the efforts and determination of developed countries
to provide aid and assistance to others less privileged, many of the diseases and epidemics
still prevalent in various parts of the world will vanish. The full cooperation and mutual
confidence between my country and WHO, other international organizations, bilateral assistance
agencies, friendly and brotherly countries, and nongovernmental institutions - all of which
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have rendered my country great services and valuable assistance in the field of health - give
us tremendous support and a strong motive to overcome the limitations and difficulties that
hinder our development and the promotion of our health and medical services. To all of them,
may I express our deep respect and appreciation.

Mr President, I would now express thanks and appreciation to Dr Mahler and his staff at
headquarters and at the Regional Office for the Eastern Mediterranean, headed by Dr Abdel
Hussein Taba. The five -year development plan in Yemen includes the first five -year health
plan, and about one year ago we started to implement some of the programmes and projects con-
tained in the health plan. The Ministry of Health intensified its efforts by giving priority
to the basic health services programmes of primary health care, as the cornerstone for the
establishment of health care in our country, particularly in its rural areas. A few months
ago the Ministry, in cooperation with the Regional Office for the Eastern Mediterranean,
formulated the basic health services programme "Primary Health Care" and issued a document
describing it. The State has also paid great attention to the integrated rural development
project initiated under the first five -year development plan; this has been linked with the
primary health care programme and allocated the greatest possible amounts of funds and
resources. It also appealed to brotherly and friendly States and to international and other
organizations for contributions to the cost and financing of the programme so that the planned
objective can be achieved.

The implementation of the various programmes and projects under the first five -year health
plan is entirely dependent on the availability of an adequate number of medical staff, pharma-
cists and assistant technicians. Our shortage of such staff is by no means easy to deal with;
but for the near future we are counting on our physicians and pharmacists studying abroad to
supplement those already working in the country; as the health institute in Sana'a and its
branches in other main towns also produce a number of technically trained health workers each
year, we are reasonably optimistic that we can implement these various health programmes and
projects and overcome the present limitations and problems. My Government will spare no effort
to use experts and technicians from other brotherly and friendly States to enable us to catch
up with other countries.

Our authorities, convinced that health problems in every country arise from differing
environmental health levels and are due to centuries of ignorance, have set up a high -level
committee for environmental sanitation and control of epidemics, based on the capital, Sana'a;
its members include representatives of all public service ministries in the State, and it has
subcommittees at appropriate levels in other governorates. Its aim is to promote public health
and environmental sanitation to the satisfaction of both the authorities and the general
public. The Ministry of Health has therefore intensified its efforts and launched health
education campaigns through all the available information media. The maintenance and exten-
sion of this continuous effort will bring about a remarkable improvement in health conditions
for all citizens. Moreover, the Ministry of Education has introduced health education and
guidance as a subject in its curricula and, with the cooperation of the Ministry of Health,

has established a school health service coordination council for the same purpose. In the
near future this will bring positive benefits for every individual in our society. The new
generation of graduates from schools, institutes and faculties will be our main support in
the construction of the new Yemen, the Yemen of prosperity, progress and helpfulness to others.

Mr President, ladies and gentlemen, my country's delegation warmly welcomes the brotherly
Republic of Djibouti to membership of our Organization. On this occasion, permit me,
Mr President, to remind our honourable Assembly of the numerous health problems suffered in
the newly independent countries. I would therefore request our Organization to extend urgent
aid and assistance to this new Republic so that it can quickly overcome some of its acute
health problems and improve the medical and health services provided for our brotherly
Djibouti people. In conclusion, Mr President, I wish you all every success and good luck.

Dr ESCALANTE MONGE (El Salvador) (translation from the Spanish):

Mr President, Mr Director -General, ladies and gentlemen, first of all I should like to
offer my congratulations to Mr Kamaluddin Mohammed on his election as President of the Thirty-
first World Health Assembly, wishing him every success and expressing our confidence that,
thanks to his outstanding abilities, wise and important decisions will be arrived at during
this session. My congratulations to the Vice -Presidents of the Assembly too. I should also
like to congratulate Dr Mahler on his brilliant gifts and abilities, so well exhibited in the
running of the World Health Organization. It is an honour for the delegation of El Salvador
to be able to congratulate Dr Mahler on the renewal of his appointment as Director -General of
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WHO; the decision of the World Health Assembly was fully supported by my delegation. Allow
me, Mr Director -General, to offer you our best wishes for your new period of office at the

head of the Organization. I also associate my if with the congratulations offered here to
WHO on the completion of its thirtieth year of existence. To the distinguished delegates at
this World Health Assembly, cordial greetings from the people and Government of El Salvador,
which I would ask them to convey to their peoples and governments.

Mr President, it is very encouraging to take cognizance of the successes achieved by our
Organization and so clearly described in the report of the Director -General. Another source
of encouragement resides in the efforts we are about to put forth in order to reach the social
objective defined as "the attainment by all citizens of the world by the year 2000 of a level
of health that will permit them to lead a socially and economically productive life ". I

believe that with an effort from each one of us in our respective countries we shall achieve
the desired results.

With this objective in view, and operating on the principle that health and development
are inseparable, we in El Salvador, a country 21 000 km2 in area and with four million inhabi-
tants, are engaged in an endeavour to bring health to every corner of our national territory,
and we have accordingly set ourselves the target of expanding and modernizing our entire net-
work of health services, which will mean better coverage and a larger number of hospital beds.
By the end of 1979 we shall have covered all the 260 municipalities as far as concerns the
objective of providing each of them with its respective health service.

My country's health policy is being conducted under the slogan "Welfare for all ", and in
its implementation the greatest possible degree of participation by the population is sought.
To achieve this we have a programme of work whose main activity consists in training rural
community leaders to become counsellors in the health field, particularly with regard to the
medical services suited to each situation. Our belief in the importance of achieving more and
better training of our medical and paramedical personnel has led us to reorganize our Depart-
ment of Manpower Training.

Mr President, our planning in the health sphere is based on integration of our various
programmes into the health system in general and primary health care in particular. Within
this framework we are addressing ourselves to the improvement of the environment, particularly
through intensification of the programmes of latrine construction and establishment of water
supply systems throughout our rural sector. At the same time, our Ministry of Health is
coordinating the work of a governmental committee whose main activities are directed towards
improving the nutritional status of the most needy sectors of the population; this coordinated
action includes participation by the ministries of agriculture, stock -raising, labour and the
economy.

We share Dr Mahler's conviction that health policy has to be formulated and applied in
consultation with other sectors of government and of society. This is the principle

that energizes and guides our food and nutrition programme to which I have already referred.
Our fluoridated mouth -wash programme is being conducted jointly with my country's education
authorities. We are actuated by the same spirit in the programme to train health leaders and
counsellors in the rural communities; and we are proceeding in the same way with our family
planning programmes, alive also to the fact that population growth is a brake on our economic
development, and in this sphere we are exerting continuous and intensified efforts. In short,

Mr President, my Government's health policy is manifested in a constant desire to participate
in all programmes and projects that have a bearing on the health field. This philosophy
illuminates our actions and stimulates our technical staff to participate in and support the
undertakings being conducted by the various Secretariats of State of El Salvador.

With regard to the recent institutional restructuring of the Ministry of Health of my own
country, I have pleasure in mentioning that we have increased the attention we are devoting to
mental health, through the establishment of a directorate specifically concerned with this

area. We are also hard at work organizing a drug quality control laboratory, with the aim of

ensuring that our population is supplied with medicaments subjected to careful testing.
Mr President, I should not like to close this statement without mentioning that my

Government is energetically continuing its fight against tuberculosis. All our cases are now
under proper supervision. With regard to malaria, we are proud to be able to state that we
have succeeded in reducing the number of cases of this disease by some 60% over the past two
years. Nevertheless, we realize that malaria continues to be a worldwide problem and that in
order to combat it it would be desirable to devise machinery for coordination with other

international organizations; in the past the joint UNICEF /WHO programme proved its effective-

ness. We are also pinning our hopes on continuation of the research on an antimalaria vaccine



TENTH PLENARY MEETING
261

which, if it is crowned with success, would bring relief to the populations suffering from
this disease and enable more funds to be devoted to other programmes aimed at achieving health
for all by the year 2000. Efforts to control cardiovascular diseases and cancer are given
full support in the programmes of the Ministry of Health of my country.

Finally, my Government would like to place on record that its efforts in the health field
have received powerful stimulus and support from the various cooperation programmes of the
World Health Organization, and it is our hope, as a developing country, to continue to enjoy
that cooperation.

Professor MENCZEL (Israel):

Mr President, distinguished delegates, I wish to join in the congratulations of the
previous speakers on the election of yourself as President and to express my sincere
congratulations to the distinguished Director -General on his reappointment for a second term
of office. Dr Mahler's leadership has brought the World Health Organization to new and
important achievements, thus improving the health standards of large populations. In the
months and years ahead, it will be our shared responsibilities to maintain the high ideals

and standards of this worthy Organization and to develop its leadership and support for the
cause of advancement of health. It is for this purpose that we are assembled here and for
which we work each in our own areas of responsibility.

Mr President, I want to express my support for current interests and discussions in
this forum on the difficult questions of planning, development, and evaluation of health
services. My country, like this Organization, has learned much in its thirty years of
independence. Our experience has brought us through difficult periods of development and
integration of persons from many countries, including our neighbouring lands. We have come
to appreciate that increasing the number of hospitals, clinics, doctors, nurses and other
health workers is important, but it is not the whole story in developing services appropriate
to the needs of the people. Such resources can be wasted, and in some ways even harmful, if
serious attention is not paid to the relationship and interaction of health services.

It is in this context, Mr President, that intensive debate and planning activity are
going on currently in Israel with respect to review and reform of our health service system.
We are now looking into the possibility of implementation of a truly national health
programme of health insurance for all our population, with decentralized administration of
regional and local health services. We are placing stress on integration of preventive and
curative programmes, as well as increasing coordination between health and social services.
There is a need for continuing review and revision in our health system. We are putting
considerable stress on revision of our public health law and on increased monitoring of safe
water, sewage and garbage disposal, and ecological issues related not only to the problems
of transmission of infectious disease but also to toxic and carcinogenic elements. It means
attention to ills generated by modern lifestyles - heart diseases, strokes, road accidents,
and other major contributors to premature death and disability. It also means concern for
housing standards, nutrition, dental health, and programmes of community mental health, care
for the chronically ill, the elderly and so on. We have problems to overcome - obsolescent
hospitals to replace, nursing shortages, shortages of trained health administrators and other
health planning personnel. Finding the right balance and relationship between specialty
and hospital care and community -based preventive and curative services is one of the most
difficult problems which I believe we all face.

Mr President, even though this matter will be discussed in detail later in committee,
at this time it is appropriate for me to refer to the health situation of the administered
territories. I believe that, objectively, it is fair to state that there has been much
progress over the past years in health services and in the health status of the populations
of these territories. Of course, it is also fair to state that much more remains to be done.
It is, however, patently untrue to say that health conditions have deteriorated, as is alleged
by non -friendly delegations. The health services, standards, and parameters of the administered
territories, as everybody well knows, have improved tremendously and brought about a complete
positive change in the health state of the population. Many outstanding achievements and
improvements in the health system in the territories were omitted from the report submitted
by the Special Committee of Experts to the Thirty -first World Health Assembly. As a
physician, I will refrain from making any political remarks, with the sincere hope that the
Assembly will be able to concentrate on professional and specific matters.

Time will permit only a few specific points in reference to the health situation, but
these may help illustrate the progress made. Control of infectious diseases has made
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enormous strides; as an example, there were no cases of cholera in these territories in 1977
despite a major epidemic in the Middle East and extensive movement of peoples throughout the

areas. Polio has been almost eradicated and special new efforts recently completed will,
we hope, make 1978 a year virtually free from this disease. Tuberculosis control has

substantially reduced the number of new cases. Measles is coming under control. There is no
more malaria in these territories. Maternal and child health care has been greatly expanded,

and as a result infant mortality has fallen. Hospital renovations, re- equipment and, especially,
department developments have been extensive, bringing modern standards of health care to the

people. The new and modern Rafidiah Hospital was opened in Nablus in 1976; the Shifa

Hospital in Gaza was recently renovated and enlarged as was the Nasser Children's Hospital

in Gaza. Many specialty units have been added to hospitals on the West Bank. As an example,
the Ramallah Hospital, which up to 1967 had only medicine and surgery units with five medical
staff, has added paediatrics in 1970, obstetrics and gynaecology in 1970, dialysis in 1973,
vascular surgery in 1975, gastroenterology in 1976, a coronary care unit in 1976, and is
now staffed by more than 14 medical officers of the different specialties. It has become
one of the referral hospitals for the southern region, and future planning for additional
services such as ear, nose and throat, neurology, perinatal intensive care, and more paediatric
beds, is in preparation. The school of registered nurses in Ramallah will graduate its
first class of 16 in 1978, now takes 30 students per year, and will be expanding the class
to 70 students per year. The X -ray technicians' course in Ramallah will graduate its first
class of 16 students in June 1978, having completed their course, which included periods of

experience in teaching hospitals in Israel. A new outpatient facility has been completed

at the Ramallah Hospital and new X -ray equipment installed. Rural integrated health centres

in Gaza have been made available to all the people of the area; in the West Bank, many new

or renovated and re- equipped clinics and health centres have been opened in all districts.
The voluntary health insurance recently established will remove financial barriers to health
care, while providing a broader base of funding and participation of the consumer in

health care costs through prepayment.
Health care manpower has more than doubled in all sectors in the territories. Health

manpower training programmes, professional and paraprofessional, have been established,
with schools for registered nurses both in Judea -Samaria and in Gaza and a number of schools

for practical nurses in both areas. There has also been a growing emphasis on inservice and

postgraduate training for physicians, other health workers and administrative personnel.
It goes without saying that more remains to be done, including upgrading of pay and

conditions of service. In this respect a process of review and reappraisal has been under

way for some months. I was pleased to receive just a few days ago the report and recommendations

of a local Joint Planning Committee for Health Services in Judea -Samaria. The committee

consisted of senior physicians and others from the health service of the territory and the
Israeli Minister of Health, all with direct experience in hospitals, public health and health

manpower in the West Bank. The report makes a number of very important recommendations:
decentralization of administration, a Judea -Samaria Health Council, integration of preventive
and curative services, priorities in further development of the public health infrastructure

and manpower, training and service conditions development needs.

Mr President, much work has been done, and is being done to improve health in the
territories. The public health infrastructure of water, sewage and garbage systems is being
improved and extended. The preventive health care service structure is being extended to all
villages and urban areas. In Gaza -Sinai preventive curative services are now integrated
and linked to hospital specialty services, especially in paediatric care. The hospitals in
both territories have been renovated and are being updated in equipment and developing
specialty services. Health manpower has at least doubled and new training programmes for
registered nurses, practical nurses, paramedical workers, and administrative personnel
have begun. As well as development of the health services, economic development, full
employment, and modern housing construction have helped to advance the health situation of
the territories.

Mr President, let me conclude by stressing the vital role of the World Health Organization
in the continuing struggle for development of the health of the people. To achieve the goal
of health care for all by the year 2000 we must dedicate ourselves anew to this great goal,
so as to enable the skills and talents of health planners and health workers everywhere to

fulfil their tasks. Let us not be deflected from this high goal by political or sectional
interests or disputes.
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Mrs AFFANDI (Comoros) (translation from the French):1

Mr President, Mr Director -General, fellow delegates, ladies and gentlemen, the delegation
of the Comoros wishes to convey its cordial congratulations to the President and the Vice -
Presidents of the Health Assembly, the Chairmen of the main committees and other officers of
the Assembly, and to the Vice -Chairmen and Rapporteurs of the main committees on their well -
deserved election to their respective posts.

Ladies and gentlemen, it is a great honour for the delegation of the Comoros, led by
Dr Abdallah Alaoui and myself, to be able to bring you today our respectful and fraternal

greetings on the occasion of the Thirty -first World Health Assembly. This day is a memorable
one for us Comorians in that it reflects for us a period during which we won the sympathy of
all the fraternal peóples represented here, who evinced a great understanding of the health
problems of our country and have subsequently made every effort to give us moral and material
support so that our people can control disease and maintain its health.

1977 was a year of struggle for our young State, for it was a year marked by an economic
recovery which is still continuing. It is the year in which our young State, faced with the
problems of our country, has sought a global strategy for social and economic matters. The
situation in the Comoros when it acceded to independence was extremely difficult, but the
years 1977 and 1978 have enabled us to clear a certain number of obstructions in our society
and to reorganize our social, political and administrative structures.

Summary of the health situation in the Comoros at the beginning of independence

In so far as installations are concerned, the Comoros had 2 main hospitals with 475 beds,
4 health units with 32 beds, 4 rural maternity homes with 8 beds each, 2 medicosocial centres
and 46 medical posts geographically so badly distributed that the more remote areas were
poorly provided with health care. There was therefore one hospital bed for every 470 inhabi-
tants

In regard to health manpower, after French assistance had stopped the Comoros had 7
doctors (2 of them surgeons), or one doctor for every 45 000 inhabitants, 3 State -registered
midwives, or one per 103 000 inhabitants, 142 locally trained nurses of varying but often poor
standard, since most of them were in fact retrained former auxiliaries or stretcher -bearers
who had been supervised by French technicians.

The sudden departure of those technicians and the stoppage of French financial assistance,
which up till then had accounted for over two -thirds of the health budget, led to a poor
health situation.

It must also be underlined that when the French were present medicine in the Comoros was
mainly of the curative type and at primary level. Methods of prevention and health education
for the masses were inadequate and sometimes even lacking altogether, because of the absence
of an appropriate organization. The Comoros bore huge costs for evacuating to neighbouring
countries sick people who could not be treated on the spot. After independence, therefore,
the authorities adopted emergency solutions to ensure a better management of public health for
the benefit of the most under -privileged social groups. These solutions were (1) reorganiza-
tion of the health services in parallel with administrative decentralization, (2) accelerated
training on the spot of medium -grade health staff as part of special secondary education,
(3) selection and retraining of the existing health staff, and (4) enlistment of the help of
the people in health activities (training of voluntary community health workers).

Against this background of training, the revolutionary movement made immense efforts to
help the health services through literacy campaigns among all social groups.

Objectives of the health service

The main objective is health for all by trying to provide healthy conditions to the
utmost possible extent rather than by accumulating equipment and supplies for curative

medicine, which are a financial burden. In view of the limited resources available to the
State the new organization of the health services was based on the establishment of two
technical health boards, each with branches, namely (1) the technical board for the main State
hospitals and (2) the technical board for basic health services.

1 The text that follows was submitted by the delegation of the Comoros for inclusion in

the verbatim records in accordance with resolution WHA20.2.
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Technical board for State hospitals

At this level specialized curative medicine is provided; this is to be improved in all
its aspects so as to reduce to a minimum expensive medical evacuation to other countries.
There are two State hospitals. These hospitals enjoy independent management and are at
present receiving grants - in particular, quite considerable assistance from the European
Development Fund for improvements and purchases of equipment.

As for running the hospitals, there has been a bilateral cooperation agreement with
Italy since February 1977 under which medical specialists and health technicians are sent
from Italy. It was with sorrow that we learnt of the tragic death of Mr Aldo Moro and we
share the mourning of our Italian friends.

Basic health services

This is the priority aspect of public health and the objectives are as follows:

- Health education (in hygiene and nutrition). It should be noted that there are
considerable protein deficiencies among children in certain areas of the country.

- Preventive services and environmental sanitation.
- Maternal and child health.

- The control of diseases, in the following order of priority: malaria (over 35% of
the inhabitants are infected with the parasite and it is one of the main causes of
illness); intestinal parasitic diseases (70% of children aged 1 -10 are infected,

mainly by Ascaris); filaríasis; gonorrhoea, of which there is a recrudescence in
the urban areas; pulmonary tuberculosis (in 1974 there were 184 reported cases;
in 1977 a BCG vaccination campaign covered 1467 children); and leprosy, the incidence
of which is tending to increase (129 reported cases in 1976 and 203 in 1977). As part
of the preventive services a campaign to give tetanus injections to women of child-
bearing age has been undertaken. This year WHO made a large contribution to a mass
campaign for vaccination against smallpox covering 78% of the population. Side by

side with these objectives the Comoros are making an effort to slow down a population
increase which is a cause of anxiety in a newly emerging State. The birth rate at
the moment is 4.5% and infant mortality 25 per 1000 - a mortality rate aggravated by
inadequate hygienic conditions and poor nutrition that is compounded by social
prejudices which find a large number of edible products repugnant. Information to
improve the position of women is being provided at every level (discussions, advice
and contraceptive methods).

- Training of health personnel. Here we wish to thank WHO and UNICEF most cordially
for the close cooperation they have given us in training health staff, a cooperation
deserving of every praise. Since 1973 WHO has been training in the Comoros two
graduation groups of nurses and nurse -midwives. In 1976 and 1977 six State -registered
midwives trained in Africa have been added to our staff. These health personnel are
the vanguard of our hospitals and technical health support centres. This year about
100 pupil. - being trained in five branches of public health.

In other countries there is a tendency to believe that in the Comoros the authorities do
not bother about the people's health. It is necessary to be on the spot to judge this and
to see the State's efforts to contribute to the operating expenses of hospitals and health
centres, the efforts of the population itself and its thirst for knowledge of the principles
of hygiene, the valiant attitude of health staff whose numbers are still insufficient and
the efforts of the young people to acquire special training in public health - these young
people who are aware of their country's problems and who are doing everything to succeed.

Bilateral cooperation with Canada, instituted in February 1978, is supplying doctors and
nurses.

Means available for providing basic health services

In so far as installations are concerned, in 1975 there were four health units with four
rural maternity homes and two medicosocial centres; in 1978 there were 10 technical health
support centres in operation, each with 32 beds, and 10 rural maternity homes, one in each of
the support centres and each comprising eight hospital beds.

As for the staff available, whereas in 1975 there was one physician for every 15 750
inhabitants, in 1978 we had 10 physicians, 20 midwives, 107 nurses and 10 laboratory workers.
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The strategy of health -service decentralization is impelling us to set up in each
moudiria (a moudiria is a regional subunit) an auxiliary technical health support centre. In
the Comoros the moudiria is a standard type of commune. This moudiria technical health
support centre is a primary health care dispensary with a department in which normal births
will take place followed by a short period of postnatal care. This care will be given in the
villages by nurses, nurse hygienists, community health workers and retrained traditional
birth attendants. Altogether, in the moudirias as a whole, there will be 57 auxiliary
technical health support centres. WHO staff and the staff sent under the cooperation agree-
ment with Canada will participate in the training and re- training of the personnel employed.
Every village will be given a hygiene centre where health education will take place and
where preventive methods will be taught (there will be 300 such centres in all).

The unit for supervision of the outlying areas will be the technical health support
centre. There are seven such centres in the three liberated islands of the Comoro archi-
pelago. In addition there is the State pharmacy just established as a result of WHO coopera-
tion with a view to defining the needs for medicaments to be used in the country so that they
can be better managed and distributed throughout the State health services. A bilateral
cooperation agreement has resulted in the sending of a Swiss Red Cross pharmacist to work in
the State pharmacy.

We trust that WHO, which has already done a great deal for us, will continue to guide us
in improving the training of our staff. We should also like the Organization on our behalf
to persuade our brother States to give us moral support and encouragement in trying to achieve
our health objectives.

Dr FAUSTINO (Cape Verde) (translation from the French):

Mr President, Mr Director -General, distinguished delegates, first of all I should like to
convey, on behalf of my delegation, my sincere congratulations to the President and Vice -
Presidents and other officers of the Assembly on their election and to express our satisfaction
with the great contribution they are making to the Thirty -first World Health Assembly and the
brilliant way in which they are guiding its work.

We hesitated a great deal before deciding to come up to the rostrum, because, after listen-
ing to the masterly presentation of the report of the Director -General - to whom we should like
to convey our sincere congratulations on his reelection - and the brilliant interventions that
followed, we were afraid that in taking the floor we might be subjecting you to tedious repeti-
tion. However, we feel it our duty to make some observations. We are taking this opportunity
not in order to inform you of our experiences in our efforts to set up a health system but,
above all, to acquaint you with the matters that are causing us concern - although luckily, from
the point of view of principles, the policy which our Organization is trying to implement does
cover these matters.

We have been agreeably surprised by the technical progress achieved in various Third World
countries as reported in their delegates' contributions to the discussion. Unfortunately, we
must admit that the health situation in our country has not achieved such spectacular advances
as have been mentioned here at this Thirty -first World Health Assembly. Moreover, we realize
that any progress that our health system may make cannot be of much significance in face of the
enormous needs of our people. We shall not therefore deal at length with those needs here.
After all, what miraculous feats could possibly have been achieved in a small country which
acceded to independence less than three years ago, after centuries of grim colonial domination,

and under the extremely unfavourable conditions that characterize the Sahel region in which the
Republic of Cape Verde is situated?

We do not feel, either, that listing all our difficulties is particularly important. We
shall simply remind you that in our country, with ten mountainous islands and a scattered popu-
lation living off agriculture, it has not rained for nine years. The consequences of such a
situation are obvious. Water, whether it can be used for drinking or not, is to be found only
in ludicrously small amounts. The nutritional situation, as you can well imagine, is highly
disquieting, as a WHO mission has already noted. The impact of these shortages on the living
standards of the masses can easily be imagined, especially if it is remembered that the absence
of productive resources is one of the characteristics of the situation in Cape Verde today. This
situation, which can be found in other countries with similar features, has been worsened in
the extreme by the present crisis, for the Republic of Cape Verde is the worst stricken of all
the martyred countries of the Sahel. We have already on other occasions defended our thesis
that an analysis of the factors that limit our progress is not equivalent to seeking to justify
the existence of problems, but represents rather the first step towards finding a solution,
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which can only be based on a full knowledge of what the problems are. If we persist in speaking
of our problems rather than our achievements, it is because they are more significant than the
achievements, although we have no doubt that the problems will be solved. For their solution
we are counting on an invaluable resource - the people of Cape Verde. For it is the people who
will ensure the final victory of health and social justice, even if a very positive contribution
may be made by other factors.

Mr President, in our opinion one of the most positive aspects that we have found in our
Organization is precisely the right perspective that it seeks to give to attempts to resolve
world health problems. The integration of health in overall development is to our mind the most
striking aspect of WHO's policy in recent years. This standpoint has found in the Director -
General a valuable and greatly gifted defender. It is a fact that the real solution to the
health problems facing mankind will only be found when the immeasurable riches that man has
already accumulated are redistributed, a process which entails enormous difficulties. While at
the national level the only possible concept is that of health as a factor in and consequence
of development, the extension of this principle to the whole planet through the social and
economic integration of the modern world is the only alternative to mere Utopian dreaming.
Despite all the great scientific and technological advances being made by mankind, the realiza-
tion of one of the greatest aspirations of all human beings therefore remains an essentially
political problem.

Mr President, we all know that putting a problem in proper perspective is not the same as
solving it, although it may indicate possible ways of achieving the objectives set and make it
possible to state the principles which we are convinced should form the basis of all cooperation.

In this connexion we should like, on behalf of our Government, to thank WHO for all the assistance
that it has given us in this difficult period of nine consecutive years of drought. Whether
expressed through the actions of the Director -General or of the Regional Director for Africa, the
solidarity of our Organization has been a fact for the 300 000 inhabitants of the Cape Verde
islands. We have already referred to the importance of politics in resolving world health
problems and we have also mentioned the burden of the colonial past. Under these circumstances
we consider it only fair that the great prospects of cooperation in public health between the
Portuguese people and the people of Cape Verde should be gaining new lustre, especially if
account is taken of the profound changes that have taken place in these two countries over the
last few years.

We do not doubt that all those in positions of responsibility dream of the day when the
target of "Health for all by the year 2000 ", or earlier, becomes a reality. We agree with the
Director -General that we must dare to dream. We for our part do dare to dream, but it goes
without saying that we dream "with our eyes open ", and we can guarantee that if this objective
is not achieved on time it will not be because of a lack of commitment in our people and our
Government. We think that a great boon that could be granted to very small countries like my
own would be a greater effort to understand their limitations. While we agree with the principle
of adapting cooperation programmes to the size of populations and the extent of the problems,
we feel that this principle should not be interpreted in such a way as to preclude proper
attention being given to the serious problems of small countries. Without wishing to exaggerate
trte factors that restrict our activities, we think it important to draw attention to certain
limitations on small Third World countries, where living conditions inherited from the era of
colonial domination are generally very difficult, particularly when the smallness of the national
territory is accompanied by an almost complete lack of resources, making it impossible to
establish the necessary structures, particularly in respect of public health. This is why,
without wishing to prejudice the legitimate interests of countries that merit particular
attention because of their size, their population and the seriousness of their problems, we
insist on the urgency of developing in greater depth the concept of cooperation with small
countries. Unless this is done there is a risk that the existing situation will drag on, if
only because of the impossibility of absorbing the assistance granted.

We nationals of small countries have had to become used to explaining to people from other
regions the exact position of our country on the map (and we take great pleasure in doing so),
but we should like the organizations and countries that are ready to cooperate with us on a

proper basis to relieve us of this extra chore.

Dr CAÑELLAS (Uruguay) (translation from the Spanish):

Mr President, ladies and gentlemen, at the point now reached in the discussion on items
1.10 and 1.11 of the agenda, and considering the contributions made by the delegations partici-
pating in this great Assembly, it is obvious that there remains little or nothing to say, so I
shall try to limit my remarks to what I find essential.
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First of all, I should like to add our congratulations to those already offered by our
predecessors on the floor to the President and other officers on the high distinction
deservedly conferred upon them and, very particularly, to Dr Mahler on his unanimous re-
election as Director -General of the World Health Organization.

In the second place, I have to express our enthusiastic and admiring approval of the
rigorous, courageous and exhaustive analysis made by Dr Mahler in his splendid speech of what
should be our policy, doctrine and strategy and the most sensible and practical way to tackle
and solve the problems involved in providing decent health care for all. We who are striving
to improve levels of medical care among peoples with scanty economic and financial resources
perceive the contents of that document as a stimulant and a solid backing for the complex
activities we have to implement. It is no empty rhetoric to assert that, to us personally, it
has come as an endorsement, as authoritative as it was unexpected, of the philosophy, planning
and programming which characterize our national health plan, whose execution we have begun in
our country as a material expression of the national health policy that we aspire to establish
with permanent projections.

It is not easy to attain the lofty objectives of the resolutions adopted by the WHO
Executive Board which are under consideration, or to meet the unexceptionable and unchallengeable
goals set by the Organization, when we have to rectify the economically burdensome duplication
of the care services by concentrating them; when we have to face the sometimes uncontrollable
natural increase in the cost of dynamic modern medicine; when we have to cope with the impact,

not always properly controlled, of the costs incurred for drugs in health activities; when we

have to overcome the numerical shortage of manpower, especially in the nursing and maintenance
sectors; and when we have to remedy the paradoxical situation in which there are physicians
without patients and population centres without physicians.

Fortunately, the activities launched to implement our national health plan are already
producing satisfactory results in the rectification of the shortcomings I have just mentioned.
Thus the specialized training instituted by the Ministry of Public Health in cooperation with
the Faculty of Medicine to prepare physicians with a suitable background and mentality for
serving in the rural areas is effectively enabling us to expand the coverage and extend it to
the remotest corners of our country.

The remodelling and expansion of the infrastructure are effectively enlarging the operating
capacity of the medical care system. The recruitment and placement of the necessary manpower
are improving the efficiency and effectiveness of health care. The economic stabilization and
recovery following an indispensable administrative reorganization are allowing us to invest
financial resources in the reconditioning and supplementation of our equipment and instruments,
thus making greater effectiveness possible in diagnosis and treatment and providing a stimulus
for the preventive, prophylactic, promotional and health education activities which constitute
the most economical and effective means of protecting the population masses.

These achievements have provided the model for an ambitious but rational programme
reorganization that holds out to a population well informed about the advances of modern
medicine the possibility of obtaining the accessibility and universality which, in our view,
should be the aim of an integrated health plan, when the population's right to health is recog-
nized and respected and they, jointly with the authorities, fulfil their obligations and duties.

The strategy of primary health care applied to the rural levels is thus complemented by
the growing complexity of the medical care structures functioning in every departmental capital,
the high -risk areas being reserved for a concentration of infrastructural and human resources,
under the aegis and supervision of the State but without State control or monopoly, in the
capital of a country whose total population is less than three million. The three coordinated
sectors (public, collectivized care and strictly private) in which the care is delivered thus
become beneficiaries of the more complex services: heart surgery, organ replacements, nuclear
medicine, oncology, treatment of severe burns, bank for cytostatic or little -used drugs, etc.
In this way our population is able to obtain comprehensive medical care, though responsibility
for activities in the sphere of health promotion, protection and rehabilitation will continue
to be mainly concentrated in the units of the Ministry of Public Health. Of course, basic and
complete medical care is also provided by the institutions that make up the collectivized and
private subsectors.

Some brief comments would be in order on the collectivized care subsector which I have just
mentioned. However, to keep within the time -limit and not tax your attention unduly, I shall
summarize by saying that it consists of a nucleus of private institutions which provide
care for slightly over one -third of the population against payment of a monthly contribution

that is very modest in comparison with the cost of medical care in other countries, with the
result that their economic and financial situation had deteriorated to a point which justified
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the measures for reinforcement and assistance that the Ministry proposed and adopted, particu-
larly in view of the fact that those are the very institutions which provide care for wage -
earners with social security coverage.

All the foregoing comments, which have elliptically bracketed together doctrine, planning,
policy and programming - and of this last we shall make no other specific mention than to say
we consider it sufficiently complete - allow us to accord, on the basis of these fundamental
points of agreement, our approval to the reports which are under consideration, adding thereto
our congratulations on the seriousness and profundity of their contents.

In conclusion, Mr President, allow me to raise, as a stimulus to the exercise of WHO's
unquestionable technical and moral authority, the matter of the concern felt, among peoples with
more imagination and desire for improvement than financial resources or material wealth, about
the desirability of considering formulae or mechanisms for supporting their efforts to keep
within their boundaries the manpower it has cost them so much effort to train, in order to
strengthen the means for implementing the programmes which are translating into reality the
goals so wisely defined by WHO and which, as far as our resources allow, we are applying with
wholehearted enthusiasm and conviction in the Eastern Republic of Uruguay.

Dr PINTO (Honduras) (translation from the Spanish):

Mr President, Mr Director -General, ladies and gentlemen, the delegation of Honduras would
like to congratulate the President on his election, which we consider well deserved in view of
all Mr Kamaluddin Mohammed's gifts. We also congratulate the Vice -Presidents of the Assembly
and the Chairmen of Committee A and Committee B. We take this opportunity, too, of congratula-
ting the Director -General, Dr Mahler, and his staff on his report, which we consider of
inestimable value.

Mr President, last year we reported that our country was working with a national develop-
ment plan in which the health plan was included. Since the present year is the last in which
this plan remains in force, it is important to take stock of what has been achieved with it.

The health policy was clearly defined by the Government through the Secretariat of Public
Health in 1974, orienting its activities towards the attainment of greater rural coverage and
giving priority to programmes of prevention and health promotion, control of malnutrition, water
supplies, development of manpower, maintenance of installations and equipment, and integrated
community development. In order to implement this policy it used two major strategies:
community participation and organization of the health services.

At the present date we can express our gratification at the results achieved mainly thanks
to the receptivity of the communities, reflected in their effective participation in activities
that benefit them, generating a positive attitude in the solution of their own problems and
throwing off the passivity which had characterized behaviour patterns in the past. As a result,
the community is now becoming an actor instead of a mere spectator.

The institutional personnel has progressively changed its attitude and is gradually coming

round to providing effective support to the health policy. In order to achieve this, activities
have been conducted to promote better awareness of the national situation, educating the
personnel on their own role in the improvement of health and positive change in the work they

perform. An important factor in health management is the orientation given by the Ministry on
the need to allow greater participation by the subordinate staff in the discussion and analysis

of problems, avoiding dictatorial methods.
We consider the participation of all to be of inestimable value for the attainment of such

objectives. We accordingly acknowledge the support which the Military Government has afforded
to the implementation of the health policy, quintupling the economic resources allocated to that

sector.
We have reviewed the participation of the community, of the institutional personnel and of

the Government - key elements for attaining the objectives set forth in a plan - and come to the

conclusion that their unity is indispensable.
However, we believe that the attainment of the objective proclaimed is clearly dependent

upon the political will to achieve it, on the replacement of obsolete structures, on the
adoption of pragmatic models that are relevant to the actual problems and will produce solutions
that are also practical in the light of our national characteristics, on the availability of
adequate resources and on their optimum exploitation and rational use.

At present we are working on the second five -year health plan; participating in its

preparation are the political, policy- making and executive echelons and, to some degree, the

community. The errors committed are being rectified and the successes will be consolidated.
We hope that our initial experience will become the fundamental beacon to guide our health
policy for our country's benefit in years to come.
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In conclusion, Mr President, we should like to place on record that we are putting into
effect the primary health care policy formulated by WHO and PAHO, struggling the while to
overcome major human and material obstacles, which will not deter us from stubbornly continuing
the battle to win for our people the health to which they are entitled.

Dr DE LA TORRE (Ecuador) (translation from the Spanish):1

The high regard due to the delegates of the Member countries of this Thirty -first World
Health Assembly, and also the valuable contribution that WHO is making every day to world
health, are the reasons that have prompted me to present on this occasion a conspectus of the
achievements and aspirations of my country, Ecuador, in regard to the health and wellbeing of
my fellow citizens. Allow me to convey to the World Health Organization, in the person of its
Director -General, cordial greetings from our country on the occasion of the holding of this
Assembly which, once again in the course of the years, has brought together a large number of
Member States all eagerly inspired by a single ideal: the universalization of the health and
wellbeing of mankind.

The developmentalist course on which the world is set today would make no sense if the
promotion of development were not pursued through harmonious improvement in the educational

and health conditions of its inhabitants, since every effort directed towards development has,
or should have, man as its central objective.

Of course, and in the light of the results of the first health plans and programmes, there
is no denying the ever more patent need for us to apply to our problems in this field our own
solutions, on the basis of research methodologies and guiding principles designed by ourselves,
in line with interests and convictions that must necessarily and exclusively stem from within
our own societies, as a consequence of their very particular conflicts. This does not imply
an attitude of hostility to techniques, technologies and behaviour patterns coming from abroad,
for it would be unjust to discount the valuable role they have played as stimulants in the
launching of our own efforts on behalf of the defence of the individual and collective health
of mankind.

Ecuador, like the other Member countries, is exerting substantial efforts for prevention
and for the maintenance and restoration of health; the impetus is greatest in respect of infra -
structural investments, thanks to the opportunities afforded by the larger income from petroleum
exports. There are two general features characterizing the activities conducted in the country
in fulfilment of the national health plan, within the framework of the GeneralReorganization and
Development Plan formulated by the Armed Forces Government: (a) a considerable physical invest-
ment in hospital establishments and in urban and rural drinking -water and sewerage systems; and
(b) a programme for reorganization of the political /administrative and technical /administrative

echelons of the Ministry in order to open up the way for the organization and development of the
system of services as a positive expression of the right to health expressly recognized by the
National Government.

Through the first of these elements, for the implementation of which it has been necessary
for the Government to give the requisite priority to health and make available the substantial
financial resources entailed, it can be stated that, once all the physical construction work
programmed and financed at the national level has been completed, there will exist in the next
decade practically no locality, urban or rural, of any size not equipped with its own health
service, constructed in accordance with the priorities established at the national level.

Protection of the health of mothers and children constitutes one of our priority political
and administrative management areas. In compliance with this principle, and in order to
strengthen the technical policy- making level, a National Directorate of Family Health, with
overall responsibility for the maternal and child health and nutrition programmes, was set up
and organized this year. The Ministry of Health is anxious that action for the protection of
mothers and children should not be confined solely to the field of preventive and curative
medical care, but that, as far as possible, through the enactment and updating of relevant
legislation in the field of social and labour security, the Minors' Protection Code, etc., the
groundwork may be laid for facilitating the development of the family. Particular attention
has been accorded to the training of rural "empirical midwives" (voluntary assistants), in order
to improve delivery care and care of the newborn in the communities served by that type of
personnel; today there are already about 500 such volunteers who, after proper training, are
now being incorporated into the country's health personnel.

1 The text that follows was submitted by the delegation of Ecuador for inclusion in the

verbatim record in accordance with resolution WHA20.2.
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It has been the Ministry's constant concern to respond positively to the demand for a
solution to the problems facing the country in the sphere of nutrition, and to this end it has
conducted programmed activities for the control of specific deficiencies, nutritional education,
the improvement of hospital nutritional and dietary services, and the establishment of a system
for epidemiological surveillance of malnutrition.

Ecuador has sought to play a pioneering role in the Region in putting into effect the
Expanded Programme on Immunization, with the interesting features proposed by WHO and PAHO. The
first evaluation has already been conducted in the four initial provinces, with really
encouraging results, since the coverage figures were as high as 80 or 90 %. This preliminary
success has meant that the country is extending cooperation to other countries in the Region
and subregion, in a generous spirit of cooperation between developing countries, and at this
very time the first International Cold Chain Congress is being held in Quito.

A basic concern has been to provide the country with a modern network of health establish-
ments covering the whole national territory in conformity with the level of national develop-
ment. The Armed Forces Government,-which I represent in the health sector, has spared no effort
to allocate to the Ministry the financial resources necessary for the implementation of a
programme whose magnitude is evidenced by the fact that 140 establishments have been constructed
since 1974. The sum total of the resources invested in this field during the period 1974 -1977
amounts to 900 million sucres (US$ 36 million); work is proceeding on the construction and
equipment of 10 new hospitals and 21 health centres /hospitals, whose completion will represent,
by the end of 1978, an approximate investment of 670 million sucres (US$ 26 million). These
programmes will result in a total complement, for the Ministry alone, of more than 5400 beds,
of which 3304 are new and 2170 renovated.

The country has taken an important step forward in extending the coverage of the health
services by launching its rural health programme, which has absorbed the output of physicians,
dentists, gynaecologists and nurses graduating from the country's five universities that have
faculties for professionals in the health field. Today, 463 health subcentres are staffed by
physicians at as many different points in the national territory. The programme and budget for
the next four years provide for the construction, equipment and putting into operation of 193
subcentres and 400 health posts, these latter representing the most basic level of care in our
regionalized system. If we also take into account the plan for radio link -up between services,
personnel training, etc., the overall investment in rural health will amount to some US$ 30
million more. The execution of this programme will entail, in the present year, an expenditure
of approximately US$ 6 million. Primary health care, with the participation of the community,
is conceived and put into practice as a physical strategy for the extension of the coverage of
the health services.

But increased numbers of cases receiving attention, preventive campaigns, medical care or
environmental sanitation - these are not the whole story. There is another fundamental element,
a catalyst which is lacking and which we want to see identified, scientifically qualified and
quantified so that we can incorporate it and use it effectively in pursuit of the great goal of
giving effect to man's fundamental right to health. This element, which is seen as the main
social obstacle in the implementation of the health programmes, is what we have previously been
accustomed to designate as the problem of lack of communication. Our concern here is with what
in sociology has been termed "cultural obstruction ", produced by the culturally quite
indiscriminate introduction of this new infrastructure and the new services into rural areas and
regions with highly differentiated cultures. Its effects would appear to be causing serious
problems that bear in particular on the axiomatic foundations on which the national health
system has been erected, one of which is the receptive participation of the community in the
benefits of that service. Attempts have been made to solve these problems, which are similar
to those that have had to be faced in other rural development programmes (for example in agricul-
ture and education) by means of various techniques aimed principally at "treating the symptoms"
and not "the causes" of this cultural reaction, but this has not given a coherent result. This
situation has recently been causing us concern in Ecaudor and we have information which shows
that this type of problem is also common to other countries in the Region and that a review in
depth will have to be initiated as soon as possible in order to appraise the impact of important
new variables underlying our surface realities.

At the present time, and when we undertake to consider the immediate future of the country,
we cannot do other than congratulate the Director -General on the valuable document distributed
to us and entitled "Long -term perspectives concerning WHO's programme" which, in a neat and
synoptic form, reflects worldwide opinion as determined through a survey. I believe that this
study will constitute an appreciable help to all countries both for taking political decisions
and for the implementation of plans and programmes.
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It is consoling to know that for the year 2000 there are prospects of a worldwide improve-
ment in the health situation as regards many of its aspects, and that it will be possible to
make a final evaluation of the significance of a satisfactory level of health for the improve-
ment of the standard of living and the acquisition of individual and collective wellbeing. The

new approach must be based on the modern, social concept of health. Health cannot continue to
be regarded as an isolated factor which has to be approached from a purely sanitary point of
view, but as a resultant of the complex structural amalgam of society, viewed as a whole. Full

enjoyment of health, individual and communal, will not be achieved solely through the important
and well- intentioned participation of the health technicians. It will, on the other hand, come
when there is a confluence of solutions of a social, economic, anthropological and structural
nature, i.e. when the approach to the problems of health becomes a global, multisectoral and

multidisciplinary one.

Looking introspectively at the picture my country will present by the year 2000, in the
light of what the activities I have described will have contributed, I see that it will have
organized and developed the national health service as a useful and necessary instrument for
making good the universal right to health of all our inhabitants. Complete environmental
health coverage will have been achieved. It will also have been possible to improve substant-
ially the nutritional status in general and that of mothers and children at risk in particular.
Endemic goitre will have become a disease of the past and some deficiency states will exist only
as a laboratory finding. The national health service will be caring for the entire country,
in terms not only of geographical accessibility but also of technological accessibility, up to
the most complex levels of care. According to our projections, the education and training of
human resources will have met our requirements, and our available manpower will be adequate
in quantity and quality.

Finally, by the year 2000 our life expectancy will be in the region of 70 years, while at
the same time infant mortality will have fallen to a figure of 25 per thousand live births,
and maternal mortality to one per thousand live births. For the achievement of these object-
ives a key factor will be technical cooperation among countries, actively and intelligently
applied. The world will then recognize the key importance of attention to the human factor
for the progress and development of peoples. Accordingly, governments and international
financing agents, unremittingly stimulated by WHO, will have to prepare their budgets with
explicit recognition of this priority.

I will conclude by expressing my fervent wish that the last two decades of this century
may be studded with conquests achieved by WHO for the benefit of mankind.

Dr ACOSTA (Philippines):l

Mr President, Mr Director -General, your excellencies, may I, Mr President, on behalf
of the Philippine delegation, congratulate you on your election to the presidency of the
Thirty -first World Health Assembly. We are sure that under your able stewardship the
Assembly will progress greatly to eventual fruitful achievement. May I also extend
congratulations to the Vice -Presidents on their election. Their election to this
prestigious position further assures the imminent success of the session.

Our delegation pays tribute to Dr Halfdan Mahler, our most able Director -General, for
his leadership and achievements during his past term. We are extremely happy about his reelection

for another term of office. The unanimity of Member States in reelecting him is an
undeniable proof of the confidence and trust that they place in him. Dr Mahler's address
in presenting his report was most forceful, inspiring and full of wisdom. If, indeed, we
are to succeed in our joint mission of bringing health to all the peoples of the world, we
must involve in our efforts all other sectors of endeavour that contribute to every aspect
of human life. Health for the people cannot be achieved by the medical community alone.
This we now realize and happily we have reoriented our concepts and plans of action
accordingly.

The report of the Director -General, the first of the even -numbered biennial series, is
most interesting and comprehensive. It is appealingly attractive in its new size and cover
and in this new format provides easy reading. The report provides valuable information on
the progress of many important programmes of the Organization. We find it most encouraging
that the concept of technical cooperation has taken root and seems to be producing lasting
results. We in the Philippines have reoriented ourselves in accordance with this concept

1 The text that follows was submitted by the delegation of the Philippines for
inclusion in the verbatim record in accordance with resolution WHA20.2.
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not only in our relationship with WHO but also in our joint efforts in health with the
other Member countries in our Region. Indeed, we are happier and more at ease with this
kind of relationship.

A chapter of the report gives an overall view of the situation and of the progress
achieved in strengthening health services in many countries. It reports on the increasing
evidence from all regions of the acceptance of the primary health care approach. We in my
country have gone relatively far in developing the primary health care concept in our
system of health care delivery. We have introduced a new category of health worker, the
"barangay health worker ", who comes from his own village community; he is the most peripheral
worker and provides and maintains a constant link with the health services organization.
While the barangay health worker is the representative of the extended health services in
the remote rural villages, a more important and vital factor, in our interpretation of the
primary health care concept, is the community's role in this approach. The community
itself must maintain the interest, provide the effort and undertake the necessary action
for the health of the community. We are restructuring our health delivery system along
these lines and hopefully reach, and provide primary health care to, the rural population
needing it.

We share the caution of the report on the malaria situation in the world. Our country
is one of those that have an extended and prolonged malaria eradication and control campaign.
We observe that, although some of the causes of the persistence of malaria transmission in
malaria eradication programmes may be due to operational and administrative shortcomings,
further studies reveal that it is mainly due to technical factors related to the parasite,
the vector and the host. It is recommended that research be intensified on immunization,
the drug resistance of the plasmodia, the development of new antimalarial drugs including
their mode of action and resistance to them, the further development of sensitive techniques
of epidemiological evaluation, and new methods of control.

I cannot close these brief remarks without expressing our congratulations and
commendation to WHO for its success in eradicating smallpox from the face of the earth.
This achievement is a symbol of what can be done by the joint efforts of the peoples of the

world.
Let me, on behalf of my Government, pledge our continuing full support for the

Organization's global programme for health.

Dr MISSONTSA (Congo) (translation from the French):
1

Mr President, Mr Director -General, distinguished delegates, ladies and gentlemen, the
delegation of the People's Republic of the Congo which I have the pleasure of heading this
year welcomes your election, Mr President, and joins with the other delegations in offering

you and the other officers of the Assembly its most sincere congratulations.

I should like to take this opportunity to express the great esteem in which our
Government holds the World Health Organization for its humanitarian work, for its constant and
patient efforts in the fields of biomedical research and disease prevention, and for its recent

development of health indicators for the monitoring of all public health problems. We believe

that health information of the type desired needs to be processed, assessed and correctly

evaluated so that it can be properly interpreted. As things develop, however, we shall try to

adjust ourselves to the new formulations of information systems.
We also congratulate the Director -General of WHO, Dr Mahler, not only on his bulky report

which brings home to us once again his commitment and his readiness for the struggle our
Organization has to engage in to help Member States to eradicate comuunicable diseases and
solve all their health problems, but also on all the excellent work achieved during the term

of office which is now coming to an end. We formally express our satisfaction with Dr Mahler
before this august Assembly, and we thank him and his staff for all that WHO has managed to
achieve for my country at his instigation. We are glad that he has agreed to a new term of
office so as to give the Organization the benefit of the experience accumulated in these last

few years and of his most remarkable energy.
Mr President, distinguished delegates, I should now like to review rapidly the main health

problems of my country, the People's Republic of the Congo, which has chosen the non -capitalist

1 The text that follows was submitted by the delegation of the Congo for inclusion in

the verbatim record in accordance with resolution WHA20.2.
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path towards development and cooperates with all the international agencies and the peace -
loving and justice -loving countries which are prepared to establish diplomatic relations with
it based on the rule of non -interference in internal affairs. Ours is a smallish and thinly
populated country; we have only some two million inhabitants, unevenly scattered over the
savanna and forest regions and with a strong concentration in the towns. The drift from rural
areas is greatly increasing our difficulties and forces the mobile health teams to travel very
long distances from the towns to the small villages.

Our hospitals are small and few in number; they are backed up by scattered medical
centres and dispensaries, linked whenever possible by health vehicles of the pick -up, Land -
Rover or Toyota cross - country type, although not every chief district medical officer has such
a vehicle. A large number of dispensaries have been built by the people's own efforts and on
their own initiative, so that the rural communities are provided at least with primary health
care; the State only provides the personnel and the most commonly used drugs. Even so, the
replenishment of stocks of equipment and drugs, repairs to buildings, and salaries for the
various health personnel add up to a very heavy burden on the State's operating budget, of
which they represent one -fifteenth. Despite these substantial efforts and sacrifices by the
Government to promote health, we are far from satisfied with the level of health services in
the country as a whole. As a result the Ministry of Health has for a number of years given
priority to preventive medicine and health education activities; this helps to solve the
problem of the chronic shortage of essential drugs and equipment in our hospitals by providing

the people with reliable health education that enables them to make an active and informed
contribution to solving their own health problems.

Nevertheless, our epidemiology and major endemic diseases services have been battling for
several months to contain recrudescent trypanosomiasis foci, whereas at one time this disease
seemed to have been completely mastered. We are continuing the campaigns against malaria and
schistosomiasis in some southern parts of the country, particularly in Niari, Bouenza and
Kouilou, but at the same time we are concerned to find that onchocerciasis is presenting more
serious problems than in the past. Consequently, we have instructed the Major Endemic Diseases
Service to cooperate with the entomologists of ORSTOM (the French office for scientific and
technical research overseas) to assess the current situation regarding this disease in the
Congo and inform the WHO Regional Office of the findings. Measles has again killed many
children this year, mainly among the unprotected child populations in rural areas. We have
undertaken a large -scale measles vaccination campaign in maternal and child health centres so
as to cover most children under five.

Health cooperation between neighbouring countries, frequently advocated and encouraged,
is supervised and coordinated for certain countries of central Africa by a specialized

institution, OCEAC (Organization for Coordination in the Control of Endemic Diseases in Central
Africa), which comprises Cameroon, Gabon, Chad, the Central African Empire and the Congo.
Everyone hopes it will expand to cover all countries with common borders. We and some neigh-
bouring countries have suggested that OCEAC could eventually be expanded to carry out other
joint health activities so as to provide all our populations with our cumulative experience in
particular health fields such as biomedical research, manpower training, specialization in
certain hospital departments, etc. We sincerely hope that this step can one day be taken for
the greater welfare of our countries.

In the Congo we have training schools for most medium -level and lower -level health
personnel. The training of physicians at the Advanced Institute of Health Sciences began three
years ago with the cooperation of the WHO Regional Office, which provided genuine if limited
assistance in the form of teaching staff and teaching aids. In this official forum we should
therefore like to place on record the satisfaction of the Congolese Government with the
Director of the Regional Office for Africa, Professor Alfred Comlan Quenum, and his staff, for
the many forms of assistance given to the Congo by this Organization.

In our recent Government action plan for the period 1978 -1979 we emphasize the problems
of communicable disease prevention and sanitation. We have also begun to plan our activities
concerned with five major endemic diseases: trypanosomiasis, tuberculosis, leprosy, schisto-
somiasis and onchocerciasis, while continuing vaccinations (both compulsory and otherwise) and
health controls at our frontiers. The plan also covers the training of specialist personnel;
staff who opt for the specialities on the priority list are entitled to a study grant. At the
same time we have introduced a compulsory period of practice (a kind of civic service) for all
physicians graduating from university without specialist qualifications; for 18 months they
have to undergo periods of practical training, in certain departments lasting several months,
before they are assigned to the regions and districts.
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Mr President, distinguished delegates, ladies and gentlemen, I felt I should give you
this brief review of public health in the Congo in this plenary Assembly, separate from the
work of the main committees on finance and programme, which incidentally I hope will prove
fruitful and useful for everybody.

Before ending my statement I should like to stress that this year we have to deal,
among other health problems, with the health situation of the Arab population in the occupied
Arab territories, including Palestine. This painful problem, which afflicts the Arab popula-
tions concerned and constantly preoccupies the leaders of their governments in exile, is not
a matter of indifference to us. It must be a matter of concern for everyone with a spirit of
peace and justice, and the international conscience must be aroused. Consequently, we welcome
the consideration of the problem at this World Health Assembly and hope that just and lasting
solutions will be found. We in the People's Republic of the Congo have always defended just
causes, and we shall defend the interests of the friendly Palestinian people and the other Arab
communities concerned. We believe everything must be done to ensure living conditions compat-
ible with good health for these people racked by fear, hardship, and all the horrors of war
and occupation.

The PRESIDENT:

This concludes our general discussion. I am very proud to say that the standard has been
very high, and nearly all our speakers have kept to the time -limit.

I think now at this stage, having concluded items 1.10 and 1.11, I should ask Dr Butera,
the representative of the Executive Board, whether he wishes to make a few brief comments.

Dr BUTERA (representative of the Executive Board) (translation from the French):

Mr President, Mr Director -General, distinguished delegates, while thanking you,
Mr President, I wish to emphasize that my intervention is not intended to add anything at all
to the remarks and suggestions that we have all heard during the statements by delegates of
the Member States, who have appreciated the Executive Board's work at its true worth. I should
simply like to take this opportunity of thanking the distinguished delegates who have empha-
sized the positive contribution made by the Board to the progress of our Organization. I believe
that the new formula for increasing the participation of members of the Board in the Organiza-
tion's work is by and large a very felicitous approach for ensuring the success of WHO
programmes. I should like to emphasize the fact, Mr President, that, if our efforts have been
productive, it is thanks to the initiatives taken by our Secretariat, under the leadership of
Dr Mahler, who has played a first -class role in improving the efficiency of the Board. For

that reason, on behalf of my colleagues on the Executive Board I wish to express once again
our gratitude to the distinguished delegates of the Member States and to the WHO Secretariat.

The PRESIDENT:

I thank Dr Butera very kindly for his statement and acknowledge the work done by the
Executive Board. I think now we ought to give the floor to Dr Mahler, our distinguished
Director -General.

The DIRECTOR- GENERAL:

Mr President, four very short but very intense thank yous to the distinguished delegates.
Thank you for your moral support and your incisive criticisms. With the increasing
identification of your Secretariat with the problems and needs of the Member States that
constitute the international health cooperative that WHO is, I assure you that this is not a
gratuitous thank you. Thank you for your willingness to identify increasingly with your
Organization, because it is this identification that has permitted your Organization to grow
in political and technical stature and importance in recent years. I know that many of you
feel that I have lost all sense of proportion and perhaps also my sense of humour when I look
at what WHO can and cannot do in a socially and economically unjust and irrational world.
But, Mr President, it is this very irrationality and its imminent dangers for the very survival

of the human species that make me utterly convinced that, unless you will permit a decisive
social voice for WHO in today's economic wilderness, then we shall be missing a very important

part of WHO's mission. Thank you for permitting us to face up squarely to the contradictions

inherent in WHO's mission. I shall only mention one important contradiction, namely that of
the strong WHO Secretariat always having the temptation to become supranational, whereas
clearly your directives to us are that we should become increasingly international. However,
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the difference between the past and now is that we do not close our eyes to this contradiction
but quite on the contrary try to derive creative energy from facing up to it and moving, I
hope, in the right direction. Thank you for permitting us to take risks, because without
intelligent brinkmanship in today's difficult world WHO will not become that frontline
organization that has a critical role to play in moving towards a new international social
and economic order. It is clear that in taking such risks we shall be bound by your guidance
and by your instructions and these I think can be very well summarized in a little poem by
Piet Hein, "Err and err and err again, but less and less and less ". Mr President, as I
mentioned to you the other day, I firmly believe that coexistence or no existence, that is the
question also for WHO as it aggressively moves towards meeting the social goals of health for
all by the year 2000. Thank you.

The PRESIDENT:

Thank you very much, Dr Mahler, for your kind statement. I think, distinguished
delegates, ladies and gentlemen, that we are now in a position to express an opinion in
the name of the Assembly regarding the Director- General's report on the work of the
Organization in 1976/1977, having heard statements from so many delegates. Your President,
after hearing the comments of the various delegations, has the clear impression that the
Assembly wishes to express satisfaction with the manner in which the Organization's programme
for this biennium was planned and implemented. In the absence of any objection, this will be
duly recorded in the Official Records of the Assembly. With regard to the reports of the
Executive Board, I should like once again to thank Dr Butera for the way in which he has
introduced them from time to time.

It is now left for me, distinguished delegates, ladies and gentlemen, to wind up this
general debate, and as I do so I seek your leave to depart, as I do within an hour, as

explained to members of the General Committee. I will leave the rest of the Assembly in the
capable hands of the Vice -Presidents, who I am sure will be able to conduct the remaining parts
of this Assembly in the same manner as has been done in the past. I want personally to, thank

all the speakers for the manner in which they have cooperated with the Chair. It is essential
that people cooperate with one another if we are to succeed in this world, and I think the
extent to which Members redrafted their speeches and made every effort to contain themselves
within the allotted time, and the manner in which delegates expressed their views without
rancour and bitterness, are an indication of the high quality and the success of this

Organization.
The second observation I wish to make is that, as I mentioned to the Director -General a

few minutes ago, of the many meetings of international organizations that I have attended, this
is the only one in which speakers from socialist countries, those that are not so socialist,
those that are very socialist, those that are red, white, blue, black, yellow, brown, and from
all races, of all origins, have complimented the Director -General and his staff for the manner
in which they have conducted the Organization's affairs. I think this is a very high tribute
to the Director -General and his staff and I want, in winding up, to associate myself with the

sentiments expressed by all the delegates and look forward to a continuation of this dynamic,
fearless, yet humanitarian approach to the problems of health in the world. There are just
two suggestions that I would like to make before closing. The first suggestion is that, in
the interests of efficiency, economy and cost, consideration should be given by the new
Executive Board and by the governments who are represented here to a change in the present
annual meeting of the World Health Assembly. I think myself that a meeting initially once
every two years, especially as the budgetary position has changed, will be more satisfactory.

The second point is that the sessions last too long. It is my view, and I have discussed
the matter with several delegations, that we can do with a shorter meeting lasting 10 -12 days.
It will possibly require an amendment to the Constitution and some changes in the Rules of
Procedure, but I think the general observation made by several delegates is that too many
items are put on the agenda at the same time and the one -year period is too short to allow
countries the opportunity to see a programme of work expanded. Speaking as a Member from
the Caribbean, I can tell you of the particular problems that we face, and I am sure that
Members from other regions also face them. In the Caribbean, we have our own conference of
health ministers each year, but preceding this conference there are several technical
meetings, at the level of chief medical officers and at the level of other administrative
officers, as well as other committees and subcommittees. We who are members of the
Commonwealth are involved with Commonwealth Ministers meetings every two years, I think, but
in between there are technical meetings and specialized meetings being held. We who belong
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to Latin America are members of the Organization of American States, and there are several

agencies connected therewith where we have meetings to hold. And those of us from the

Americas belong to the Pan American Health Organization, and they too have a ministerial
meeting every year, with meetings of committees and meetings of technical officers. So that

for our top- ranking administrators, health planners and technical and professional people a
considerable part of the time during the year is absorbed in attending meetings outside the

country. From the statements that I have heard at this Assembly, I am convinced that what
is needed is more manpower, proper managerial planning and proper professional expertise to

deal with these problems at the local level. No matter how much we plan and how good our
documentation, we need to stay at home a little more often and do the work in our respective

countries. Nevertheless, nothing that I have said here in these suggestions will in any way
diminish the value of our meeting, or in any way attempt to reduce the value of our meetings
and the contacts which are made. I merely make these suggestions because I know from
experience that they could be to the betterment of all countries involved in this Organization.
I make these suggestions merely as a personal request to the new Executive Board and all who
are concerned and look forward to seeing whether some consideration can be given to them at the

appropriate time.

I take this opportunity again to thank Dr Mahler and members of his staff for the kindness
and courtesy shown to me and thank all of you for your kindness and hospitality. I wish you
all, and all your countries, every success and look forward to the World Health Organization

being the Organization that will weld together all the different nations of different
political ideologies, of different races, religions and groups, for the benefit of all mankind.

The meeting rose at 12h40.



ELEVENTH PLENARY MEETING

Friday, 19 May 1978, at 9h00

Acting President: Dr D. A. MISSONTSA (Congo)

1. SECOND REPORT OF COMMITTEE A

The ACTING PRESIDENT (translation from the French):

Distinguished delegates, as the President of the Assembly told you yesterday, he has had
to leave us and we shall have to continue without him. That is why I have the honour of
presiding today over this eleventh meeting of the World Health Assembly. I take this
opportunity to wish you a pleasant day. Today's meeting is now open.

The first item on our agenda this morning is the consideration of the second report of
Committee A as contained in document A31/64. In accordance with Rule 53 of the Rules of
Procedure the report will not be read out, and I shall ask the Assembly to decide in turn on
the resolutions submitted to it.

Does the Assembly agree to adopt the first resolution, entitled "Development of health
information systems "? I believe the Assembly is in agreement. The resolution is adopted.

Does the Assembly agree to adopt the second resolution, entitled "Medium -term programme
for mental health "? Once again I believe there are no objections. The resolution is adopted.

The third resolution is entitled "Appropriation resolution for 1979 ". I should like to
remind you that, in accordance with Rule 72 of the Rules of Procedure, decisions on the amount
of the effective working budget must be taken by a two- thirds majority of Members present and
voting. I shall therefore put this resolution to the vote; would those in favour of the
adoption of this resolution please raise their cards. Thank you. Will those against please
raise their cards. Thank you. Abstentions? Thank you. The results of the voting are as
follows: number of Members present and voting - 82; two -thirds majority - 55; for - 82;
against - none; abstentions - 4. The resolution is adopted.

Does the Assembly agree to adopt the fourth resolution, entitled "Tentative budgetary
projections for the biennium 1980 -1981 "? The resolution is adopted.

That completes the approval of the second report of Committee A.'

2. REPORT BY THE GENERAL CHAIRMAN OF THE TECHNICAL DISCUSSIONS

The ACTING PRESIDENT (translation from the French):

We now turn to the report by the General Chairman of the Technical Discussions. I invite
Dr Johnson -Romuald, General Chairman of the Technical Discussions, to come up to the rostrum
and present his report.

Dr JOHNSON -ROMUALD (General Chairman of the Technical Discussions) (translation from the French):

Mr President, your excellencies, Mr Director -General, distinguished delegates, I have the
honour as General Chairman of the Technical Discussions at the Thirty -first World Health
Assembly to present to you the report on the subject that was discussed, namely "General
policies and practices in regard to medicinal products ". The report is in three parts:
general considerations, the main points dealt with, and the conclusion.

As regards the general considerations, the normal and optimum operation of a country's
medical and health services requires machinery consisting of three components: qualified

1 See p.728.
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personnel; adequate infrastructure (hospitals, health centres, dispensaries, etc.), and finally
medicinal products of adequate quality and in sufficient quantity. Accepting that the essential
objective is to provide actual health care for the people, let us try to imagine what specific
returns can be obtained, either with each component taken separately and in isolation, or with
the components taken two at a time.

When each component is taken in isolation, the following results can be expected:
(1) with qualified staff only: brains, skilled hands prepared to work, much goodwill, and
perhaps some helpful advice as well; possibly even excellent clinical diagnoses and first -rate

prescriptions; for the patient, however, the result is at best psychological; (2) with infra-

structure alone; even the latest type: examples of impressive architecture and the very latest
technology, which certainly flatter the self- esteem of the political authorities and perhaps
the general public, but all they have to offer the patient is a little hope; at best they are

a poor consolation; (3) with drugs of adequate quality and in sufficient quantity; the risk

inherent in self- medication admittedly, but also, and above all, an effective start may be made
with preventive and curative treatment.

If we now take the components two by two, we find the following possiblities:
(1) personnel plus infrastructure: possibly a great deal of activity and dedication, but the
actual return in terms of real care of patients is practically insignificant; (2) infrastruc-

ture plus medicinal products: as man, the catalyst, is missing, we are confronted by an
attractive shop window displaying nothing of real value; (3) personnel plus medicinal products:

a diagnosis can be made, treatment instituted, and care actually administered.
What we learn from this somewhat theoretical breakdown is that actual treatment of the

patient, genuine care for the sick, takes place only when medicinal products are available.
Exceptional circumstances such as wars or natural disasters provide ample evidence, if any is
needed, that hospitals can be improvised in a tent or even in the open air. Moreover, when
absolutely necessary staff with quite rudimentary training can be used, as exemplified by many
Red Cross first -aid workers. In each case, however, the patient can be given no genuine relief
unless medicinal products are available. These theoretical considerations reflect a situation
that is only too real in large areas of many of the less -developed countries. This sometimes

catastrophic situation, very familiar to the national authorities, often tends to be kept quiet.
After all, it is not always easy to know what to do about it, and even if we do know, a variety
of local circumstances do not make the task any simpler. Or again, when an attempt is made to
deal with the problem, only one or two rather secondary aspects are tackled.

Thanks to WHO and its Secretariat, this situation has been brought out into daylight before
the international community as a result of the Technical Discussions at the Thirty -first World
Health Assembly. Admittedly, it was not possible in a few hours to deal thoroughly with every
aspect of a problem as complex as that of medicinal products. It would also have been point-
less to expect from these discussions anything more than exchanges of views or of national and
personal experiences, together with some rather general comments providing few details about the
specific measures to be taken. As the essential objectives of these Technical Discussions on
medicinal products were, firstly, the wide dissemination of information, drawing the attention
of world opinion to the problem, and secondly, better awareness of the crucial importance and

priority of the problem among the developing countries themselves, we may claim that three
major results can already be recorded: (1) the very fact that this subject was selected for
the Discussions; (2) the quite remarkable participation (about 330 participants) in the
Discussions; and (3) the great value and high quality of the work.

The second part of the report concerns the main points dealt with during the Discussions.
They were:

(1) The fundamental importance of arousing awareness

Few people would dispute nowadays that health has an economic impact in every country. In

the developing countries, where man is generally both prime mover and factor of production, this

impact takes on the dimensions of an essential driving force in the economy. For example, as I

have said before, a few weeks' delay in sowing during the rainy season may substantially disrupt

the family economy of a sick farmer, particularly as there is generally no appropriate back -up

structure (for example, social security) in such countries.

These - countries must, therefore, accept: that their major starting asset for economic

development consists of their men and women; that these men and women cannot give of their

best unless the majority, if not all of them, are in good health; that this good health for

all is inconceivable without medicinal products for all; that this emphasis on medicinal

products for all cannot be subordinated to any other prerequisite (such as economic development),

as it is an absolute prerequisite; and finally that each country has the means right now to
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tackle the problem in a practical manner. However, in order to reduce the risks and defuse the
frequent attempts to introduce confusion on this subject, it was felt necessary to specify at
the outset: (1) that the salient feature of the situation concerning medicinal products in
many developing countries is shortage; (2) that this shortage is associated with two causes,
the first geographical (remoteness of entire regions from centres where medicinal products are
distributed, whether free of charge or against payment), the second economic (the medicinal
products are too expensive for the population to afford); (3) that the solution basically rests
with the national political authorities of each country, provided that they are genuinely
determined to seek and apply that solution, as no formula can prove truly adequate unless it
tackles both the causes of the shortage of medicinal products in the country concerned.

On this point, various participants recounted experiences in their own countries.

(2) Terminology
Although this is quite a minor point, it was mentioned in order to avoid any ambiguities

in exchanges of views in the future. To enable everyone to use the same terms, it was felt
desirable that an effort should be made to harmonize the terminology in each language; WHO
could provide better definitions and promote standardization. For example, the English term
"medicinal products" is literally translated into French by "produits médicinaux", which does
not correspond to the official French terminology.

(3) Supplies

Supplies are obtained by the importation of semi -finished or finished products and /or the
local manufacture of finished products.

As regards importation, there is a need to identify the most suitable sources of supply,
paying attention both to the price and to the quality of the products; where feasible, bulk
buying may also reduce the cost. The participants noted considerable variations in the price
of the same drug or vaccine from one country to another. Some factors influencing this
situation are: patents and brand names, marketing practices and zoning, excessive expenditure
on advertising, and the quantity of purchase. However, it was noted that drugs brought at the
cheapest price may not always have the best cost -effectiveness ratio. A central buying agency,
preferably capable of carrying out quality control, is one way of obtaining medicinal products
at reasonable cost.

To turn to local production facilities and
capabilities was considered essential in many cases if the developing countries are to achieve
complete self -reliance. Where local markets are not large enough to provide economies of scale,
regional cooperation in establishing pharmaceutical production was also recommended. To achieve
this, transfer of appropriate technology between countries was considered desirable and, there-
fore, warmly recommended. However, many participants with experience of attempts to establish
local production strongly emphasized that such efforts will not genuinely contribute to health
development unless they are directed towards meeting the health needs of the majority of the
population and not merely towards industrial development as such.

(4) Distribution

The importance of this problem arises out of the geographical cause of the shortage of
medicinal products in the developing countries. Conventional distribution generally tends to
concentrate on large or medium -sized towns, ignoring the rural areas where the majority of the
population live. National authorities should therefore bear in mind the compelling need to set
up an appropriate and efficient distribution infrastructure which genuinely reaches the rural
areas.

(5) Quality control
The quality control of medicinal products, whether imported or locally manufactured, is

essential. Several participants agreed that some guarantee of quality can be obtained: (1) if

exporting countries participate in and comply strictly with the WHO certification scheme;
(2) if importing countries, whenever possible, set up their own quality control system or join
forces to set up regional quality control networks; stress was laid on the need to set up
regional quality control laboratories, if possible with WHO assistance, both for testing and

for professional training; (3) finally, proposals were made to introduce analytical methods in

addition to export certification as a means of strengthening the WHO certification scheme.

(6) Selection of drugs
Most participants felt that the report of the WHO Expert Committee on the Selection of

Essential Drugs (Technical Report Series No. 615) and the model list it contained were a first

step in the right direction. Clearly this list could be used for reference by countries wishing
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to draw up lists for their own use corresponding to the stage of development of their health
services. It was also stressed that these lists will need to be constantly revised and
regularly updated, taking into account each country's needs and the availability of locally
manufactured products.

Reference was also made to the importance, at national level, of making due allowance for
local conditions and especially for the epidemiological pattern of disease. In order to do
this, some participants felt that it might be preferable to compile two lists, one for medicinal
products intended for primary health care, the other for drugs that are used at a higher level
of health care and would be incorporated in national formularies. The compilation of a list of
drugs that could be supplied without a prescription and are reasonably safe to use was also
recommended.

(7) Drug legislation and regulatory control
Many participants stressed that there should be simple and easy -to- follow legislation

adapted to the needs and abilities of developing countries. WHO and Member States should

collaborate in the dissemination of information on drug legislation. Some groups of countries

have had useful experience of cooperation to harmonize drug legislation and regulatory control.
However, it must be stressed that the introduction of regulations must not be regarded as

a prerequisite and allowed to cause delay in the vital activity of providing care for the people,
i.e. tackling the basic problem of medicinal products in the developing countries: their often

catastrophic shortage.

(8) Traditional medicine
Several participants reported how traditional remedies are used by the health services of

their own countries, or how they intend to improve the use of locally available substances of

natural origin. It was strongly emphasized that the very shortage of medicinal products in the

developing countries is a major argument for the adequate evaluation and sensible use of the
resources of traditional medicine within the local health care system.

However, some speakers pointed out that, although medicinal plants are one of its major
components, the traditional medicine of a country represents a complete set of therapeutic and

cultural values and cannot therefore be mutilated and reduced to mere phytotherapy, let alone to

the extraction and isolation of active principles from medicinal plants. At all events, here

as elsewhere the choice is up to the national authorities.

(9) Information and education
It was stressed that the authorities should encourage the public to become self -reliant.

There is an immediate need for systematic efforts on health education to prevent abuse of self -

medication. Similarly, it is essential that health personnel at all levels in contact with the

public are given regular information on the proper use of drugs, particularly as the use of

potent drugs bears risks as well as benefits for patients. Moreover, it was considered

necessary to develop cooperation between countries, through WHO, in the exchange of information

on the re- evaluation of existing drugs, the introduction of new drugs, drug utilization studies

and market intelligence.

(10) Training of health manpower
Just as it is not seriously possible to imagine medicine without medicinal products, so

there can be no valid medicine without appropriate health manpower. The participants agreed

unanimously on the need for the training of physicians, pharmacists and other health personnel
in the proper use and management of medicinal products. Great emphasis was laid on the very

serious responsibility of some of these staff for prescribing drugs and hence for the final

cost of treatment borne by the patient.
The universities and other establishments for the teaching of health sciences should also

make the health workers they train more aware of the fundamental constraints of the developing
countries, in order to obtain their active and willing cooperation in the steady and well -

planned improvement of health care. Without such cooperation, an essential link in the

machinery of medical and health activities, there is a danger that the effectiveness of the

entire system will be jeopardized.

(11) Role of the pharmaceutical industry
The many comments on this subject can be summarized as follows:

- The existence of the pharmaceutical industry is a fact, a reality which it is impossible

to deny. It is what it is, and it would be wise simply to accept the fact.

- The structure of this industry - often multinational - is quite beyond the influence of
the developing countries, and the legal or other constraints sometimes complained of by the
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industry are not created by the developing countries but by the national authorities of the
industrialized countries where the industry is situated.

- It is not in the interests of the developing countries that the pharmaceutical industry
should destroy itself - if indeed it would wish to - because an objective view must recognize
the essential contribution of that industry to the discovery of new compounds and accordingly to
advances in therapy.

- While they in general reject as unacceptable the idea of generosity without any quid pro
quo, it is the wish of many developing countries that the industry should be made more aware of
their specific medical and health problems.

- While its interest in the developing countries has so far been mainly commercial, the
industry would appear to have the capacity for a radical broadening of its overall outlook, its
future prospects and its underlying assumptions regarding those countries.

- The example of a number of countries which today are highly industrialized and described
as rich is evidence that it would be helpful not to take the concept of "poor countries" in too
literal and too restrictive a sense but to see it within the context of the laws of evolution.

- It is noted with some regret that the pharmaceutical industry seems so far to have
failed to make the most of its opportunities by seriously underestimating the real potential of
the developing countries, a potential based not merely on the plentiful reserves of raw materials
in a good number of these countries but on their very large markets which comprise over a
thousand million people, admittedly with low per capita incomes but potential and immediate
consumers of basic drugs.

Without losing its soul or acting against its own interests in any way, the pharmaceutical
industry could give up the somewhat malthusian concepts or practices whereby it concentrates
essentially on the rich but somewhat limited markets of the industrialized countries. It could
acquire the courage and clear -sightedness to systematically widen its conceptual horizons, for
example by developing action programmes, research on the development of new compounds and new
forms of packaging, advertising methods, etc., which are better suited to the specific conditions
of the developing countries.

- Some participants noted with optimism that the representatives of the pharmaceutical
industry, far from taking an arrogant and inward- looking attitude, have consistently responded
to invitations from the WHO Secretariat to take an active part in all meetings on the subject
and always make an effort to explain their viewpoint sincerely.

- There is now a real opportunity for the mentality of confrontation to make way for
dialogue. The main obstacle at this stage is sure to be psychological, because it must not be
imagined that the thaw which has just set in will develop overnight into a genuine and necessary
change in attitudes.

- It is clearly important not to lose sight of the fact that the modern drug is an
industrial product and as such is no exception to the inexorable iron law of the modern world:
the alarming inequality of trade, whereby the steady rise in the price of industrial products
contrasts with the continuing fluctuations, mainly downward, in the prices of raw materials.

(12) Action programme to be drawn up by each developing country

It was emphasized that the attitude of the pharmaceutical industry, whether favourable or
otherwise, should not cause the developing countries to lose sight of their own responsibilities.
The action to be taken immediately can readily be summarized. It consists of: (1) a choice,

a political decision by the highest national authorities to bring about health for all, which

means medicinal products for all; (2) determination to tackle right now and simultaneously the
two major causes of the shortage of medicinal products: the geographical cause and the economic

cause; (3) a categorical refusal to wait until a particular condition is fulfilled - for
example, the training of a sufficient number of physicians or other health personnel (do we have
to wait twenty years before we start treating people ?) - and still less to wait for economic

development.
It was pointed out that, despite all the fine words on international solidarity, the

modern world remains a conflict of forces. The Third World is not without opportunities and
assets in this confrontation, but its pitiful situation seems to be connected with its inability
so far to become sufficiently aware of its opportunities and its assets. One of these assets,

as has often been repeated, is man himself, who is still generally both prime mover and factor
of production in the developing countries, a fact which leads naturally to the need for health
for all and therefore medicinal products for all.

(13) Role and responsibilities of WHO

Most participants stressed this point. These Technical Discussions are simply a starting -
point for a series of activities that need to be carried out with the assistance or under the
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auspices of WHO in order to find a solution as soon as possible to the irritating, alarming and
sometimes disgraceful problem of medicinal products in the developing countries. It would be

pointless to go into details.
In conclusion, as General Chairman of the Technical Discussions, I have no hesitation in

stating that the result of these meetings is far from negative. It was already a definite

achievement that people were able to express themselves very freely in a world forum on a

subject which has hitherto been virtually taboo: medicinal products. A variety of specific

experiences were recounted. This problem, the great complexity of which served the purposes

of those who traded in hopes, has had its essential components - both geographical and economic
- carefully scrutinized and the priorities for a positive approach to it clearly defined.
Without naively pretending that the problem can be solved overnight, it is no exaggeration to
say that a decisive step forward has now been made.

High praise is due to document A31 /Technical Discussions /l produced by the Secretariat.
This very comprehensive study will long serve as a reference document for many of the partici-
pants. Finally, many speakers paid tribute to the lucidity, the competence, the fighting
spirit and the highly diplomatic persistence of the WHO Secretariat and to its most distinguished
and courageous Director -General, Dr Mahler.

The ACTING PRESIDENT (translation from the French):

I am sure I speak for all members of this Assembly in thanking you, Dr Johnson -Romuald,
most sincerely for the excellent way in which you guided the Technical Discussions in your

capacity as General Chairman. In your opening address you inspired the different groups with
the enthusiasm they needed for the subsequent exchanges of views, and it would seem from the

report you have just made that this enthusiasm was transformed into practical conclusions. I

join with you in expressing the hope that the urgent attention of all governments of Member
States will be drawn to the medical, social and economic importance of medicinal products and
to the inadequacy of current efforts in this field.

I feel that, in view of the importance of these Discussions, we could request the
Director -General to look into the possibility of issuing a summary of them in one of the WHO

publications.
Finally, in accordance with the practice established at previous Assemblies, I propose

that we note the report and thank once again all those who have contributed to the success of
the Discussions, and particularly the group chairmen and rapporteurs. I am sure this proposal

will meet with the agreement of the Assembly. As there are no objections, I declare that the

Assembly has noted the report of the General Chairman of the Technical Discussions.

3. AWARD OF THE JACQUES PARISOT FOUNDATION MEDAL

The ACTING PRESIDENT (translation from the French):

There remains one last item on the agenda for this meeting, item 1.17 - Award of the

Jacques Parisot Foundation Medal. I have the honour to welcome the recipient of the Jacques

Parisot Foundation Medal, Professor Mohamed Hilmy Wandan, and to invite him to take his place

in front of us.

Professor Wandan took his place on the rostrum

The ACTING PRESIDENT (translation from the French):

Today the Health Assembly is awarding the Jacques Parisot Foundation Medal for the first

time. As you will remember, it was the custom for the Foundation to organize an annual

lecture by a leading public health figure during the session of the Health Assembly. In 1975

the Deed of Foundation and Implementing Regulations were revised, it having been decided that

the annual lecture would be replaced by a research fellowship in social medicine or public

health. These fields were of particular interest to Professor Parisot, in whose memory the

Foundation was established. As many of you know, Professor Parisot was in the front rank of

public health workers in France and was President of the Ninth World Health Assembly in 1956.

Professor Mohamed Hilmy Wandan has the honour to be the first recipient of the Jacques

Parisot Foundation fellowship. As Chairman of the Epidemiology Department and Vice -Dean of

the Advanced Institute of Public Health in the University of Alexandria, Professor Wandan is

primarily a university man. However, his work is not limited to the lecture theatre or the
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laboratory; he has played an active part in his country's efforts to combat disease and promote

health by organizing and implementing training programmes for various types of health personnel.
Professor Wandan has published many articles on public health problems in Egypt, dealing

with subjects - to mention just a few - such as nutritional deficiencies and parasitic diseases,
family planning, surveys on health and mortality, the evaluation of health services, and the
prevalence of meningitis in Egypt. The study he has conducted with the Jacques Parisot research
fellowship is concerned with the problems of immunization against six diseases of childhood
covered by the WHO Expanded Programme on Immunization, that is diphtheria, pertussis, tetanus,
measles, poliomyelitis and tuberculosis. In his study he evaluated the Egyptian programme of
vaccination against these six diseases and assessed the extent to which the programme's objec-
tives had been realized. In order to strengthen the programme Professor Wandan made a number
of recommendations which are now being studied by the Egyptian Government.

The practical value of Professor Wandan's report is increased still further by its
recommendations on subjects such as the supply of equipment to vaccination centres, the training
of vaccinators, the need to strengthen community cooperation, and the evaluation of the vaccina-
tion programme including periodic measurement of its efficacy. Professor Wandan's study is an
excellent example of fruitful cooperation between the university world and public health workers
in the field.

I am extremely happy to award the Jacques Parisot Foundation Medal to Professor
Mohamed Hilmy Wandan.

Amid applause, the Acting President handed the Jacques Parisot Foundation Medal
to Professor Wandan

The ACTING PRESIDENT (translation from the French):

I now have the privilege and great pleasure of giving the floor to Professor Mohamed Hilmy
Wandan.

Professor WAHDAN (translation from the Arabic):

Mr President, ladies and gentlemen, Mr Director -General, distinguished colleagues, I feel
happy and privileged to come up to this rostrum today to receive this great honour you have
conferred on me. First of all, I would like to express my deepest gratitude to my dear friends
from the Egyptian Ministry of Health, the WHO Regional Office and Regional Committee for the
Eastern Mediterranean who nominated me, and to the members of the Jacques Parisot Foundation
Committee who selected me to carry out a study on the evaluation of compulsory vaccinations in
the Arab Republic of Egypt. I would like to record my gratitude and esteem for the valuable
collaboration given throughout the duration of the study by all those I have mentioned, and
especially the Egyptian Minister of Health, his staff, the WHO Regional Director and his
colleagues.

Now may I once again express my thanks to those who nominated me for the Medal, to the
members of the Jacques Parisot Foundation Committee who selected me, and to all my honourable
colleagues and friends for kindly supporting the Committee's proposal.

I sincerely consider the Jacques Parisot Foundation Medal an invaluable reward that crowns
almost twenty years of efforts in the service of public health, both in carrying out my duties
at Alexandria University and in contributing to numerous endeavours sponsored by the Ministry
of Health and WHO in the field of epidemiology, especially the epidemiology of communicable
diseases.

Vaccination against poliomyelitis, measles, tuberculosis, diphtheria, tetanus and whooping
cough has proved that immunization is one of the most successful means of preventing and con-
trolling this important group of communicable diseases of early childhood. In many countries
where immunization campaigns have been carefully launched and continuously implemented, these
diseases have been brought under control by vaccines.

In the Arab Republic of Egypt, as in many other countries, significant efforts involving
heavy expenditure are being made to immunize children against the diseases I have mentioned,
but there are no criteria for evaluating the success of immunization. This is due to the lack
of an integrated evaluation system. In many cases, evaluation is confined to a single aspect,
i.e. determination of percentage immunization coverage among the vulnerable groups. Even these
figures are not always too precise.

The evaluation of the immunization process, the fundamental aim of which is to raise the
level of immunity against diseases and thus reduce the incidence of those diseases, should in

the first place be designed to show the extent of change in morbidity and mortality for those
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diseases as a result of immunization. Other aspects of evaluation include vaccine potency
and the good management of immunization programmes.

The objective of the study was the evaluation of immunization in the Arab Republic of
Egypt by assessing the extent to which the immunization objectives are achieved. The study

included the following components: (1) review of the prevalence of diseases subject to

immunization; (2) evaluation of the potency of vaccines used in immunization; this was done
by analysing vaccine samples collected on manufacture or on importation or on the spot from
immunization centres; (3) evaluation of performance and implementation of the immunization
process and the extent of community acceptance and response.

The study has produced the following results:

(1) As regards the prevalence of diseases subject to immunization, it has been shown that all
the diseases under consideration except diphtheria still occur, despite the fact that immuniza-

tion against them has been practised for a long time. The dreaded disease poliomyelitis has

left its mark in the form of paralysis on two per thousand of the half -million or so children
in Alexandria under 10 years of age, even though polio vaccination was compulsory for them.
The tuberculin testing of unvaccinated children has shown that tuberculosis affects up to 10%

of children at the age of six. Measles is still one of the major diseases of young people.
To turn to diphtheria, the study has shown that in recent years the disease has been

almost completely eradicated, proof of the success of immunization against it. Whooping cough

and tetanus are still considered to be major infant diseases that take a heavy toll of life

among the newborn. In Alexandria three out of every thousand newborn children contract

tetanus during their first years of life.

(2) For the evaluation of vaccines used in immunization, samples were collected from central
stores after manufacture or importation, and field samples were taken from rural and urban
vaccination centres, both near and remote; these samples were tested by common laboratory

methods and were used in field vaccinations. The vaccinated persons were followed up to

determine the success of vaccination. The results proved that locally manufactured and

imported vaccines had high potency, and - except for the tuberculosis vaccine - their potency
level on utilization approximated to the WHO standards.
(3) As for the evaluation of performance and implementation of the immunization process, the

showed that numerous serious problems in field operations may account for the pronounced
discrepancy between the low level of immunity as reflected by the high prevalence of disease

and the high potency of the vaccines used. These problems include the following:
- Supplies of certain vaccines reach the immunization centres, especially those in remote

areas, irregularly or not at all. The lack of supplies is not entirely due to a reduction in
the amounts manufactured locally or imported, but to other causes such as the irregular
delivery of vaccines to vaccination centres by central and local stores. The maximum coverage

of children by complete doses of vaccines was 65 %.
- Lack of knowledge and training in vaccination operations on the part of health workers.

In addition, the lack of some basic immunization equipment sometimes resulted either in incom-
plete doses or in unsound vaccinations such as misplaced injections.

- Registration absent or inaccurate, as a result of administrative and population

problems.

- Great deficiency in the public's knowledge about vaccines and immunization, far below
the level necessary to obtain a satisfactory community response. There are some problems that
influence the vaccination rate, such as the working hours in private units which sometimes
work only morning shifts.

The conclusion of the study was that the main reasons for the incomplete achievement of
immunization objectives were linked to administrative difficulties and not to the vaccines.

It was therefore possible to derive from it the following important recommendations:
An evaluation system should be provided as part and parcel of a programme for immunizing

children against the aforesaid diseases, for the full duration of the programme. In this

connexion, I would like to confirm that evaluation based on the results of previous experience
or trials, whether in the same country or elsewhere, should not be disregarded, as there are
many ecological factors that might overlap and influence the results of immunization; clearly
this influence could differ according to place and time.

Measurement of effectiveness is one of the principal aims of evaluation, and I must there-
fore mention the need to determine criteria of effectiveness before evaluation is started, so
as to prevent covering -up by certain project staff, to forestall attempts to diminish the value
of immunization programmes through criticism, and to prevent the use of efficiency criteria
which differ from the appropriate established criteria.
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On the other hand, officials responsible for immunization operations should accept the
important administrative principle that calls for differentiation between external and internal
evaluation, and should entrust the evaluation process to a body completely independent of the
immunization programme. External experience could be sought for evaluation and so as to obtain
a neutral opinion from time to time.

We should bear in mind the need to provide all resources that might help in the immuniza-
tion process, for example, by ensuring that immunization centres have sufficient quantities of
vaccines so that they can vaccinate the expected numbers on a continuous basis, and by provid-
ing the instruments and equipment needed for immunization. Health workers should periodically
be given refresher training and should be acquainted with the different types of vaccine in
use, their quality and efficacy, and methods of storage and administration, so that they will
not pass on incorrect information to the public. It must also be pointed out that workers
cannot be trained to fulfil their duties in the best way simply by issuing decrees, circulars
and periodicals. That would be as useless as using ineffective vaccines.

We should seriously try to seek the cooperation of the public. This should not be done
by issuing orders and levying fines on those who do not bring their children to be vaccinated.
A social study needs to be made to discover the underlying causes of non -attendance.

Finally, I would like to reiterate my thanks to you for your decision to grant me the
Jacques Parisot Foundation Medal. It is a great honour for me to become the first recipient
of that Medal. (Applause)

The ACTING PRESIDENT (translation from the French):

Thank you, Professor Wandan, for your excellent report. The meeting is closed.

The meeting rose at 10h15.
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1. THIRD REPORT OF COMMITTEE B

The ACTING PRESIDENT:

The Assembly is called to order. Distinguished delegates, as you know, our President
has had to leave a little early, and as Vice -President I am honoured to preside over this
twelfth plenary.

We shall deal this afternoon with the consideration of the following reports: the third
report of Committee B, as contained in document A31/66, the third report of Committee A, as
contained in document A31/67, the fourth report of Committee A, as contained in document A31/68,
and the fourth report of Committee B, as contained in document A31/69. With regard to the
documents just mentioned, please disregard the word "draft" on these documents, as they have
been approved by the committees without changes. In accordance with Rule 53 of the Rules of
Procedure, these reports will not be read aloud. We shall start with the third report of
Committee B. This report contains six resolutions, which I shall invite the Assembly to adopt
one by one.

Is the Assembly willing to adopt the first resolution, entitled "Members in arrears in
the payment of their contributions to an extent which may invoke the provisions of Article 7
of the Constitution "? In the absence of any objection, the resolution is adopted.

Is the Assembly willing to adopt the second resolution, entitled "Coordination within
the United Nations system: health assistance to refugees and displaced persons in Cyprus "?
In the absence of any objection, the resolution is adopted.

Is the Assembly willing to adopt the third resolution, entitled "Coordination within the
United Nations system: health and medical assistance to Lebanon "? In the absence of any
objection, the resolution is adopted.

Is the Assembly willing to adopt the fourth resolution, entitled "Organizational study
on WHO's role at the country level, particularly the role of the WHO representatives "? In

the absence of any objection, the resolution is adopted.

Is the Assembly willing to adopt the fifth resolution, entitled "WHO's human health and
environment programme: evaluation of the effects of chemicals on health "? In the absence
of any objection, the resolution is adopted.

Is the Assembly willing to adopt the sixth resolution, entitled "WHO's human health and
environment programme: evaluation of the effects of biological environmental factors on
health "? In the absence of any objection, the resolution is adopted.

With regard to item 3.14.1 - Annual Report of the United Nations Joint Staff Pension Board
for 1976 - Committee B recommends that the Assembly should note the status of the operation of
the Joint Staff Pension Fund, as indicated by its annual report for the year 1976 and as
reported by the Director -General. Is the Assembly in agreement with this recommendation?
In the absence of any objection, it is so decided.

Concerning item 3.14.2 - Appointment of representatives to the WHO Staff Pension
Committee - Committee B recommends to the Assembly that the member of the Executive Board
designated by the Government of Burundi be appointed as member of the WHO Staff Pension
Committee, and that the member designated by the Government of the People's Republic of China
be appointed as alternate member of the Committee, the appointments being for a period of

three years. Is the Assembly in agreement with this recommendation? In the absence of
any objection, it is so decided. The third report of Committee B is therefore approved.'

1 See p. 730.
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2. THIRD REPORT OF COMMITTEE A

The ACTING PRESIDENT:

We shall now consider the third report of Committee A, as contained in document A31/67.
Five resolutions are contained in this report, which I shall invite the Assembly to adopt one
by one.

Is the Assembly willing to adopt the first resolution, entitled "Procedures for
introducing changes into the Sixth General Programme of Work covering a Specific Period
(1978 -1983 inclusive) "? In the absence of any objection, the resolution is adopted.

Is the Assembly willing to adopt the second resolution, entitled "Monitoring of the
implementation of programme budget policy and strategy "? In the absence of any objection,
the resolution is adopted.

Is the Assembly willing to adopt the third resolution, entitled "Action programme on
essential drugs "? In the absence of any objection, the resolution is adopted. The delegate
of the Federal Republic of Germany has the floor.

Professor VON MANGER -KOENIG (Federal Republic of Germany):

Mr President, the delegation of the Federal Republic of Germany would like to give some
explanation of vote for the record. The delegation of the Federal Republic of Germany
attaches very special importance to the drug policy as regards international cooperation.
Three years ago it was my delegation which, together with many co- sponsors, was the original
sponsor of resolution WHA28.66, and introduced it.

My delegation sees in the resolution "Action programme on essential drugs ", which has
just been passed, an equally important document which will be a guideline for worldwide
cooperation in this field for the next years. Although it has been clarified, by the use of
the words "as appropriate ", that these are suggestions which can and should be adjusted
according to the special political, legal and other circumstances prevailing in a given
country, my delegation feels that dangers might crop up if the wording utilized in operative
paragraph 2(3) regarding "prescription by generic names" were interpreted in a narrow sense.
Any exclusive use of generic names when prescriptions are made would, in the long run, be
detrimental to the interests of the international community, since it would involve in this
task pharmaceutical producers with large research facilities who, through such a practice,
might not be sufficiently motivated to develop their products further by research, innovations
and costly measures to improve further the quality of their products.

We do not object to the use of generic names: on the contrary, this would contribute to
a better appreciation of what is available on the drug market, and lead to better information
for health workers at all levels. But any restriction of prescriptions to generic names only
might be to the detriment of health care needs, and hinder progress. We feel that nobody
would wish this to happen.

The ACTING PRESIDENT:

Thank you very much, distinguished delegate of the Federal Republic of Germany.
Is the Assembly willing to adopt the fourth resolution, entitled "Drug policies and

management: medicinal plants "? In the absence of any objection, the resolution is adopted.
Is the Assembly willing to adopt the fifth resolution, entitled "Action programme of

appropriate technology for health "? In the absence of any objection, the resolution is
adopted. Therefore the report is approved.1

3. FOURTH REPORT OF COMMITTEE A

The ACTING PRESIDENT:

We shall proceed with consideration of the fourth report of Committee A, as contained

in document A31/68. Three resolutions are contained in this report, which I shall invite the

Assembly to adopt one by one.

1 See p. 728.
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Is the Assembly willing to adopt the first resolution, entitled "Development and
coordination of biomedical and health services research "? In the absence of any objection,
the resolution is adopted.

Is the Assembly willing to adopt the second resolution, entitled "Medium -term programme
for health manpower development "? In the absence of any objection, the resolution is
adopted.

Is the Assembly willing to adopt the third resolution, entitled "Special programme of
research, development and research training in human reproduction "? In the absence of any
objection, this last resolution is adopted. The fourth report of Committee A is therefore
approved. 1

4. FOURTH REPORT OF COMMITTEE B

The ACTING PRESIDENT:

We shall now consider the fourth report of Committee B, as contained in document A31/69.

This report contains three resolutions, which I shall invite the Assembly to adopt one by one.
The first resolution is entitled "Health conditions of the Arab population in the

occupied Arab territories, including Palestine ". A delegation has requested that this

resolution be put to the vote, I shall therefore put to the vote the resolution entitled

"Health conditions of the Arab population in the occupied Arab territories, including

Palestine ". There is a point of order from Iraq. You have the floor.

Dr HASSOUN (Iraq): (translation from the Arabic):

Mr President, the delegation of Iraq requests a roll-call vote.

The ACTING PRESIDENT:

We have a request for a roll -call from the delegate of Iraq. Rules 74 and 75 of the

Rules of Procedure apply in this circumstance. I shall now draw the letter indicating the

name of the delegation with which voting will begin. The names of participating countries

will be called in the French alphabetical order of the names of the Members. Delegates, when
the name of their country is called, should reply by saying "Yes ", "No ", or "Abstention ",

according to the way they wish to vote. The letter "G" has been drawn, so we shall

begin with that letter.

A vote was taken by roll -call, the names of the Member States being called in the French
alphabetical order, starting with Gabon, the letter "G" having been determined by lot.

The result of the vote was as follows:

In favour: Algeria, Angola, Argentina, Bahrain, Bangladesh, Benin, Bulgaria, Burundi,
Cape Verde, China, Colombia, Congo, Cuba, Cyprus, Czechoslovakia, Democratic People's
Republic of Korea, Egypt, Ethiopia, Gabon, Gambia, German Democratic Republic, Greece,
Guinea, Guinea -Bissau, Hungary, India, Indonesia, Iran, Iraq, Jordan, Kenya, Kuwait, Lebanon,
Liberia, Libyan Arab Jamahiriya, Madagascar, Malaysia, Mali, Malta, Mauritania, Morocco,
Mozambique, Niger, Nigeria, Oman, Pakistan, Philippines, Poland, Qatar, Republic of Korea,
Romania, Rwanda, Saudi Arabia, Sierra Leone, Singapore, Somalia, Sri Lanka, Sudan, Syrian
Arab Republic, Togo, Trinidad and Tobago, Tunisia, Turkey, Union of Soviet Socialist
Republics, United Arab Emirates, United Republic of Tanzania, Upper Volta, Viet Nam, Yemen,
Yugoslavia.

Against: Australia, Austria, Belgium, Canada, Denmark, Finland, France, Federal
Republic of Germany, Guatemala, Iceland, Ireland, Israel, Italy, Luxembourg, Netherlands,
New Zealand, Nicaragua, Norway, Sweden, Switzerland, United Kingdom of Great Britain and
Northern Ireland, United States of America.

Abstainin: Bolivia, Botswana, Brazil, Chile, Costa Rica, Ecuador, El Salvador,
Ghana, Honduras, Ivory Coast, Japan, Lesotho, Malawi, Mexico, Nepal, Panama, Portugal,
Spain, Suriname, Thailand, Uruguay, Zambia.

1 See p. 728.
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Absent: Albania, Burma, Central African Empire, Chad, Comoros, Democratic Yemen, Fiji,
Guyana, Haiti, Jamaica, Lao People's Democratic Republic, Maldives, Mauritius, Monaco,
Mongolia, Papua New Guinea, Paraguay, Peru, Samoa, Sao Tome and Principe, Senegal, Swaziland,
Tonga, Uganda, United Republic of Cameroon, Venezuela, Zaire.

The ACTING PRESIDENT:

Have all delegations been called? I shall now announce the result of the voting.
It is as follows: number of members present and voting: 92; majority required: 47;
votes for: 70; votes against: 22; abstentions: 22. The motion is carried. The delegate
of Iran has the floor.

Dr SALEH (Iran):

Mr President, my delegation has voted in favour of the resolution on health con-
ditions of the Arab population in the occupied Arab territories, including Palestine,
and I would like to give an explanation of our vote to be included in the official
records. Iran's position concerning the question of the occupied Arab territories and
Palestine is well known. We have unequivocally and consistently supported the total
implementation of Security Council resolutions 242 and 338 and all relevant United
Nations resolutions concerning the withdrawal of Israel from occupied Arab territories
and also the exercise of the legitimate rights of the Palestinian people. In accordance
with Article 1 of the Constitution of the World Health Organization, the objective of
the Organization is the attainment by all peoples of the highest possible level of health
and the principal thrust of the World Health Assembly should be the continued implemen-
tation of this fundamental objective. There are a number of forums within the United
Nations system where questions of a strictly political nature can be taken up and
thoroughly discussed, and therefore we have always been of the opinion that political
considerations should in no way interfere in the work of the United Nations specialized
agencies.

The ACTING PRESIDENT:

The delegate of Iceland has the floor.

Mr KROYER (Iceland):

Mr President, my delegation was absent during the vote on this resolution in
Committee B; we should therefore like to give an explanation of our vote to be included
in the record. It was with regret that the delegation of Iceland found itself obliged
to vote against the resolution. Iceland is deeply conscious of the problems of health
assistance to refugees and other displaced persons in the Middle East. My country has
consistently supported the relief work of UNRWA. We support the activity of the World
Health Organization in the area and are pleased to see that the Special Committee of
Experts has now been able to carry out its task. My delegation, however, does not con-
sider that this resolution properly reflects the report of the Committee. Moreover,
Iceland has consistently been opposed to the use of the United Nations specialized
agencies as political platforms. Specifically, in this case we do not consider it
appropriate for WHO to condemn a Member State as such. For these reasons, Mr President,
the delegation of Iceland found itself obliged to vote against this resolution.

The ACTING PRESIDENT:

I thank the delegate of Iceland. Is there any other observation? The delegate of
Mongolia has the floor.

Dr JADAMBA (Mongolia):

Thank you, Mr President, for giving me the floor. My delegation was absent during
the course of the vote, but wants to vote in favour of the resolution.

The ACTING PRESIDENT:

Thank you very much. Is there any other observation? I see none.
We proceed to the second resolution contained in the fourth report of Committee B, entitled
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"Coordination within the United Nations system: general matters ". Is the Assembly willing
to adopt this resolution? In the absence of any objection, the resolution is adopted,

Is the Assembly willing to adopt the third resolution in the report, entitled
"Coordination within the United Nations system: United Nations Water Conference "? In

the absence of any objection, the resolution is adopted. The fourth report of Committee B
is therefore approved.1

5. REVIEW AND APPROVAL OF THE REPORTS OF THE EXECUTIVE BOARD ON ITS SIXTIETH AND SIXTY -FIRST
SESSIONS (continued)

The ACTING PRESIDENT:

We now come to the conclusion of item 1.10- Review and approval of the reports of
the Executive Board on its sixtieth and sixty -first sessions. Now that the main
committees have finished their consideration of the part of the Executive Board's report
which deals with the programme budget for 1978 -1979 (financial year 1979), we are in a
position to take note formally of these reports. From the comments which have been made,
I take it that the Assembly wishes to commend the Board on the work performed and express
its appreciation of the dedication with which the Board has carried out the tasks
entrusted to it. I also believe it would be appropriate to convey the thanks of the
Assembly in particular to those members of the Board who will be completing their terms
of office immediately after the closure of the current session of the Health Assembly.
With your agreement, it will be the President's pleasant duty to do so on behalf of the
Assembly. May I once again thank the representatives of the Executive Board for having
so ably presented the reports of the Executive Board to this Assembly.

6. SELECTION OF THE COUNTRY OR REGION IN WHICH THE THIRTY -SECOND WORLD HEALTH ASSEMBLY WILL

BE HELD

The ACTING PRESIDENT:

We now come to the selection of the country or region in which the Thirty- second

World Health Assembly shall be held. I should like to draw the Assembly's attention to
the fact that, under the provisions of Article 14 of the Constitution, the Health
Assembly, at each annual session, shall select the country or region in which the next
annual session shall be held, the Executive Board subsequently fixing the place. In the

absence of any indication by a Member for holding the Assembly elsewhere, I propose that

the Thirty- second World Health Assembly be held in Switzerland. Are there any comments?

I see none. It is therefore so decided. The meeting is now adjourned.

The meeting rose at 15h30.

1 See p. 731.
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Wednesday, 24 May 1978, at 14h30

Acting President: Dr U. FREY (Switzerland)

1. FIFTH REPORT OF COMMITTEE A

The ACTING PRESIDENT (translation from the French):

The meeting is called to order.
We are going to consider in turn the fifth report of Committee A, as contained in

document A31/70, the fifth report of Committee B (document A31/71) and the sixth report of
Committee A (document A31/72). In accordance with Rule 53 of the Rules of Procedure, these
reports will not be read aloud, and I shall invite the Assembly to adopt one by one the
resolutions that are submitted to it. We will begin with the fifth report of Committee A.

Does the Assembly agree to adopt the first resolution, entitled "Technical cooperation
among developing countries "? Since there are no objections, the resolution is adopted.

Does the Assembly agree to adopt the second resolution, entitled "Education of people in
community health "? Since there are no objections, the resolution is adopted.

Does the Assembly agree to adopt the third resolution, entitled "Managerial process for
health development "? I see no objections raised, so the resolution is adopted.

Does the Assembly agree to adopt the fourth resolution, entitled "Programme on diarrhoeal
diseases control "? There being no objections, this resolution is adopted.

Does the Assembly agree to adopt the fifth resolution, entitled "Malaria control strategy "?
Since there are no objections, the resolution is adopted. We have thus approved the fifth
report of Committee A.1

2. FIFTH REPORT OF COMMITTEE B

The ACTING PRESIDENT (translation from the French):

I now turn to the fifth report of Committee B, as contained in document A31/71.
Does the Assembly agree to adopt the first resolution, entitled "Coordination within the

United Nations system - Cooperation with newly independent and emerging States in Africa:
Special programme for health cooperation with Lesotho "? Since there are no objections, the
resolution is adopted.

Does the Assembly agree to adopt the second resolution, entitled "The role of the health
sector in the development of national and international food and nutrition policies and plans,
with special reference to combating malnutrition "?

The delegation of Australia has asked for the floor.

Dr CUMMING (Australia):

Mr President, the Australian delegation has no objection to this resolution, but it feels
that there is a need for an editorial change in operative paragraph 3, where the introductory
sentence seems to have become slightly confused in the English text. We think there should be
a re- phrasing here, to read as follows:

See p. 728.
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"RECOMMENDS that Member States give the highest priority to stimulating permanent
multisectoral coordination of nutrition policies and programmes and to preventing
malnutrition in pregnant and lactating women, infants and young children by . . . ",

and then it reads as before. The present wording in English is rather confusing.

The ACTING PRESIDENT (translation from the French):

Has anybody any objection to these amendments, or editorial corrections, proposed by the
delegation of Australia? There are none. The Secretariat has taken note of the corrections,
and we have thus adopted the resolution.

Does the Assembly agree to adopt the third resolution, entitled "Prevention and control
of zoonoses and foodborne diseases due to animal products "? There being no objections, this
resolution is adopted.

Does the Assembly agree to adopt the fourth resolution, entitled "Problems of the human
environment: food hygiene "? Since there are no objections, this resolution is adopted.

Does the Assembly agree to adopt the fifth resolution, entitled "Fluorides and prevention
of dental caries "? There are no objections, so the resolution is adopted.

Does the Assembly agree to adopt the sixth resolution, entitled "Coordination within the
United Nations system: Activities financed from extrabudgetary sources within the United
Nations system "? I see no objections, so the resolution is adopted.

Does the Assembly agree to adopt the seventh resolution, entitled "Coordination within
the United Nations system - Cooperation with newly independent and emerging States in Africa:
Liberation struggle in southern Africa "? There are no objections, so the resolution is
adopted.

Does the Assembly agree to adopt the eighth resolution, entitled "Expanded Programme on
Immunization "? I see no objections, so the resolution is adopted.

Does the Assembly agree to adopt the ninth resolution, entitled "Smallpox eradication
programme: Current status and certification "? Since there are no objections, the resolution
is adopted. We have accordingly approved the fifth report of Committee B.1

3. SIXTH REPORT OF COMMITTEE A

The ACTING PRESIDENT (translation from the French):

We will now turn to the sixth report of Committee A, as contained in document A31/72.
Does the Assembly agree to adopt the first resolution in this report, entitled "Maternal

and child health "? Since there are no objections, the resolution is adopted.
Does the Assembly agree to adopt the second resolution, entitled "Health hazards of

smoking "? Since there are no objections, the resolution is adopted.
Does the Assembly agree to adopt the third resolution, entitled "Control of sexually

transmitted diseases "? There are no objections, so the resolution is adopted.
Does the Assembly agree to adopt the fourth resolution, entitled "Control of endemic

treponematoses "? There are no objections, so this resolution is adopted. We have thus
approved the sixth report of Committee A.' The meeting is adjourned.

The meeting rose at 14h50.

1 See p. 731.
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Wednesday, 24 May 1978, at 15h15

Acting President: Dr U. FREY (Switzerland)

CLOSURE OF THE SESSION

The ACTING PRESIDENT (translation from the French):

I now call the meeting to order. A number of delegations have asked for the floor.
The first speaker on my list is the distinguished delegate of Rwanda, whom I now invite to
come up to the rostrum.

Dr RWASINE (Rwanda) (translation from the French):

Mr President, Mr Director -General, distinguished delegates, at the conclusion of our
difficult labours, during which each one of us has worked as selflessly as he could, and each
was able to examine what has been achieved, what is being achieved and what our Organization
hopes to achieve, the honour devolves upon my country and, through it, to me to convey the
sincere congratulations of the delegations of the African Region to the Director - General of
the World Health Organization, Dr Mahler, for his excellent work, his sound programme, and his
election for a further term of office. We would like Dr Lambo, Deputy Director- General, to
accept our sincere compliments for his genuine contribution to the success of the Organization.
We include Dr Quenum, Regional Director for Africa, in our congratulations for the most
valuable services he has rendered to the Region. Our thanks also go to all the Secretariat,
the translating and editing services for their contribution to the work of the Assembly and
the Organization as a whole.

Mr Director -General, the challenge you took up to bring better health within everybody's
reach by the year 2000 was endorsed by the World Health Assembly when it elected you for a
further term of office. We are well aware that there are many obstacles to overcome before
achieving this goal. The African Region is still floundering in a magma of misery and
disease. To mention but a few, onchocerciasis, trypanosomiasis, helminthiasis and malaria
are still working havoc, while malnutrition, lack of drinking- water, and murderous and
mutilating wars lengthen the list of disasters.

Mr Director -General, you have given priority in your programme to essential drugs, food
and nutrition, supply of drinking -water, biomedical research and the training of health
personnel at all levels, a fact which has breathed new life into the Organization's policies
and broadens our ambitions. You are the flag- bearer of all those who are guided by true
humanitarian considerations, and we must all unite to achieve the goal of this august Assembly -
"Health for all by the year 2000 ". Just as smallpox was eradicated during your first term of
office, may it be God's wish that before the end of your second you will see some of the other
diseases I have mentioned disappear for ever from the face of the earth.

The Thirty -first World Health Assembly welcomed the Republic of Djibouti as a new Member
of the World Health Organization. We warmly congratulate this country and offer it our
willing collaboration.

Again on behalf of the delegates of the African Region, I would like to convey to the
President sincere thanks for the work he skilfully accomplished in presiding over our Assembly.
My thanks also go to all his collaborators, the Vice -Presidents and the Chairmen and
Rapporteurs of the main committees. We are convinced that the way in which he guided this
Assembly in its work will assist us in our endeavours to improve health for all.

The ACTING PRESIDENT (translation from the French):

I thank the distinguished delegate of Rwanda and I now call on the distinguished
delegate of Mexico.
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Dr ÁLVAREZ GUTIÉRREZ (Mexico) (translation from the Spanish):

Mr President, Mr Director -General, ladies and gentlemen, Mexico is a country that is
proud to share in the privilege of belonging to the Region of the Americas. The Mexican

delegation therefore feels honoured to be able to take the floor in this highest and noblest
of world health forums and express, on behalf of the countries of the Americas, our gratifica-
tion at the success achieved in this Thirty -first World Health Assembly.

Once again the purpose that brings us all together has been amply achieved: to secure,

in a spirit of international solidarity and through our Organization, the consolidation of
more effective and efficacious activities to promote the health and wellbeing of mankind.

I shall refer first of all to the spirit of equality that has prevailed throughout this
Thirty -first World Health Assembly and has been manifested in such significant ways as our
having maintained the status quo with regard to the use of the working languages in our
Organization, despite the financial commitment it involves.

Another example of solidarity is the ever stronger trend towards economic and technical
cooperation among developing countries. What we would urge at this juncture is to go on
working and striving to make it a reality, since in the long run not only will the developing
countries be the gainers by it but, as the system expands technologically and economically,
the developed countries too will be able to profit from our experience.

Among the technical aspects that have particularly engaged our attention, mention might
be made of the interest taken by the countries of the Region in problems and programmes con-
cerned with the environment, which exerts so much influence on health, to such a degree that
in the public administration of Mexico a sub -secretariat has been established, within the
Secretariat of Health, with responsibility for coordinating all governmental activities in this
ever more important sector; it has to deal with a great variety of problems ranging from
biological contamination of foodstuffs and beverages to the hazards caused by toxic or
dangerous chemicals.

The countries of our Region, through the Pan American Health Organization, have
reaffirmed their decision to eradicate malaria, since they take the view that to speak only of
control may mean devoting smaller resources to the fight against this disease which, as has
already regrettably been seen, may again become a worldwide scourge.

Finally, I should like to mention the energy with which all the Member States of the
Organization are, under its guidance, striving to ensure that, through primary health care,
all the inhabitants of our planet will have access to basic health services by the year 2000.
This decision is certainly a most striking example of human solidarity in the quest for well-
being through social justice.

Mr President, ladies and gentlemen, on behalf of the countries of the Region of the
Americas, it is my duty to thank the Director -General, the Director of our Regional Office,
Dr Acuña, and the Secretariat for the enormous efforts they have made to ensure that our
deliberations were brought to a successful conclusion. To the President, the Vice -Presidents

and the Chairmen of the main committees I pay a tribute of gratitude for the skill and talent
with which they have conducted the session. To the Secretariat staff, to the interpreters
and to the translators I render thanks for their invaluable work. And to all the participants
go our best wishes for a happy return to their countries.

The ACTING PRESIDENT (translation from the French):

I thank the distinguished delegate of Mexico, and call upon the distinguished delegate
of Jordan.

Dr KARADSHEH (Jordan) (translation from the Arabic):

Mr President, honourable delegates, ladies and gentlemen, it is a great honour for my
country and myself that I have been asked to address you on behalf of the delegations from the
Eastern Mediterranean Region.

Mr President, we assembled in this hall on 8 May for the solemn opening of the Thirty -
first World Health Assembly, listened to speeches of welcome and made the acquaintance of
delegates from all over the world, who by their presence bore witness to the universality of

this important gathering.
The sixteen days that have elapsed since then have been full of scientific discussion

and useful inquiry with a view to raising the standard of health in WHO Member States through
joint efforts to attain a common goal, since the health of the world is indivisible, being in
that respect similar to the health of the body, in which sickness in one part affects all the
others.
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We are meeting today at the end of this period to say farewell and express our gratitude
to the President of the Assembly and his Vice -Presidents, to the Director - General and his
assistants, to the Chairmen of the main committees, to the members of the Secretariat, to the
interpreters, in short to all those who have helped to make this Assembly a success.

Mr President, the Thirty -first World Health Assembly has been marked by two important

events - the Organization's thirtieth anniversary and the reappointment of Dr Mahler as
Director -General for a further five -year term. Dr Mahler will keep the Organization's
standard flying high as we march steadily towards our set objective of health for all by the
year 2000. All the debates and discussions that have taken place during the Assembly, all
the long -term and short -term programmes, are all merely means of striving to achieve that
lofty humanitarian objective.

Mr President, now that this Assembly has drawn to a close, each of us will be returning
to his or her country, but we shall maintain our contact and collaboration with the
Organization through its Regional Offices. In the Eastern Mediterranean Region we look with
pride and esteem on our Regional Director, Dr Taba, who is continuing to devote himself, as
always, to the welfare of the peoples of our Region, giving them every support and assistance
in promoting their health services. I should like to take this opportunity of conveying to
Dr Taba and his staff our deepest gratitude and profound esteem for their invaluable efforts
and their kind support for our health projects in all areas.

In conclusion, Mr President, I wish all the delegates who have taken part in this Assembly
a safe journey and happy return to their own countries. I look forward to meeting them again
at the next Assembly.

The ACTING PRESIDENT (translation from the French):

I thank the distinguished delegate of Jordan, and I now call on the distinguished delegate
of the Union of Soviet Socialist Republics, Dr Venediktov.

Dr VENEDIKTOV (Union of Soviet Socialist Republics) (translation from the Russian):

Mr President, Mr Director -General, distinguished delegates, the Thirty -first World Health
Assembly is drawing to its close. And as in the history of the Organization no Assembly has
ever been a simple repetition of those that have gone before, this Thirty -first Assembly
differs considerably from previous ones. Perhaps the most important thing about it is the
feeling of a greater sense of responsibility and maturity of our Organization, which has
celebrated its thirtieth anniversary with becoming modesty coupled with a feeling of justified
pride at the progress achieved.

From the first to the last day we have actively participated in the discussions on major
international and national health matters and have adopted a series of important decisions
and resolutions thereon. It is difficult to analyse and evaluate all these decisions here
and now but it is perfectly clear, for example, that the discussion on national and inter-
national policies in regard to medicaments marks a further important stage in the efforts to
resolve this very complex problem.

We attach great importance to the Assembly's decision to preserve equality between all
the working and official languages of the Assembly as a means of communication between Member
States during the sessions of the highest world health body as well as between sessions. The
decisions which strengthen the work of our Organization in planning and evaluating activities
and evaluating the results of our programmes at the country, regional and world levels are of
great significance, as are the resolutions on the development of biomedical and health
services research, the development of the programmes on tropical, parasitic and diarrhoeal
diseases, the Expanded Programme on Immunization, the malaria programme, etc. The successful
completion of the smallpox eradication programme is very important and it is now particularly
necessary to summarize and preserve the experience gained in this campaign for use in the
Organization's future programmes.

The unanimous reelection by secret ballot of the Director -General of WHO,
Dr Halfdan Mahler, for a further term of office is very symbolic and has convincingly
demonstrated to him the Assembly's full trust in and support for his concepts of the need for
social justice in regard to the preservation and strengthening of health.

The Assembly has confirmed not only our common wish to work together but also the
necessity for cooperation of this kind for the governments of all countries and for the
Organization as a whole. The Assembly showed that we know how to work together in a practical
and business -like manner when we take sufficient pains. There is no doubt that a link exists
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between success in any work in the field of health and the radical changes in the world today -
détente, the incessant struggle of the world's peoples for economic and social progress, peace
and disarmament, and against the threat of a new world war, famine, poverty and human suffering.
This is particularly topical in connexion with the extraordinary session of the United Nations
General Assembly on disarmament which has opened in New York.

It is very important also that the Assembly in its resolutions has resoundingly expressed
its sympathy and support for the indigenous populations in the occupied Arab territories in
the Middle East and in southern Africa who are fighting for liberation, national independence
and the right to determine their own fate.

Distinguished delegates, our cooperation in health is not only the consequence but also
the instrument of a further strengthening of friendship and cooperation between the peoples.
In this connexion the most significant result of our session is the resolute confirmation that
the protection and strengthening of health are inalienable rights of every individual, every
family and every people throughout the world, and that the responsibility for effectively
guaranteeing those rights lies with the governments of the countries concerned. The Assembly
has reiterated its determination to do its utmost to achieve health for all by the year 2000,
thus enabling everyone to live a socially and economically fruitful life.

The most important prerequisite if this is to be achieved is primary health care, i.e.
ensuring that every individual is able to obtain immediate prophylactic and curative care,
health education and other assistance in that area of first contact that exists between the
national health system and the citizen. The interests of each individual and of society as
a whole largely coincide in this matter, although there are still many unsolved and complex
questions to be dealt with in the practical organization of this type of care.

In a few months' time the International Conference on Primary Health Care will take place
in Alma -Ata. We are deeply gratified at the great attention this conference has received
from many of the delegations at the Assembly. This surely already provides a convincing
rebuttal of the doubts expressed with regard to the expediency of such a conference and the
possibility of a useful exchange of opinion on this matter between States of different social
and political structure, at different levels of economic development and with different
natural, geographical and other conditions. At the Alma -Ata conference all countries will be
able to give an extensive description of their own experience in developing primary health
services, to learn what is being done in other countries and to exchange views on ways of
cooperating in this sphere.

The Soviet Union will take pleasure in showing you the work of its health services not
only in Alma -Ata but in other towns and rural areas of Kazakhstan, Uzbekistan, Kirghizia and
other republics to which special trips and flights will be organized for the participants in
the conference.

We are all fully aware that there is not, and cannot be, a single pattern for health
services, that there cannot be blind copying of the health services of other countries. There
are undoubtedly, however, certain common laws that govern the development of health services.
Many countries have built up vast collective experience and it is only on the basis of that
experience that it is possible to ensure proper development of various systems of health
services and primary health care that will suit the conditions in the individual countries.

Distinguished delegates, in conclusion I should like on behalf of all the countries of
Europe to convey our deep satisfaction at the course and results of the Thirty -first World
Health Assembly and to express our joint thanks to the President of the Assembly,
Mr Mohammed, who is absent, to you, Dr Frey, to all the other Vice -Presidents of the Assembly,
the Chairmen of the main committees and their deputies and Rapporteurs as well as to the
Secretariat of the Assembly, from the Director -General, Dr Mahler and his deputies and
assistants and the Regional Director for Europe, Dr Kaprio, to the indefatigable interpreters
and technical staff.

May I wish all of them and you, distinguished delegates to this Assembly, good health,
success in your work and "Do svidanija ", as we say in Russian. Goodbye, and may we meet
again soon in Alma -Ata:

The ACTING PRESIDENT (translation from the French):

Thank you very much, Dr Venediktov, delegate of the Union of Soviet Socialist Republics.
I now give the floor to the delegate of Burma.
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Dr AUNG THAN BATU (Burma):

Mr President, Mr Director -General, distinguished delegates, ladies and gentlemen, I have
the honour and pleasure to speak on behalf of my fellow delegates from the South -East Asia
Region at this closing session of the Thirty -first World Health Assembly. We should like to
pay tribute to the President of the Assembly for the efficient and judicious manner in which he
has conducted the Assembly.

This Assembly has reaffirmed its faith and confidence in the dynamic and forceful leader-
ship of Dr Halfdan T. Mahler as Director -General of our Organization, and we would like to take
the opportunity of again expressing our appreciation of his efforts to further the objectives
of the World Health Organization. We would also like to thank Dr Lambo, the Deputy Director -

General, for his able assistance, and all the Secretariat staff, including those who have been
working behind the scenes to facilitate the work of the Assembly. Member States of the South -
East Asia Region have also reaffirmed their confidence in Dr Gunaratne as Regional Director and
we gratefully voice appreciation of the way in which he has worked with us to solve our problems.
We would also like to thank the representatives of the Executive Board for their able perform-

ance, and the Chairmen of the various committees for effectively and efficiently carrying out
their difficult tasks.

The Thirty -first World Health Assembly has made many important decisions, among which may
be counted our decision to reappoint Dr Halfdan T. Mahler as Director -General of WHO. Of great
interest to us also are the resolutions concerning the organizational study on WHO's role at
the country level, malaria, diarrhoea, drug policies, biomedical and health services research,
and country health programming - to name a few.

This Assembly has been working hard to finish its set tasks by today, and we hope that what
we have accomplished will take us well forward towards our stated goal of achieving health for
all by the year 2000.

Finally, Mr President, I wish you and all fellow delegates a good journey home.

The ACTING PRESIDENT (translation from the French):

I thank the distinguished delegate of Burma and I now give the floor to the last speaker
on my list, the distinguished delegate of the Republic of Korea.

Mr C. S. SHIN (Republic of Korea):

Mr President, Mr Director -General, distinguished delegates, ladies and gentlemen, it is a
great honour to my country, the Republic of Korea, and myself to speak on behalf of the countries
in the Western Pacific Region at this closing session of the Thirty -first World Health Assembly.

Like previous speakers, first of all, I would like to express my sincere appreciation to
the President and Vice -Presidents for their great wisdom, tact and able guidance in leading this
important gathering to a fruitful conclusion. I should also like to thank the Chairmen of the
committees, the Vice -Chairmen, the Rapporteurs and the Chairman of the Technical Discussions for
their competence and ability in carrying out their duties. My thanks equally go to Dr Mahler
who has been re- elected as Director -General - on achieving a great deal of work for this
Organization, to Dr Lambo, Deputy Director -General, Dr Fedele, Dr Gunn, Mme Mutschler and all
other members of the Secretariat who have worked so efficiently and effectively to make this
Assembly a successful one. I cannot go further without mentioning my deep gratitude to Dr Dy,
Regional Director for the Western Pacific, for his untiring efforts in improving the health
situation in our Region.

The Thirty -first World Health Assembly, which marks the thirtieth anniversary, is now
about to close. Since the foundation of WHO thirty years ago we have made strenuous efforts to
achieve our lofty and supreme objective, namely "Health for all people ". We have succeeded to
a certain extent in achieving that goal, but we still have before us a long way to go.

This year's session marks another epoch- making point in these endeavours of ours. For the
past three weeks we have discussed many crucial agenda items in an earnest and constructive way.
Throughout the debate, we have displayed an extraordinary spirit of cooperation and compromise
in identifying problem areas and finding solutions. At this juncture, may I venture to say that
this Assembly has brought us much nearer to our common goal.

The common enemies of mankind such as diseases and malnutrition cannot be defeated by the
struggle of any one individual country or any one region alone. That task calls for concerted
and global undertakings. During the present Assembly, a number of resolutions and action
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programmes were adopted, and there were many good ideas and suggestions in relation to these
resolutions and programmes. These are, in a sense, challenges and missions that face us today.
We should, and certainly can, successfully meet these challenges. The success will be
attributed to active cooperation and good partnership among ourselves in implementing these
resolutions and programmes wherever our respective countries may be located, and whatever our
levels of development. Our objective is global, and it requires a global approach. I hope and
trust that the day of attaining our common goal of "Health for all" is not in the distant

future. But we must be mindful that this goal will require a full measure of our devotion and
striving.

Following the closing session, we shall go back each to our own part of the world with
this aspiration in mind and devote ourselves to fulfilling the objectives we have set at this
session in Geneva. We shall look forward to meeting here again next year to harvest our fruits.

The ACTING PRESIDENT (translation from the French):

I thank the distinguished delegate of the Republic of Korea. Since there are no more
speakers on my list, with your permission, your excellencies, distinguished delegates, ladies
and gentlemen, I would like to say a few words on my own behalf.

This session marking our thirtieth anniversary is nearing its end. Before officially
closing the meeting, it is customary for the President to review the discussions briefly and
comment on what the Assembly has achieved. As you all know, our President,
Mr Kamaluddin Mohammed, was obliged to leave us and the honour of presiding over this closing
ceremony has fallen to me, as one of the five Vice -Presidents. I would like first of all to
pay tribute on your behalf to the competent and painstaking way in which our elected President
guided the debates of the Assembly. For personal and health reasons he is unable to be here
with us today, and I would like on behalf of this Health Assembly to convey to him our best
wishes for his good health.

By a lucky combination of circumstances for my country, a Federal Councillor of the
Swiss Confederation took the floor at the opening session of the World Health Assembly and a
representative of Switzerland is presiding over the closing ceremony. I hope that the
impartial international nature of WHO and the strict neutrality of Switzerland will not prevent
me from expressing my personal satisfaction at this unusual event. Indeed, I would like to
take this opportunity to tell you how honoured Switzerland feels to be host country for this
great Organization and also for other United Nations and related agencies that have chosen
to be established here. As a representative of the public health services of my country, I
feel particularly proud that WHO has made its home here, for it offers one of the finest
examples of effective humanitarian and international action radiating from this country to all
parts of the world.

You, the representatives of the 151 Member States and of the other accredited organiza-
tions, have worked together here for two and a half weeks, analysed the work of the Organiza-
tion, highlighted its successes and learned from its failures. You have decided on new
policies and developed new ideas. As one of your Vice- Presidents I have had a unique
opportunity to observe the debates of this Assembly, to appreciate the general spirit of good-
will, to assess individual merits, and to realize the size of the task that has brought us all
together. I was filled with admiration for the enthusiasm with which you all worked and for
the warmth of your relations with one another.

I shall try to highlight some of the most remarkable features of the Assembly but before
that I would like to refer to the important decision you all took to ensure continuity in the
life of this great Organization. You asked Dr Mahler to remain at the helm of this ship, and
his unanimous election clearly illustrates the wisdom of our policies, the quality of WHO's
work under Dr Mahler's guidance, and your determination to carry on the good work so that
adequate health is achieved by everyone by the end of the century.

May I now rapidly go over some of the other decisions taken and some of the work achieved
by this Thirty -first World Health Assembly.

First of all, as a member of a Confederation, I would like to underline what can be
achieved by creating unity in diversity. You are all from different cultural backgrounds,
you come from countries with varying levels of development, you speak different languages, are
of different religions and hold a variety of political convictions, yet you have all managed
to distinguish the basic ideal of the Organization and you have responded as one. I hope this

spirit will transcend the confines of this Assembly and pervade the relations between our

countries.
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The Executive Board has put forward constructive proposals for rationalizing its own
method of work and that of the Assembly. Your acceptance will increase the efficiency of our
two main organs, although we must remember that we have already brought about considerable
improvements here. To take just one example, I am sure you will all agree that speaking from
the rostrum was a happy innovation which simplified the proceedings.

This year, for the first time, a date for the closure of the Assembly was fixed in
advance and the fact that we are finishing on time is in itself an achievement. Yet I would
have hoped that this would have been possible without the need for us working late or even
on Saturdays; it is only with self -discipline, by shortening our interventions and by keeping
to the point that we can achieve this. I feel sure that we can improve our assemblies still
further by being more concise.

This year we have been more realistic than in the past and, if I may say so, courageous
enough to recognize that health and health decision -making have to be seen in a political con-
text. Health activities are inseparable from a country's social, economic and political
activities, and help to promote them. As your countries' decision -makers in health matters,
it is important that as soon as you get home you make your colleagues in other administrative
sectors aware of the important part you can play in solving their problems and the problems
of the country as a whole. Health should be the springboard to development and perhaps even
to peace.

WHO's Sixth General Programme of Work, which will take us up to the end of 1983, has
started well. This is not just an operational programme but also the practical expression
of WHO's determination to improve the health of everybody on this planet. Our Assembly showed
it was embarking on this task with open eyes and determination to complete it; this was proved
by many of the debates, especially those in which you rightly stressed the need for primary
health care throughout the world and the need for drugs which it is technically and
economically feasible to use to control diseases that are hampering the progress of developing
countries. I am convinced that self - reliance in health matters is certain to speed up the
all -round development of all countries.

One of the essential tasks that we must undertake in order to achieve our objectives is
to train qualified health personnel of all categories to meet all the requirements of the
population. Your decision to strengthen the development of such personnel by means of a
six -year programme to train health teams is a wise step and deserves consistent and vigorous
implementation.

As a citizen of an industrialized country, I would like to express some concern at the
overdevelopment of health and other services in the majority of the developed and
industrialized countries. I believe we must return to simpler and more human proportions.
Notwithstanding the worldwide vocation of the Organization, Dr Mahler has most skilfully
underlined the creative role of the individual in the full development of society. Guided by
a man of such imagination, WHO cannot fail in its mission.

The working budget has increased in absolute terms, but when we consider the current
world financial situation these 183 million dollars hardly represent an increase and barely
suffice to meet the minimum requirements. The agreement concluded with the Islamic Develop-
ment Bank is encouraging, and I take this opportunity to urge all countries able to do so to
increase their contribution to WHO.

Ladies and gentlemen, the celebration of the thirtieth anniversary of WHO was an occasion
for objective stocktaking rather than for formal ceremonies, and we have been able to assess
our past activities and draw up plans for the future. We are particularly grateful to the
Heads of State who sent congratulatory messages and to all the ministers of health who
attended this commemorative Assembly in person.

Ladies and gentlemen, distinguished delegates, you yourselves are of course the rationale
of this Assembly. Yet I would also like to thank the representatives of the Executive Board,
the Chairmen of the main committees and the Chairman of the Technical Discussions for their
invaluable contributions to the success of our deliberations. The officials of WHO - those
unseen men and women who carry out their daily work in the wings - have done a remarkable job;
nearer to us, the secretariat of our Assembly also deserves our particular praise and thanks.
It would be inappropriate to close the meeting without once again thanking Dr Halfdan Mahler,
the Director -General, and his deputy, Dr Lambo, for the exemplary competence and untiring
enthusiasm with which they watch over the destinies of this Organization. Had the President
been with us today, I am sure he would have expressed himself more eloquently. May I just
say on his behalf how pleased and relieved we are to see Dr Mahler and his team staying at the
helm.
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To conclude I would like to thank everyone present, and especially you, the delegates, for
making sure that this Assembly fittingly marked our thirtieth anniversary. I wish you all
every success in your work to promote world health and wish you an excellent journey home.
On behalf of the President I express the hope that we shall all meet here again next May.

I now declare the Thirty -first World Health Assembly closed.

The session closed at 16h10.



GENERAL COMMITTEE

FIRST MEETING

Tuesday, 9 May 1978, at 12h35

Chairman: Mr K. MOHAMMED (Trinidad and Tobago),
President of the Health Assembly

1. RECOMMENDATIONS REGARDING THE METHOD OF WORK OF THE HEALTH ASSEMBLY AND OF THE
EXECUTIVE BOARD

The CHAIRMAN stated that the Executive Board had submitted to the Health Assembly a
number of recommendations on the method of work of the Health Assembly and the Executive
Board (resolutions EB61.R3 and EB61.R8). He suggested that the General Committee should
review those recommendations.

Resolution EB61.R3

The CHAIRMAN pointed out that the terms of reference of the main committees as contained
in resolution WHA26.1 needed to be amended in order to take into account the changes sub-
sequently made by the Health Assembly in its method of work and the introduction of a biennial
budget cycle. The modifications recommended by the Executive Board could be regarded as
essentially editorial in nature. He proposed that the draft resolution containing the
revised terms of reference of the main committees should be submitted to the Assembly for
adoption at its meeting that same afternoon.

In reply to a question from Dr VENEDIKTOV (Union of Soviet Socialist Republics), the
DIRECTOR - GENERAL stated that, according to the draft resolution contained in

resolution EB61.R3, Committee A would first examine the proposed programme budget and would
subsequently recommend the budget level and Appropriation Resolution.

Dr VENEDIKTOV (Union of Soviet Socialist Republics) spoke in favour of maintaining the
status quo. He considered it preferable to fix the effective working budget first so that

what resources could be counted on would be known when the programme was considered.

The DIRECTOR - GENERAL drew Dr Venediktov's attention to operative paragraph 3 of part I
of resolution WHA28.69, which stipulated that Committee A "should examine the proposed
programme budget in detail prior to recommending the amount of the effective working budget ".
As the Chairman had pointed out, the changes that the Board wished to make in the terms of
reference of the main committees were essentially editorial.

Decision: The draft resolution recommended by the Executive Board in
resolution EB61.R3 would be submitted to the Assembly for adoption at
its meeting the same afternoon.

-301-
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Resolution EB61.R8

The CHAIRMAN suggested that, following the procedure already applied on various
occasions, the General Committee should examine one by one the recommendations contained
in that resolution which directly affected the work of the Assembly, in order to decide

which of them could be applied immediately, it being understood that the complete set of
recommendations would be submitted to Committee B for detailed examination.

It was so decided.

The CHAIRMAN drew the Committee's attention to operative paragraph 5(1), which recommended

the inclusion in the agenda of future Health Assemblies of a subitem entitled "Technical

activities and questions identified for additional examination during the review of the

proposed programme budget and of the Executive Board's report thereon ", so as to ensure that

the review of the programme budget in Committee A would concentrate on the major issues of the

programme and general policy and that the discussion of highly specialized technical matters

would take place later.

Pointing out that the provisional agenda of the present Assembly drawn up by the
Executive Board already contained an item so worded (item 2.6.18), the Chairman suggested
that the Committee should recommend the acceptance of the recommendation, pending its

detailed examination in Committee B.

It was so decided.

The CHAIRMAN stated that operative paragraph 5(2) dealt with the statements to be made by
the President of the Health Assembly and the chairmen of the main committees in order to explain
the role of the Executive Board representatives at the Assembly, and the role of the Board

itself. He had made a statement to that effect during the plenary meeting that morning, and
did not feel that the Board's recommendation would lead to controversy. He therefore
suggested that the Committee transmit the recommendation to the Health Assembly for
provisional application.

It was so decided.

The CHAIRMAN suggested that the Committee should recommend the provisional acceptance of
the recommendation contained in operative paragraph 5(3).

It was so decided.

The CHAIRMAN drew attention to operative paragraph 5(4), which recommended that delegates
participating in the general debate in plenary meetings of the Health Assembly should in

future speak from the rostrum. At the plenary meeting that morning he had requested the

Assembly to apply that recommendation immediately as an experiment.

Decision: The General Committee endorsed the Chairman's decision.

The CHAIRMAN drew attention to operative paragraph 5(5), which recommended that the
sponsors of draft resolutions on technical subjects for consideration by the main committees
should submit with them an explanatory note or memorandum providing the necessary background

information. He suggested that the recommendation should be applied immediately by the

Assembly as an experiment.

Dr VENEDIKTOV (Union of Soviet Socialist Republics), commenting on operative
paragraph 3 of resolution EB61.R8, expressed the opinion that it was not appropriate to
change the name of the Ad Hoc Committee of the Executive Board responsible for examining
the Financial Report and the Report of the External Auditor; that Committee was henceforth
to be called the Committee of the Executive Board to Consider Certain Financial Matters

Prior to the Health Assembly. The change might give the impression that the Report of the

External Auditor would not be examined with all the necessary care.
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Regarding the recommendation contained in operative paragraph 5(5), he feared that it
might give rise to difficulties for small delegations and for the delegations of developing

countries. Draft resolutions were frequently submitted during the discussions, and if their
sponsors had to submit an explanatory note or a memorandum the discussions might be held up.
It would be better to keep to the present arrangements. He proposed replacing the words

"that sponsors of draft resolutions . . . be requested" by "that it is desirable that

sponsors of draft resolutions . . . submit ", so as not to limit the opportunities of

delegates for submitting draft resolutions.

Dr KLIVAROVA (Czechoslovakia) reminded the Committee that when the matter had been
discussed at the sixty -first session of the Executive Board the Director -General had stated
that the Secretariat would always be willing to provide delegations with any necessary

assistance. Was that statement still valid?

Replying to Dr Venediktov's first comment, the DIRECTOR - GENERAL pointed out that the
Executive Board was perfectly entitled to change the name of the Ad Hoc Committee responsible
for examining the Financial Report and the Report of the External Auditor. That Committee

could not strictly speaking be called an ad hoc committee, because each year it had to be

appointed to examine important financial questions.

Turning to the point raised by Dr Venediktov in connexion with operative paragraph 5(5),
the Director - General stated that the main purpose of the recommendation by the Board was to

facilitate the consideration of draft resolutions, because delegates would receive the
necessary background information in advance.

Replying to the question from Dr Klivarová, the Director -General stressed that the
Secretariat would do everything it could to assist the sponsors of draft resolutions in

preparing the necessary documentation.

Dr VENEDIKTOV (Union of Soviet Socialist Republics) insisted that the amendment he had
proposed would give the intended procedure more flexibility.

Professor AUJALEU (France) voiced fears that the General Committee was exceeding its
terms of reference. Was it the place to discuss material recommendations of the Executive
Board? If so, he would wish to make two comments.

The CHAIRMAN suggested that the proposal by the delegate of the Soviet Union should be
submitted to Committee B, and that that Committee should be asked to make a detailed study
of the recommendation contained in operative paragraph 5(5).

It was so decided.

The CHAIRMAN drew the attention of the Committee to operative paragraph 5(6), which
recommended that the President of the Health Assembly and the chairmen of the main committees
should be invited to speak only in their capacity as officers of the Assembly and that it be
suggested to the other officers of the Assembly that they abstain from speaking as delegates
to the Health Assembly unless no other delegate from their country was present. That
recommendation could be transmitted to the Assembly for immediate application.

Dr VENEDIKTOV (Union of Soviet Socialist Republics) said he could not remember any
instances of presidents and vice -presidents of the Assembly and chairmen of the main committees
speaking as delegates to the Assembly.

The DIRECTOR - GENERAL pointed out that during the discussions in the Executive Board it had
been reported that such instances had occurred on various occasions in the Health Assembly.

Replying to a remark by Professor AUJALEU (France), the DIRECTOR -GENERAL explained that
the recommendation was concerned not with the members of the General Committee but with the
officers of the Assembly, namely the President of the Assembly and the chairmen of the main
committees and all others, such as the vice -presidents and rapporteurs, who had special
responsibilities at the Assembly.
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Dr VENEDIKTOV (Union of Soviet Socialist Republics) said he would prefer the recommenda-

tion to be referred to Committee B. He felt it would be better to express a wish rather than

to make a recommendation.

The CHAIRMAN suggested referring the recommendation contained in operative paragraph 5(6)

to Committee B.

It was so decided.

The CHAIRMAN also suggested referring to Committee B the recommendations contained in
operative paragraphs 6(1) and 6(2), which concerned amendments to the Rules of Procedure of
the Health Assembly, and inviting that Committee to consider agenda item 1.8 (Method of work of
the Health Assembly and of the Executive Board) or at least the recommendations contained in

operative paragraph 6 at the start of its work, so that the plenary Assembly could adopt the
amendments to its Rules of Procedure sufficiently early for them to enter into force at the

present session.

It was so decided.

2. ADOPTION OF THE AGENDA AND ALLOCATION OF ITEMS TO THE MAIN COMMITTEES

The CHAIRMAN, in accordance with Rule 33 of the Rules of Procedure, drew the Committee's
attention to the provisional agenda. He suggested the deletion of items 1.12 and 3.8.1,

which were now irrelevant.

It would also be appropriate to delete the words "if any" from items 3.2.3 and 3.8.2.

It was so decided.

The CHAIRMAN pointed out that the Committee had already decided to refer provisional
agenda item 1.8 (Method of work of the Health Assembly and of the Executive Board) to
Committee B for detailed study, while transmitting some of the recommendations by the Executive
Board to the plenary Assembly for immediate application on an experimental basis.

It was decided that the allocation of agenda items to Committees A and B should be
carried out as indicated in the provisional agenda, subject to any transfers that might be
made during the session in the light of the volume of work of the committees.

Dr OREJUELA (Colombia) objected to the inclusion in the agenda of item 3.13.1
(Coordination within the United Nations system - General matters), in connexion with which
the Director -General had submitted a draft resolution on the question of sanitary control
in the contiguous zone, which was currently being considered by the Third United Nations
Conference on the Law of the Sea. The Colombian Government felt that the Health Assembly
should not discuss the matter until a clear definition of the contiguous zone had been
established.

Following an exchange of views, during which the DIRECTOR- GENERAL pointed out that the
agenda item in question covered various matters other than the one referred to by the delegate
of Colombia, and after a point of order had been raised by Dr KILGOUR (United Kingdom of Great
Britain and Northern Ireland), it was agreed that the delegation of Colombia should make its

views known to Committee B, which was responsible for considering agenda item 3.13.1 as a

whole.

3. ARRANGEMENTS FOR THE PRIVATE MEETING OF THE HEALTH ASSEMBLY TO CONSIDER AGENDA ITEM 1.14
(APPOINTMENT AND APPROVAL OF CONTRACT OF THE DIRECTOR- GENERAL)

The CHAIRMAN pointed out that the arrangements for that meeting were governed by Article 31
of the Constitution and by Rules 108 to 112 of the Rules of Procedure of the Health Assembly.
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Under Rule 20 of the Rules of Procedure, the delegations of Members, that is the delegates,
alternates and advisers of Member States, the representatives of Associate Members, and the
representative of the United Nations were eligible for admission to the meeting. In the
past the General Committee had also decided to admit the representatives of the Executive
Board and members of the Secretariat whose presence was considered essential by the Director -
General.

As to the order in which the subitems of item 1.14 would be discussed, the Chairman
suggested that the Assembly should consider first subitem 1.14.1 (Appointment) and secondly
subitem 1.14.2 (Approval of contract).

As regards the announcement of the decision taken in the private meeting, the Committee
might recommend that the official announcement be made during a public meeting to be held
immediately after the private meeting.

Decision: The procedure outlined by the Chairman was adopted.

It was understood that the private meeting would take place on Thursday, 11 May at

9h30, and would be followed by a public meeting at which the decision would be announced.

4. PROGRAMME OF WORK OF THE HEALTH ASSEMBLY

The CHAIRMAN pointed out that for the first time the date of closure of the Health Assembly
had been fixed by the Executive Board. In resolution EB61.R40, the Board had decided that
the closure of the Thirty -first World Health Assembly should be not later than Wednesday,
24 May 1978.

The General Committee drew up the programme of work for the meetings on Wednesday, 10 May,
and Thursday, 11 May.

It was decided that suggestions for the election of Members entitled to designate a
person to serve on the Executive Board would have to be submitted not later than 10h00 on

Monday, 15 May.

With regard to the list of speakers wishing to participate in the general debate on agenda
items 1.10 and 1.11, the CHAIRMAN suggested that the order of registration should be strictly
adhered to and that new registrations should be added to the list in the precise order in

which they were submitted.

It was so decided.

After hearing a statement by Dr JOHNSON - ROMUALD (General Chairman of the Technical
Discussions), the Committee recommended that the Technical Discussions should be held in the
morning and afternoon of Friday, 12 May, and in the morning of Saturday, 13 May.

Finally, it was decided to fix the hours of work for plenary meetings and meetings of
the main committees as follows: 9h30 to 12h30 and 14h30 to 17h30, with meetings of the
General Committee at 12h30 or 17h30.

The meeting rose at 13h45.
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SECOND MEETING

Thursday, 11 May 1978, at 17h40

Chairman: Mr K. MOHAMMED (Trinidad and Tobago),
President of the Health Assembly

1. PROGRAMME OF WORK OF THE HEALTH ASSEMBLY

After hearing Dr AL -AWADI (Kuwait), Chairman of Committee A, and Mr ANWAR (Bangladesh),
Chairman of Committee B, on the progress of the work of their Committees, the General Committee
decided on the programme of meetings for Monday, 15 May.

The Committee then drew up the provisional timetable of meetings for Tuesday, 16 May.
It was agreed that the plenary meeting should meet at 9h00 to continue the general discussion
on agenda items 1.10 and 1.11 and that Committee B would also begin its work at 9h00.

The meeting rose at 17h50.

THIRD MEETING

Monday, 15 May 1978, at 12h10

Chairman: Mr K. MOHAMMED (Trinidad and Tobago),
President of the Health Assembly

1. PROPOSALS FOR THE ELECTION OF MEMBERS ENTITLED TO DESIGNATE A PERSON TO SERVE

ON THE EXECUTIVE BOARD

The CHAIRMAN, after pointing out that the procedure for drawing up the Committee's
proposals for the election of Members entitled to designate a person to serve on the Executive
Board was governed by Article 24 of the Constitution and by Rule 102 of the Assembly's Rules
of Procedure, drew the members' attention to the documents provided, as follows:

(a) a table showing the geographical distribution of the Executive Board by region;

(b) a regional list of the Members of the World Health Organization who were, or had
been, entitled to designate persons to serve on the Executive Board;

(c) a list, by region and in alphabetical order within each region, of Members whose
names had been suggested following the announcement made in the plenary meeting by the
President of the Assembly under Rule 101 of the Rules of Procedure of the Assembly;

(d) a table showing the present composition of the Executive Board, with the names
underlined of the 10 countries that had designated a person to serve on the Executive
Board whose term of membership would expire at the end of the Thirty -first World Health

Assembly and who would have to be replaced: for the African Region, Mauritania, Rwanda,

Swaziland and the United Republic of Tanzania; for the Region of the Americas, Canada;

for the South -East Asia Region, Bangladesh; for the European Region, Finland and

Yugoslavia; for the Eastern Mediterranean Region, Somalia; and for the Western Pacific

Region, Australia.

The Chairman reminded the meeting that following the amendment made by the Twenty- eighth
World Health Assembly to Rule 102 of the Rules of Procedure, the General Committee had decided
at the Twenty -ninth Assembly to adopt a new procedure for drawing up its proposals for the
election of Members entitled to designate a person to serve on the Executive Board.

At the invitation of the Chairman, the DEPUTY DIRECTOR- GENERAL read out Rule 102 of the
Rules of Procedure, together with an extract from the summary record of the General Committee's
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discussion at the Twenty -ninth World Health Assembly giving the decision adopted by the
Committee on the subject.-

The CHAIRMAN said that if the members of the Committee wished to apply the same
procedure at the present meeting they would first have a general discussion, if they so wished,
during which they could propose by word of mouth the names of countries other than those that
had already been suggested in writing, and then have a trial vote by secret ballot to draw up
a list containing the names of the countries suggested in writing or by word of mouth and the
names of any other Members of their choice, which would provide information about geographical

distribution; after a discussion, if required, on the results of that trial vote, the
Committee would draw up by secret ballot, first a list of not less than 10 and not more than
15 Members, selected exclusively from among the names put forward during the trial vote, and
after that, if necessary, a list of 10 Members selected from the previous list, again by

secret ballot.

There being no objections, it was so decided.

The CHAIRMAN invited Dr Pillay (Mauritius) and Mr Ben Youssef (Tunisia) to act as
tellers.

He explained that the purpose of the trial vote was to draw up a list from which the
members of the General Committee could select the names they would recommend in the vote
proper, to the exclusion of any other names as the list of candidates would be considered
closed at the conclusion of the trial vote. In the trial vote each member of the Committee
could enter on his ballot paper any number of names of countries that he wished to be

considered.

The DIRECTOR- GENERAL read out the names of Members submitted under Rule 101 of the Rules
of Procedure. They were as follows: for the African Region, Burundi, Cape Verde, Comoros
and Chad; for the Region of the Americas, Mexico; for the South -East Asia Region, Burma;
for the European Region, France and the Union of Soviet Socialist Republics; for the Eastern

Region, Bahrain; and for the Western Pacific Region,
He commented that, for each Region, the number of Members whose names had been put

forward corresponded exactly to the number of Members whose term of office on the Board was
coming to an end.

Professor AUJALEU (France) stated that the members of the General Committee were
entirely free to add the names of candidates not only during the trial vote but also during
the first ballot proper.

The DIRECTOR- GENERAL pointed out that the names entered in the first ballot proper must
be selected from the list drawn up during the trial vote.

For guidance purposes, a trial vote was taken by secret ballot.

2. PROGRAMME OF WORK OF THE HEALTH ASSEMBLY

After hearing statements by Mr ANWAR (Bangladesh), Chairman of Committee B, and

Dr AL -AWADI (Kuwait), Chairman of Committee A, on the progress of the work of their Committees,
the General Committee drew up the final programme of meetings for Tuesday, 16 May, and decided
on the programme of meetings for Wednesday, 17 May, and Thursday, 18 May.

3. PROPOSALS FOR THE ELECTION OF MEMBERS ENTITLED TO DESIGNATE A PERSON TO SERVE
ON THE EXECUTIVE BOARD (resumed)

After hearing the results of the trial vote, the General Committee took a vote
by secret ballot to draw up a list of not less than 10 and not more than 15 Members, selected
from the list drawn up during the trial vote, for transmission to the Health Assembly.

1 WHO Official Records, No. 234, 1976, p. 254.
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The CHAIRMAN read out the list drawn up by the General Committee. It was headed by the

following 12 countries: Bahrain, Burma, Burundi, Cape Verde, Chad, Comoros, France, Mexico,

China, Union of Soviet Socialist Republics, Spain and Tonga.

After that came four countries which had received one vote each.

The Chairman then read out Rule 84 of the Assembly's Rules of Procedure which laid down

the procedure to be followed if, during an election, one or more elective places could not
be filled by reason of an equal number of votes having been obtained by two or more candidates.

In order to separate the candidates, a vote was taken by secret ballot.

As the four countries again received an equal number of votes, a further vote was taken

by secret ballot, after which the names of Malta, Bahamas and the Netherlands were added to

the list.

The Committee then took a vote by secret ballot to establish the list of 10 Members

which, in the Committee's opinion, would provide, if elected, a balanced distribution of seats

on the Executive Board. The following countries were designated: Burundi, Cape Verde, Chad,

France, Bahrain, China, Comoros, Mexico, Union of Soviet Socialist Republics and Burma.

The CHAIRMAN stated that the report containing the names of the 15 Members proposed,

together with the names of the 10 Members which, in the Committee's opinion, would provide,

if elected, a balanced distribution of seats on the Executive Board, would be transmitted to

the Health Assembly under Rule 102 of the Rules of Procedure.

He announced that the present session of the General Committee would no doubt be the last
one at which he would have the honour of taking the chair, as for personal reasons he was
obliged to leave the Assembly. He thanked all the members of the Committee and the
Secretariat for their valuable cooperation.

Dr VENEDIKTOV (Union of Soviet Socialist Republics) thanked the Chairman for the way
in which he had conducted the discussions of the Committee and expressed to him his full
sympathy.

The meeting rose at 14h20.

FOURTH MEETING

Tuesday, 16 May 1978, at 17h40

Chairman: Mr K. MOHAMMED (Trinidad and Tobago),
President of the Health Assembly

1. ALLOCATION OF AGENDA ITEMS TO THE MAIN COMMITTEES: TRANSFER OF ITEMS

After Dr MASHALABA (Botswana), Vice -Chairman of Committee A, and Mr ANWAR (Bangladesh),

Chairman of Committee B, had reported to the General Committee on the progress of the work of

their Committees, the General Committee decided, under Rule 33(d) of the Rules of Procedure of

the Health Assembly to transfer the following items from the agenda of Committee A to that of

Committee B: 2.6.13 (Comprehensive control of cardiovascular diseases at community level

(progress report)), 2.6.14 (Fluoridation and prevention of dental caries), 2.6.15 (Birth defect

surveillance), 2.6.16 (WHO's human health and environment programme), and 2.6.17 (Problems of

the human environment: food hygiene).
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2. PROGRAMME OF WORK OF THE HEALTH ASSEMBLY

The Committee adopted a revised programme of work for Wednesday, 17 May and Thursday,
18 May and outlined the timetable of meetings for Friday, 19 May. It was planned that the
main committees would meet on Saturday, 20 May, from 9h30 to 12h30 or 13h00.

The Committee decided that after Wednesday, 17 May the morning meetings of Committee B
would start at 9h30 instead of 9h00.

The meeting rose at 17h55.

FIFTH MEETING

Thursday, 18 May 1978, at 17h40

Chairman: Dr U. FREY (Switzerland)

Vice - President of the Health Assembly

1. ALLOCATION OF AGENDA ITEMS TO THE MAIN COMMITTEES: TRANSFER OF ITEMS

After Mr ANWAR (Bangladesh), Chairman of Committee B, and Dr MASHALABA (Botswana), Vice -
Chairman of Committee A, had reported on the progress of the work of their committees, the
General Committee decided, under Rule 33(d) of the Rules of Procedure of the Health Assembly,
to transfer the following items from the agenda of Committee A to that of Committee B: 2.6.9

(Smallpox eradication: current status and certification), 2.6.10 (Expanded programme on
immunization), 2.6.11 (Control of sexually transmitted diseases), 2.6.2 (The role of the health
sector in the development of national and international food and nutrition policies and plans),

and 2.6.12 (Prevention and control of zoonoses and foodborne diseases due to animal products).
It was agreed that the last two items would be considered immediately before item 2.6.17
(Problems of the human environment: food hygiene), which had already been transferred to
Committee B.

2. PROGRAMME OF WORK OF THE HEALTH ASSEMBLY

The General Committee confirmed the programme of work planned for Friday, 19 May, and drew
up the timetable of meetings for Monday, 22 May.

' It decided that on Saturday, 20 May, Committee A and Committee B would meet not only in
the morning from 9h30 to 12h30 but also in the afternoon from 14h30 to 17h30 in order to speed
up the work and avoid evening meetings. That would enable the Committee at its Monday meeting
to fix the hour of closure of the Health Assembly.

The meeting rose at 18h10.
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SIXTH MEETING

Monday, 22 May 1978, at 17h50

Chairman: Dr D. A. MISSONTSA (Congo)

Vice- President of the Health Assembly

1. PROGRAMME OF WORK OF THE HEALTH ASSEMBLY

After hearing the reports of Dr MASHALABA (Botswana), Vice -Chairman of Committee A,
and Mr ANWAR (Bangladesh), Chairman of Committee B, on the progress of the work of their
Committees, and after an exchange of views, the Committee decided on the programme of meetings
for Tuesday, 23 May and Wednesday, 24 May.

It was arranged that Committee A should meet at 09h00 on Tuesday. It was also agreed
that the chairmen of the main committees should get together to even out the division of work
between the two committees and that they could decide, if the pressure of work so required,
to prolong the afternoon meetings or to convene their committees for night meetings on
Tuesday or for meetings at 08h30 on Wednesday morning.

It was decided that closure of the Assembly would take place on Wednesday afternoon.

2. CLOSURE

After the customary exchange of courtesies, the Chairman declared the work of the
Committee at an end.

The meeting rose at 18h15.



COMMITTEE A

FIRST MEETING

Wednesday, 10 May 1978, at 14h30

Chairman: Dr A. -R. A. AL -AWADI (Kuwait)

1. ELECTION OF VICE - CHAIRMAN AND RAPPORTEUR
Agenda, 2.1

The CHAIRMAN drew attention to the third report of the Committee on Nominations (see
page 727), in which Dr Mashalaba (Botswana) had been nominated for the office of Vice- Chairman
and Dr Valle (Bolivia) for that of Rapporteur.

Decision: Dr Mashalaba and Dr Valle were elected Vice - Chairman and Rapporteur
respectively by acclamation.

2. ORGANIZATION OF WORK

The CHAIRMAN noted that the agenda for Committee A included discussion of the programme
budget for 1978 -1979, with a review of the proposed programme budget for 1979, as well as the
Executive Board's report on the revised programme for that year. There had been extensive
discussions on the biennial programme for 1978 -1979 at the previous Health Assembly. It would
therefore be possible to concentrate attention on the revised programme proposals suggested
for 1979.

Agenda items 2.4 and 2.5 concerned matters of programme development, such as the Sixth
General Programme of Work, country health programming, health programme evaluation and
supportive information systems. On completion of those items, there were 17 technical items
for consideration.

He suggested that there was no need for a separate issue of draft resolutions proposed for
the Committee's consideration by the Executive Board since they had already been published
(Official Records No. 244). The text as printed would be used.

It was so agreed.

3. PROGRAMME BUDGET FOR 1978 AND 1979 (FINANCIAL YEAR 1979) Agenda, 2.2

Proposed programme budget and report of the Executive Board thereon Agenda, 2.2.1

General programme policy and programme review

Dr BUTERA (representative of the Executive Board) introduced the first chapter of the

Executive Board's report, contained in Official Records No. 245. As regards General
Programme Policy, the sixty -first session of the Executive Board had reviewed progress in
reorienting the working of WHO in accordance with resolutions WHA29.48 and WHA30.30. The

Board had been satisfied that a significant reorientation of WHO's programme, including a
substantial shift of resources towards increased technical cooperation, was being undertaken
by the Director -General in 1978 and 1979, and that that reorientation faithfully and adequately
reflected the programme budget policy and strategy approved by the Health Assembly.

-311-
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Dr MARGAN (Yugoslavia) said that his delegation had been asked to indicate that some of
the developing and nonaligned countries wished to submit to the Committee a common draft
resolution, concerning the strengthening of health services, during consideration of item 2.2.1.
However, the developing and nonaligned countries had subsequently decided to request postpone-
ment of the proposal of the resolution until the discussion of the technical activities and
questions identified for additional examination during the review of the proposed programme
budget and of the Executive Board's report thereon (item 2.6.18 of the agenda).

It was so agreed.

Dr BUTERA (representative of the Executive Board), introducing Chapter II of the Executive
Board's report, said that, apart from certain budgetary changes, the utilization of the
increased allocation of funds to the Regional Directors' Development Programmes constituted
the major change in the proposed programme budget for 1978 -1979 as originally presented.
There had been insufficient time to prepare full and detailed proposals in that respect for
presentation to the Thirtieth World Health Assembly. Such details were now included in the
revised programme budget proposals. In the light of its review, the Executive Board had con-
cluded that the programme and projects planned to be financed from the Regional Directors'
Development Programmes in 1978 and 1979 were consistent with the approved programme budget
policy for the development of technical cooperation.

The CHAIRMAN reminded the Committee that some of the subjects under programme review
were also on the agenda under items concerning technical matters.

Dr GALEGO PIMENTEL (Cuba) requested that two further aspects be included for discussion
under item 2.6.18, namely, maternal and child health land technical cooperation among developing
countries2 with specific reference to primary health care.

It was so agreed.

Dr GONZÁLEZ GÁLVEZ (Panama) requested that matters relating to community medicine be
included in item 2.6.18.3

It was so agreed.

Professor SULIANTI SAROSO (Indonesia) requested the inclusion in item 2.6.18, possibly in
the context of maternal and child health, of details of the diarrhoeal disease programme.4

It was so agreed.

Dr DY (Regional Director for the Western Pacific), recalling the problems related to the
interpretation of the Host Agreement between WHO and the host country of the Western Pacific
Regional Office (Official Records No. 245, Chapter II, paragraph 116), reported that a meeting
had been held in Manila in February 1978 between officers of the Department of Foreign Affairs
and Department of Finance of the Government of the Philippines and the Regional Director to
discuss those problems. Unfortunately, negotiations had not been pursued beyond the initial
meeting. He hoped they would be resumed at an early date.

The CHAIRMAN said that, in conformity with resolution WHA31.1, item 2.2.2 - Budget level
and Appropriation Resolution for the financial year 1979 - could not be discussed until
Committee B had completed discussion of certain financial matters. Consideration of item 2.3
- Tentative budgetary projections for the biennium 1980 -81 - would follow the discussion of
item 2.2.2.

1 For discussion, see p. 510.
2 For discussion, see p. 503.

3 For discussion, see p. 505.

4 For discussion, see p. 516.
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Dr CABRAL (Mozambique) said that he wished to make a general statement concerning
item 2.2.2 and was not sure at which point to intervene.

Dr VIOLAKI -PARASKEVA (representative of the Executive Board) said that, as she understood
it, the delegate of Mozambique wished to know when Chapter III would be discussed. As
explained by the Chairman, that Chapter would be considered after Committee B had completed
its discussions on certain financial matters.

Dr YANG Tsun -hsing (China) said that his delegation had studied carefully the Executive
Board's report and the proposed programme budget.

He welcomed the replacement of the term "technical assistance" by the term "technical
cooperation ". The change reflected the mutual benefits of cooperation to both WHO and Member
States. Technical cooperation should be of help to Member States in the development of
national health programmes that utilized to the full their own manpower and material resources
in an independent and self -reliant manner. WHO should play an active role in coordinating
and supporting the health work of Member States, which should serve the health of people,
particularly in developing countries. Third World countries had a common history and were
facing a common task in opposing imperialism and colonialism and in developing national
economies and cultural and health programmes. Technical cooperation among such countries was
therefore of great importance. His country enjoyed good technical cooperation in health
fields with many developing countries. In recent years, such technical cooperation had been
coordinated through WHO and provided an opportunity for mutual understanding and learning.

He looked forward to the strengthening of technical cooperation in health fields with WHO and
with all friendly countries, whether on a bilateral or a multilateral basis.

He appreciated and supported the measures taken by WHO in the light of resolution WHA29.48
to reorientate work in order to promote technical cooperation and define priorities, as well
as to decentralize work, to streamline staffs and to cut unnecessary administrative expenditure.
He noted that the budget continued to increase annually by a large margin. Additional
expenditure on administration often exceeded sums allocated for the development of health
undertakings. The achievement of an allocation of 60% of the budget, in real terms, by 1980
to technical cooperation among developing countries would necessitate consistent
efforts.

He hoped that both headquarters and regional offices would provide more information for
Member States concerning approaches to and ways and means of technical cooperation and that
there would be more frequent consultations with Member States. His Government was willing to
support the technical cooperation programme of WHO.

Dr CABRAL (Mozambique) said his delegation supported resolution EB61.R6 on monitoring of
the implementation of programme budget policy and strategy. It congratulated the Director -
General on the measures already taken to implement resolutions WHA29.48 and WHA30.30 and asked
him to pursue his action to achieve complete implementation thereof. It fully approved the
allocation of the savings obtained by applying the aforesaid resolutions to: (1) expansion of
existing technical cooperation activities at global and regional levels; (2) reinforcement of
new technical cooperation programmes, such as the Expanded Programme on Immunization, the
Special Programme for Research and Training in Tropical Diseases and the programme for the
prevention of blindness; (3) increase of allocations to the Director -General's Development
Programme; (4) increase of allocations to the Regional Directors' Development Programmes;

and (5) increase of the technical cooperation component of the already existing regional
allocations.

Dr KILGOUR (United Kingdom of Great Britain and Northern Ireland) said his delegation

welcomed the decision of the United Nations General Assembly to recognize WHO's constitutional

need to undertake its own activities in technical coordination, since that was one of WHO's

main tasks and would become increasingly so in future. That decision therefore marked an

achievement as far as recognition of WHO by its fellow international organizations was

concerned.

Dr SANKARAN (India) drew attention to the subjects that were of particular concern to

South -East Asian countries, such as malaria control, insecticides and drug resistance, to

plead for allocation of funds to the population of a billion people in that part of the world.
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Mrs BRÜGGEMANN (Secretary), replying to Professor SULIANTI SAROSO (Indonesia), who
wondered how the reports of the Director -General appended to the Board's report related to the
discussion on Chapters I and II, said that members of the Committee were free to comment, in
the context of those chapters, on all the appendices concerning programme matters relating to
1979. It would be useful for the Committee to discuss Chapter III of the report of the
Executive Board concerning financial matters just before it decided on item 2.2.2 on the budget
level for the financial year 1979.

(For continuation of the discussion on general programme policy, see summary record of the
tenth meeting, section 1, and for further discussion of the programme budget for 1978 and 1979
(financial year 1979), see summary record of the seventh meeting, section 1.)

4. PROGRAMME DEVELOPMENT Agenda, 2.5

Dr CASSELMAN (representative of the Executive Board), introducing this item, said that
the Executive Board, among the wide range of proposals it considered for more effective
technical cooperation with and among countries, had particularly emphasized health programme
development, which covered a broad spectrum ranging from country health programme development
through the intercountry, regional and interregional levels to global WHO health programme

development. At country level, there was the process of country health programming
(item 2.5.2) and, at the global level, WHO's Sixth General Programme of Workl and the process

of medium -term programming (item 2.5.1). However, health programme development covered the
entire range of health management processes, including general planning and specific
programming, budgeting, implementation and evaluation, all of which required information

support.

With regard to general planning, WHO's Sixth General Programme of Work, together with

resolutions on programme budget policy, provided the general direction for its work, while, at

the other end of the spectrum, Member States were developing their country health programming.

The Executive Board had recognized the latter as one of the Member States' principal means of

developing priority national health programmes. It had also emphasized the close inter-

relationship between medium -term programming, health programme evaluation and the development

of information systems. Country health programming was fundamental to all those topics,

since it not only provided the basis for a country's action in the health sector but also

identified the areas in which a country might choose to ask WHO to participate in technical

cooperation. Moreover, it provided the input essential to development of WHO's medium -term

programmes. As with country health programmes, WHO's medium -term programmes should include

factors which could provide the basis for a subsequent evaluation, including monitoring

progress, monitoring utilization of resources and evaluation of efficiency. Whereas, in its

work on medium -term programming, WHO had concentrated on it as a process for use within the

Organization, the principles involved in its medium -term programming were also applicable at

regional and country levels.

WHO had also been active in the development of health programme evaluation (item 2.5.3).
Here again, the processes had been developed with the needs of WHO's programme evaluation in

mind, but the principles of programme evaluation were applicable at all levels and even the
guidelines could be broadly applied.

Information was required throughout the entire health management process, and the
Organization's Development of Information Systems programme (item 2.5.4) thus included the

development of WHO's own information system. The Assembly would be considering two examples
of the application of the process of medium -term programming to two WHO programmes, namely

mental health and health manpower development.

The CHAIRMAN asked for general comments on the agenda items introduced by Dr Casselman.

Dr TATOftNKO (Union of Soviet Socialist Republics) said that subitems 2.5.1, 2.5.2,
2.5.3 and 2.5.4 were indeed interconnected and reflected aspects of the single process of
programme development. However, feeling that it would be extremely confusing to consider them
all - plus all the resolutions on them - together, he asked that they be considered separately

1 WHO Official Records, No. 233, 1976, pp. 63 -109 (Annex 7).
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and that the Committee also decide whether or not to discuss the medium -term programmes
concerning mental health and health manpower development (items 2.6.6 and 2.6.7) together
with item 2.5.1 or as separate subitems.

The CHAIRMAN agreed that items 2.5.1, 2.5.2, 2.5.3 and 2.5.4 should be discussed
separately. Items 2.6.6 and 2.6.7 would also be discussed separately after the discussion on
the subitems under item 2.5.

Professor SULIANTI SAROSO (Indonesia), noting that the subitems under item 2.5 were to be
discussed separately, asked if subitems 2.5.2, 2.5.3 and 2.5.4 could be discussed before
subitem 2.5.1, since they comprised elements of the process of medium -term programming.

The CHAIRMAN agreed that this would be sound procedure.

Dr CABRAL (Mozambique), with regard to medium -term programming for the implementation of
the Sixth General Programme of Work, said that, in view of the importance of that Programme
and the need to check its implementation, his delegation fully supported the draft resolution
proposed in resolution EB61.R24. It also wished to stress how important it was that Member
countries' representatives should participate in medium -term programming through regional
committees and at global level. Since the Sixth General Programme of Work was principally

directed at improving the health of the population in the Third World, its representatives
should have a large say in the medium -term programming for its implementation. Programming
was the only way to save resources, but must be integrated with overall development. Coopera-
tion and coordination of health activities at intercountry and interregional levels was also
necessary. Moreover, since it was of the utmost importance that country health programming
be oriented by the nationals of the country concerned, in accordance with their own general
and health policies, international cooperation should constantly respect that principle. In

Mozambique, health planning had been coordinated at all levels to minimize conflicting
programmes and promote the broadest possible participation by the population.

The CHAIRMAN asked for Dr Casselman's reaction to the request of the delegate of
Indonesia.

Dr CASSELMAN (representative of the Executive Board) appreciated the point made by the
delegate of Indonesia. However, he proposed that subitems 2.5.1, 2.5.3 and 2.5.4, since they
concerned WHO medium -term programming, evaluation and information, be grouped and subitem
2.5.2 on country health programming could be discussed separately.

Dr KLIVAROVA (Czechoslovakia), said she supported the delegates who felt it would be
confusing and inappropriate to study the subitems under item 2.5 together, and therefore asked
that they be considered separately.

Dr KILGOUR (United Kingdom of Great Britain and Northern Ireland) agreed with the delegate
of Czechoslovakia that it was important to deal with the subitems under item 2.5 separately
and added that he had no objection to dealing with them in the order in which they appeared
in the agenda. However, if the order were to be changed, he preferred that subitems 2.5.1,
2.5.3 and 2.5.4 be discussed before subitem 2.5.2.

His delegation welcomed medium -term programming as a tool of management and regarded its
successful application to the health manpower development programme as a sign that it could

be applied more generally. The methods would improve and appear less complex as they became
more familiar and that would accelerate Member States' understanding and adoption of them.
Medium -term programming had also been successfully applied, with the necessary modifications,

to the mental health programme. WHO's work in this field had put it in the forefront of the

United Nations agencies.

The CHAIRMAN suggested that subitems 2.5.1, 2.5.2, 2.5.3 and 2.5.4 be discussed in the
order in which they appeared in the agenda, and asked if the Committee was ready to proceed to

the discussion of subitem 2.5.1.

It was so agreed.



316 THIRTY -FIRST WORLD HEALTH ASSEMBLY, PART II

Medium -term programming for the implementation of the Sixth General Programme Agenda, 2.5.1
of Work covering a Specific Period (1978 -1983 inclusive)

Dr CASSELMAN (representative of the Executive Board), introducing the item reminded the
Committee that the Sixth General Programme of Workl was a general programme which set general
directions for the period 1978 to 1983. That Programme of Work set forth the general
programme in six sections: development of comprehensive health services; disease prevention
and control; promotion of environmental health; health manpower development; promotion and
development of biomedical and health services research and programme development and support.
For each section, the Sixth General Programme of Work set forth the principal objectives and,
within those, certain detailed objectives, targets, approaches, planned activities and output
indicators. However, all that information was not specific enough for programme implementa-
tion and that was where the process of medium -term programming, as it applied to WHO, was to
be used.

The Programme Committee of the Executive Board had met in November 1977 to review the
development of medium -term programmes for the implementation of the Sixth General Programme of
Work and to report thereon.

The report of the Director - General on medium -term programming, which summarized the

deliberations of the Executive Board and its conclusions, had annexed to it the Director -
General's progress report to the Programme Committee and the Committee's report to the Board,
together with provisional working guidelines for WHO's medium -term programming2 and a
suggested schedule for the development of those programmes. A draft resolution was contained
in resolution EB61.R24 in Official Records No. 244.3

The Programme Committee of the Executive Board had stressed the need for active involve-
ment of countries in the programming process because, in developing a programme for WHO in
response to the directions provided in the Sixth General Programme of Work, country input was
essential to enable WHO to respond to the needs of Member States.

The Executive Board emphasized the importance of developing an integrated management
process for the Organization within a common framework which would begin with country health
programming and, at the organizational level, would involve medium -term programming and,
ultimately, programme budgeting, long -term programming, information systems development and
the development of health programme evaluation.

The translation of medium -term programmes into programme budgets would be easier when the
necessary methods for such translation had been elaborated at country level and at all succeeding
levels. The principles for further development of the WHO methods for medium -term programming
were to be based on country consultation, the ultimate translation of medium -term
programmes into programme budgets, continuing evaluation of the process and continuing review
of the provisional working guidelines for medium -term programming.

The Executive Board had recommended that those guidelines be kept as flexible as possible,
in order to respond to the changing needs of the Organization and to meet the socioeconomic
situations of Member States.

The guidelines comprised a general introduction which provided a definition of the process
and its implications and outlined the relationship between medium -term programming and the
Sixth General Programme of Work and that between medium -term programming and country health
programming. They went on to deal with the actual programming process, which had two main
components - situation analysis and the formulation of a programme - which were not very
different from the main components of country health programming. Medium -term programming
also had to consider factors such as available resources and provision for mechanisms of
evaluation. The guidelines also covered mechanisms for putting them into action, the elabora-
tion of methods and, lastly, global coordination, because - as would be seen when the medium-
term programmes for mental health and for health manpower development were discussed -
medium-term programming had been operational at all levels.

Taking into account the report of its Programme Committee and its own discussions on the
topic, the Board had, in its resolution EB61.R24, proposed a draft resolution for the conside-
ration of the Health Assembly.3

1 WHO Official Records, No. 233, 1976, pp. 63 -109 (Annex 7).

2 Document A31/8, Annex 3.

3
WHO Official Records, No. 244, 1978, p. 16.
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Dr SIDERIUS (Netherlands) said that, at the Twenty -ninth World Health Assembly in 1976,
his delegation had approved the proposed Sixth General Programme of Work, because it had
appeared to be sufficiently convincing for global acceptance and sufficiently flexible for
regional and national adaptation and its seeming lack of quantified targets and output indica-
tors had been understandable at that stage of its development. The Netherlands delegation,
while confirming that countries and regions must set their own priorities and targets, had
stated that WHO should seek collaboration with all countries and regions concerned to clarify
their health situation, priorities and targets and develop an appropriate health information
system, which would serve to evaluate particular programmes and long -term trends of the global
health programme.

Against this background, the Netherlands attached great importance to programme develop-
ment as carried out by WHO together with its Member States. A worldwide development process
encompassing all six major programme areas and involving all organizational levels could

not be created overnight. The bottom -up, country -based approach was time -consuming but the

only way to ensure the active participation and involvement of all concerned.

The progress achieved in the past two years was encouraging in view of the fact that a
number of interdependent components of the development process had to be generated

simultaneously. Within the policy framework of WHO, and of the Sixth General Programme of
Work in particular, medium -term programming had to be developed on the basis of country health
programming, a sound health information system and programme evaluation, which would lead to

programme budgeting and permit of long -term planning.

As far as medium -term programming was concerned, the major programming area of health
manpower development had already been elaborated, and annexed to the report was a suggested
schedule of all six major areas of concern in the Sixth General Programme of Work which would
be covered by 1980.

Much would depend on the other components of programme development, such as country
health programming and the development of an effective health information system. If those
could be achieved, the translation of medium -term programming into effective biennial
programme budgeting might become a reality as from 1980 or 1981.

The Netherlands delegation still agreed in prindiple with the 1976 provisional working
guidelines for WHO's medium -term programming as annexed to the Director -General's report, but
wished methods and procedures to be kept as simple and pragmatic as possible. It supported
the draft resolution proposed in resolution EB61.R24.

Dr Z. M. DLAMINI (Swaziland) emphasized the importance of the collaboration between WHO
and its Member States in formulating medium -term programming and expressed satisfaction at the
fact that the item had been carried into effect by the two Divisions - Mental Health
and Health Manpower Development.

As a result of resolution WHA30.45, adopted in 1977, staff of the Division of Mental
Health had visited several countries in southern Africa and helped them to establish medium -
term programmes for mental health.

Medium -term programming would be based on country health programmes, which would in turn
be based on information systems analysis. Since some Member countries lacked information
systems, it was important that WHO should assist them in establishing some form of country
health programming based on the meagre information available. Swaziland supported the draft
resolution proposed in resolution EB61.R24.

Dr CUMMING (Australia) said that the involvement of Member States was vital to the
programming process and unless nationals of Member States were involved from the beginning,
there would be no commitment to the programme.

The question of the potential linkages between medium -term programming and the biennial
budget was of great importance. The representative of the Executive Board had referred to the
way in which that would develop in the future; he would be glad to have more information on
that point. If the programmes and the budget could be linked with one another, that would
help Member States in discussing them in the light of the budgetary and financial implications.

The Director -General's progress report to the Programme Committee alluded to the priori-
ties of Member States. Those would have to be formulated by the Member States themselves, but
must then be fitted into the overall programme, for which the policy directives had been set by
WHO. Since the countries themselves, at the Health Assembly, had drawn up the policies and
priorities for WHO's activities, that should not give rise to any conflicts.

His delegation supported the draft resolution.
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Professor HALTER (Belgium) referred to the difficulties encountered at the country level
in implementing plans and programmes, whether due to the realities of political life, financial
constraints or personal conflicts, which could all lead to failure; he had enumerated those
difficulties at the European Conference on National Health Planning, held in Bucharest in 1974,
organized by the Regional Office for Europe. Nevertheless, he had no counterproposals to make
and therefore supported the draft resolution, since something had to be done and initiatives
should be encouraged.

WHO had a good chance of developing its programme because, out of a membership of 153,
some countries would be at a stage at which WHO could hope to have applied, at the national
level, some of the principles embodied in the report. There would, however, be problems at
that level in implementing such programmes, of which the most serious would be problems of
personalities. When resources were assigned to certain specific areas of research, to collect
the information necessary for any type of planning, it would be necessary to fix priorities.
It was also difficult to initiate the political process needed if plans were to be translated
into reality.

There was a need for awareness on the part of the Secretariat of the tremendous problems
existing at the national level in programming and in ensuring that national programmes were
in harmony with those developed at the global level. Tact was necessary in translating the
proposals into activities at the national level.

Work in the regional offices could be very productive and of benefit to regions other

than the one directly concerned. He urged the Secretariat to avoid centralization of

technical activities, such as the collection of vital statistics.

He feared that difficulties would be encountered in implementing programmes and plans
arising from a lack of motivation and involvement, but also from the shortage of the skilled

manpower needed to tackle certain problems.

His remarks were not intended to detract from the merits of the report; he had merely
wished to alert the Health Assembly to the tremendous difficulties involved in implementing

the programme.

Dr TATOCENKO (Union of Soviet Socialist Republics) said that his comments were not
intended as criticisms, but as an attempt to improve further the valuable work already done

with regard to medium -term programming.
According to the provisional working guidelines for WHO's medium -term programming (annexed

to the report before the Committee), the formulation of a programme involved, first, broad
programming, and, secondly, detailed programming. In fact, medium -term programmes had been

prepared for health manpower development and for mental health. Health manpower development
was indeed one of the six major programming areas of the Sixth General Programme of Work.
Mental health, on the other hand, was part of the major programming area entitled "Disease
prevention and control ", for which no medium -term programme had as yet been prepared. Perhaps
some modification should be made to the methodology described in the working guidelines.

The question of the parameters for the qualitative and quantitative characteristics
involved in medium -term programming was one of great complexity. Thus, with regard to health
manpower development, the diagram contained in the document could give only very general fore-
casts of future activities. He agreed with the Executive Board as to the need for a good deal
of flexibility in drawing up guidelines for medium -term programming.

The time factor was also extremely important. It was clear that some medium -term

programmes would come into effect only after the end of the Sixth General Programme of Work.
It was necessary to see clearly the relation between programmes started between 1981 and 1983
and the Seventh General Programme of Work. Would it be possible for the Secretariat to draw
up a timetable indicating the expected future development of the various medium -term programmes,
and present it to a future Health Assembly?

He supported the draft resolution, but wondered whether the text could be amended in the
light of his comments on the need for a timetable.

Dr BORGOiO (Chile) stressed the importance of country participation in programming;
that would ensure that programmes were in line with the priorities of those countries. It

was also very important to achieve a balance between the priorities of the different regions.

He emphasized the importance of quantified objectives, which in turn would make it
possible both to develop efficient methods of conveying information from the periphery to the
centre and to achieve the most effective evaluation.
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Dr BEAUSOLEIL (Ghana) agreed that the maximum involvement of Member States was vital to
the success of the programme. For that purpose, and especially in the case of the Third
World countries, the formulation of realistic country health programmes was necessary, as was
the provision to WHO of at least the minimum relevant information. That was a difficult
task for developing countries, because they lacked efficient health information systems.
To ensure the success of the programme, he therefore urged WHO, in developing its own
information system, to assist Member States to develop and strengthen at least a basic health
information system.

Professor ÇORUH (Turkey) said that country programming involved: (1) community diagnosis;
(2) community demand; (3) manpower resources; and (4) costs. The first two were not a
difficult task for many countries and not much assistance would be needed. The major
constraints were encountered when the questions of manpower resources and costs had to be

tackled. WHO should provide assistance, especially in the evaluation stage of programming,
where many countries had difficulties with regard to costs and to cost benefit and cost
effectiveness analysis. That was particularly true of the assessment of the social benefit
of programmes, which it was not always easy to measure. Developing countries, in particular,
needed to know both the cost and the effectiveness of programmes.

Dr TABA (Regional Director for the Eastern Mediterranean) said that the Regional Office
for the Eastern Mediterranean had been very active in initiating the preparation of medium -
term programming in the health manpower field, to which high priority had been given because
of the great shortage of such manpower in the rapidly developing countries of the Region.
The relevant regional document gave a detailed schedule of activities in the Region over
the next six years. They would be adjusted year by year. Specific targets had been set,
which would make achievements measurable, and output indicators had been included, which
would mark the progress achieved.

Of the three main subprogrammes, the first was manpower planning and management,
including the integration of health service and manpower development, the importance of which

had been emphasized for some years in the Region. The second was the systematic development

of continuing education and the promotion of the training of all categories of health workers,

while the third was education development and support, including educational planning,

learning materials, and health literature services. The programme would be adjusted as

required in the light of discussions at the regional ministerial consultation on health

services and manpower development held in Teheran in February-March 1978, which had been very

helpful with regard to the reorientation of policy for future training of health personnel.

In his view, the role of both countries and regions was of primordial importance in

preparing medium -term programmes.

The meeting rose at 17h25.



SECOND MEETING

Thursday, 11 May 1978, at 14h30

Chairman: Dr A. -R. A. AL -AWADI (Kuwait)

PROGRAMME DEVELOPMENT (continued) Agenda, 2.5

Medium -term programming for the implementation of the Sixth General Programme Agenda, 2.5.1

of Work covering a Specific Period (1978 -1983 inclusive) (continued)

Dr KARADSHEH (Jordan) said that planning and programming was causing difficulties in many
developing countries, where problems were numerous; they related especially to priorities,
obtaining acceptance of plans and programmes, finance and manpower. Different trends could
be observed in the developing countries, some of whom were importing technology from abroad
or were constructing large hospitals - even though health services were not available to the
entire population. The result was a discrepancy in the services available to rural and those
provided for urban areas; this added to the problems of planning and programming.

He would like certain ambiguities to be clarified. Should a health plan have specific
objectives, or was it merely a collection of projects? Should there be an independent
health plan, or should it form an integral part of a comprehensive development plan?

The CHAIRMAN replied that those questions would be dealt with when agenda item 2.5.2 -
Country health programming - was discussed.

Dr KLIVAROVA (Czechoslovakia) said that, although medium -term programming was a very
important method of work, it was no less important that the Sixth General Programme of Work
should be incorporated in the programme and budget for the period it covered, i.e. 1978 -1983.
That however would not be possible for the years 1978 -1979.

Before medium -term programming was extended to other fields, one of the medium -term
programmes should be tried out in practice; only after that should programming be carried out
on a larger scale. Medium -term programmes should be prepared, not only by WHO headquarters,
but also by the regions and at the country level. Working groups, including experts from
various countries, should also be convened.

In programming, it was necessary not only to assess the progress of the programme regu-
larly, but also to carry out country assessment, so as to provide sufficient information on
the infrastructure and resources of countries, and to establish the targets of the medium -
term programmes at the different levels. The approach adopted would of course differ from
country to country, and in line with the resources available. It was important for medium -
term programmes to be reflected in WHO's biennial budgets, but Member States would have to use
their own resources in addition if success was to be achieved.

With regard to the draft resolution proposed in resolution EB61.R24,1she thought that
it would be advisable to insert in the preamble the words: "In accordance with resolutions
WHA29.20 and EB59.R27 ".

Dr TANAKA (Japan), speaking as Director -General of the Statistics and Information

Department of the Ministry of Health and Welfare of Japan, expressed his great interest in
the methodology used in formulating the programmes contained in the documents relating to

country health programming, development of health programme evaluation, development of
information systems programme and the agenda item under discussion. He drew attention to the
fact that such methodologies could be fully effective only when all the necessary information

1 WHO Official Records, No. 244, 1978, p. 16.
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was available. That was rarely the case. Programmes based on limited information and on
simple assumptions could not be completely satisfactory but were nevertheless not totally
useless, provided that their limitations were realized.

He thought therefore that the requests contained in the draft resolution proposed by the
Executive Board perhaps went a little too far. Even if information was collected and pro-
grammes were based on that information, that did not necessarily mean that those programmes
would be implemented. Moreover if health personnel were so much involved in health planning
that they had no time to provide health services, that would be contrary to the very purpose

of programming. He proposed that, in operative paragraph 3 of the draft resolution, the
word "fully" should be deleted.

Dr SANKARAN (India) said that medium -term programming was similar to the five -year plans
of many countries, and especially of developing countries. In prospective planning it was
important to allocate resources in line with the human needs, the health care deficit, the
level of literacy, the numbers of people below the poverty line, and the appropriate technology.
India had developed the concept of the rolling plan, based on a five -year period but subject
to upward or downward adjustment depending on performance and output. That gave a sense of
direction and purpose, and prevented complacency. Such an approach would probably be
difficult for WHO, but biennial programming was a step in that direction.

As the Director -General had noted, medium -term programming should be neither supranational
nor all -inclusive; nor should it replace national plans. The concept of medium -term
programming should be integrated with country development planning so as to avoid duplication
and ensure the proper allocation of resources. He drew attention to India's "minimum needs"
programme for providing basic facilities in health services and environmental sanitation
to the poorest members of the population.

Dr CASSELMAN (representative of the Executive Board), replying to the request by the
delegate of Australia for more information, said that a progress report would soon be
available; it would be submitted in the first place to the Executive Board.

A note of caution had been sounded by the delegate of Belgium, whose remarks would be
borne in mind. New medium -term programmes had, however, already been developed - if not
without difficulties - and were becoming effective management tools.

The question of the time factor had been raised by the delegate of the USSR. It was clear
that the medium -term programming process and its application to WHO's programmes would not be
achieved as completely within the Sixth General Programme of Work as had been desired, but
that would apply to any new management technique. He hoped that medium -term programming
would be more in step with, say, the Seventh General Programme of Work.

The Regional Director for the Eastern Mediterranean had described experience at the
regional level, especially with regard to health manpower development.

Some delegates had indicated their concern with the next item on the agenda, namely
country health programming. He pointed out that medium -term programming had been developed
primarily for WHO. Input from countries was however necessary if it was to be successful.

In reply to Dr Klivarovâ, he said that all members of the Executive Board were aware that
the areas delineated in the Sixth General Programme of Work were not yet fully covered by the
medium -term programming process. He looked forward to the time when all WHO programmes would
be developed by means of medium -term programming and would be updated by the continuation of
that process.

Professor HALTER (Belgium) thought that reference should perhaps be made to the need for
a special effort to overcome the difficulties which he had previously mentioned. If medium -

term programming were to be successful, it was necessary to reduce to a minimum the difficulties
encountered in implementing the programmes.

The CHAIRMAN said that Professor Halter's remarks would be taken into account.

Decision: The draft resolution recommended by the Executive Board in resolution EB61.R24,
with the amendments proposed by the delegates of Czechoslovakia and Japan, was approved.1

Transmitted to the Health Assembly in the Committee's first report and adopted as
resolution WHA31.10.
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Country health programming Agenda, 2.5.2

Dr CASSELMAN (representative of the Executive Board) said that, as previously noted,
health programme development encompassed all the health management processes. It was carried
out at all levels from the national to the global. Now that medium -term programming had been
considered, it was time to turn to an item of prime importance to the Assembly, namely country
health programming.

The Director -General's report contained a brief summary of the conceptual framework and
main developments in country health programming since its introduction in 1973, and gave an
account of the Executive Board's review at its sixty -first session in January 1978, when it

had discussed the report of its Programme Committee. The Board had endorsed the principles
and methods of country health programming, and had emphasized the comprehensive approach that

it provided. Country health programming should be promoted as an instrument for national
self -reliance in planning for health development and for technical cooperation among developing
countries, and ways should be found to accelerate the rate of implementation of programmes

once they had been formulated.

The differences between country health programming and other planning approaches had been
carefully considered. Other planning approaches had not always resulted in the development of
the necessary overall health programmes. The need for a more comprehensive countrywide
approach, of the type provided by country health programming had been stressed.

The Board had requested the Director -General to continue to develop further country health
programming and its use by Member States.

It had also suggested that the regional committees should examine strategies for further
promoting the country health programming process in each region, and that national core groups
should be established to ensure that the programming process extended to all administrative
levels.

The Board had stressed the need to develop national health information systems for country
health programmes, with emphasis on monitoring and evaluation through appropriate feedback
mechanisms. It had also endorsed the need for promoting the establishment of national develop-
ment, research and training centres for country health programming. Although there were
separate items of the agenda for health programme evaluation and information systems develop-
ment, delegates should comment on evaluation and information in relation to country health
programming. The items had been separated only for the sake of specific comments and later
approval.

The draft resolution proposed by the Executive Board in resolution EB61.R251 in essence
urged Member States to introduce or strengthen country health programming, to establish
appropriate mechanisms for initiating and maintaining the process, to establish national
centres, and to cooperate with other countries and with WHO; it also requested the Executive
Board to review progress. The Director- General would be cooperating with Member States in the
further development of country health programming, and in promoting training and the evaluation
of progress in application.

Professor RENGER (German Democratic Republic) said that his delegation supported the draft

resolution.
According to the definition adopted by WHO, the health - both of individuals and of the

entire population - could be assessed quantitatively only in terms of a large number of

criteria. Long -term forecasts of health indicators, such as morbidity and mortality, could be
made, and on that basis, plans could be drawn up with the aim of systematically improving the

level of health. Thus what was planned related to factors directly affecting levels of health,

e.g. screening for early detection, vaccinations, numbers of physicians required, etc. The

different plans formed an integrated whole, depending on the knowledge available.
In the German Democratic Republic, the Ministry of Health cooperated at all times with the

State Planning Commission, the Ministry of Finance and other State agencies, When plans were

being prepared, account was taken of the needs of the health services in relation to other

branches of the economy. Finally, training in the principles and methods of health service
planning was given to senior medical, and higher and medium -grade economics personnel.

1 WHO Official Records, No. 244, 1978, p. 16.
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Dr KHAZEN (Canada) said that his delegation supported the principles of country health
planning and the analogous procedure developed by the Pan American Health Organization.

Country health programming covered not only the major steps in basic health management,
but was also related to programmes in other sectors and to overall development programmes.
In Canada, successful use had been made, in the health sector, of management by results,
operational planning, and local district planning. The last- mentioned was an approach to

planning health care through the participation of both the providers and the consumers of such
care, as mentioned by the Director -General.

Canada had already provided assistance to a number of countries, especially in the field
of health manpower training, and would be glad to continue and extend its efforts.

Dr QUAMINA (Trinidad and Tobago) referred to the table showing the countries at the
various stages in the country health programming cycle, contained in the Director -General's
progress report to the Programme Committee. In Trinidad and Tobago a national health plan had
been formulated, with the assistance of the Pan American Health Organization, and had been
implemented over the period 1966 -1976. Not all the objectives had been achieved, but they
were still appropriate in 1978 and had therefore been correctly chosen. She would be
interested to hear why those facts had not been mentioned in the document.

In Trinidad and Tobago, health planning was not the concern solely of the Ministry of

Health. There was also the problem of convincing other ministries that the Ministry of Health

had some capabilities in the field; that was a major constraint. The staff involved had just
been reorganized; it had formerly been divided into a number of units, each responsible for
numerous programmes, and that had made the accounting process very difficult.

It was now proposed to rewrite the national health plan, and it was hoped that the Pan
American Health Organization would provide assistance in a planning exercise in which training
would be combined with that rewriting. Such practical training would be of benefit to the

country as a whole.

Professor CAYOLLA DA MOTTA (Portugal) thought that country health programming and
evaluation was one of the most important of the technical cooperation programmes between
WHO and Member States, contributing to a better understanding of needs and a better use of
available resources. Country health programming embodied better than any other WHO
programme the new spirit of WHO and its technical cooperation with Member States. In his
country, health development planning had been undertaken for years and since 1972 there had
been a central Health Studies and Planning Office, responsible for short -term and medium -term
plans in the health field and for their integration into the national development programme.
Portugal was therefore very interested in cooperating with WHO, through the Regional Office
for Europe, in country health programming and health economics.

Recently, two technical officers from the Regional Office had visited the country to
study its planning and evaluation system and to explore possible cooperation in health
economics and country health programming. In principle, Portugal was willing to undertake
a country health programme exercise, in collaboration with the Regional Office, in two large
areas in the north -east of the country, which coincided with two of the districts where
implementation of the new national health service was scheduled. The start of the
exercise was being postponed probably until 1979, because of the preparation of a new
medium -term plan. In 1978, there would be partial cooperation with the Regional Office for
Europe in a country health planning exercise to be undertaken in Spain. Such cooperative
programmes could be useful to both the country concerned and to WHO and other countries.

His delegation supported the draft resolution proposed by the Executive Board in
resolution EB61.R25.

Professor SULIANTI SAROSO (Indonesia) believed that medium -term programming in WHO could
only be of quality when the information support at a national level was reliable. Country
health programming was therefore of great importance. However, she was concerned at the
variety of terminology used. She noted that the Executive Board had discussed extensively
the differences between various health planning processes. In her country's Ministry of
Health a health planning bureau had been set up some years previously with WHO's collaboration.
The bureau included three consultants, an economist, a statistician and a health planner.
The steps outlined in the working guidelines1 had been followed. Her country was now

1 Document A31/9, Annex 3.
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working on its third five -year development plan, in which health was one of the sectors.

Evaluations of previous activities in health had been made although they had not been
sufficient. Efforts were being made to select adequate indicators and to set up a health
management information system for the integration of the various data collected. She noted
that the Director -General's progress report to the Programme Committee referred to "the
countries listed in the ... table /einil at varying stages in the country health programming
cycle ". Why had Indonesia not been included in that table?

She suggested that all WHO staff should receive some training in country health

programming. The new type of programme coordinator might have some coordinating role to play.

Dr SEBINA (Botswana) congratulated the Director -General on his report and the Executive

Board and its representative on the clear summary of the objectives of country health

programming processes. Development of those processes would greatly improve the capacity of

Member States to collect and analyse data and to prepare appropriate programme proposals.
His country was in the process of giving its health plans a true socioeconomic significance.
Country health programming, with its multidisciplinary approach, would help greatly

in the formulation of such plans. It was encouraging that countries that had undertaken

country health programming were getting positive results. In view of his country's shortage

of manpower, he hoped that it could rely on the Organization's assistance, through the WHO pro-

gramme coordinators and the Regional Office. The publishing of guidelines was most useful.

The report stressed the need to interrelate country health programming with other programmes,
particularly with the information systems that were necessary for implementation and

evaluation. Lack of reliable health information systems remained a major constraint in his

country.

Dr MARGAN (Yugoslavia) associated himself with other delegations in supporting the
initiative taken by the WHO Secretariat and the Executive Board in introducing and
strengthening management processes both at country level and at headquarters. Country health
programming was a continuous national process, permitting nationals to integrate health
development within the overall socioeconomic development progress. He was therefore pleased
to support such an orientation within WHO. The Organization should only promote a health
approach that would stimulate national health programme development within overall national
sociopolitical and socioeconomic development. Country health programming was being promoted
as an instrument of change and would inevitably generate political sensitivity. The

documents before the Committee emphasized the interaction between the health sector and other
sectors, thus placing health in the broader perspective of total socioeconomic development.
The active participation of representatives from all levels in the decision -making process
was characteristic of the Yugoslav system of planning for health development.

The country health programming approach advocated by WHO was potentially the best
instrument for technical cooperation among developing countries, with exchange of information
on the concepts, methods and practices of planning and managing national health systems. His

delegation therefore supported the initiative taken by the Secretariat in translating the
principles of the Health Assembly's resolution on technical cooperation among developing

countries into the country health programming process. If national and worldwide self -reliance

in health matters was to be achieved, Member States must collaborate with each other and with

WHO. The mechanism proposed in EB61.R25 should be endorsed.

Yugoslavia would soon be adapting the concept of country health programming to its

local conditions and needs. He wished to invite the collaboration of all countries and

of WHO on several aspects. He also asked the Secretariat to intensify its efforts to
strengthen management processes at the country and headquarters levels in order to provide

meaningful cooperation. There were several management focal points within the Organization
and it was important to know to whom to refer when transmitting or requesting information on
the various aspects of national health programme development and management.

He supported the draft resolution proposed by the Executive Board in resolution EB61.R25.

Dr CABRAL (Mozambique) said that efforts to develop a health planning process helped to
satisfy the real needs of every country and would lead to achievements in the health field
from which an increasing number of people would benefit. His delegation therefore supported
the draft resolution proposed by the Executive Board in resolution EB61.R25. However,

country health programming must be oriented to national needs, and international cooperation

in that field should respect that principle.
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Although his own country had achieved independence less than three years ago, global
socioeconomic planning in general and health planning in particular were an essential
concern of the Government and of the political bodies. The recent transformation of the
Ministry for Development and Economic Planning into a Ministry of the Plan, and the
consequent constitution of the National Planning Commission, had created the basic
conditions for decisive advances in all aspects of planning. The Ministry of Health would
consult with other ministries and institutions in order to minimize the overlapping of
programmes and to ensure broad participation. Within the Ministry of Health, coordinating
councils on health had been set up at national, provincial and district levels as early as
February 1977, in order to prepare for the introduction of the country's health programme
and to control its implementation. The medium -term programme for 1979 -1980 would be
discussed in August- September 1978. 1978 would be the first year in which district level
bodies would be the basic unit for health programming.

The training of health programming personnel was of great concern. In August- September 1977,

with the cooperation of WHO, a workshop had been held on country health programming for
health officers from the Portuguese- speaking African countries. Most of the participants
from Mozambique had been health officials from the provincial level. Participation in
the coordinating councils of health at the various levels was an important tool for on -the-
job training of health workers.

His delegation also supported the draft resolution proposed by the Executive Board in
resolution EB61.R26. Developing countries faced great difficulties in carrying out
evaluation owing to lack of trained personnel and to shortcomings in their information

systems. The progressive implementation of comprehensive health programmes or of specific
programmes such as immunization programmes, malaria control, etc., would oblige countries to

consider the need for evaluation, in order to ensure that expenditure was justified. Such
financial considerations were of utmost importance for developing countries with scant
resources. His Government's Ministry of Health had therefore decided to undertake, during
the period 1979 -1980, evaluations of programmes such as the national mass campaign for
immunization, the expanded programme of immunization, the malaria control programme and the
health manpower development programme, in accordance with the spirit of resolution EB61.R26.

Dr WICIÑSKI (Poland) said that his delegation had studied the Director -General's reports
on the four subitems of "Programme development" with great interest and was satisfied at the
level of attention paid by WHO to those problems. An integrated approach to the organization
and management of health care was most useful. It was generally agreed that successful
development of health care required the use of proper methodology; the question was how best
to plan and evaluate at all levels of health care management. The documents before the
meeting tried to answer that question. However, they overlapped partially; and because of
the use of different terminology were not as clear as they might be. For example, country
health programming might also be described as evaluation of health situations, evaluation of
needs, evaluation of resources, etc.

Poland had had a long experience in the planning and programming of health services
but there was still room for improvement in the methodology of planning. He suggested that
the Secretariat might prepare a single comprehensive document on methods of evaluation,
planning and programming of health services. Such a manual, based on the experience of
many countries, would be of benefit to all. He suggested that in future the aspects
covered by the reports to which he had referred should be presented in a single document,

containing more technical details of implementation at all levels of health management.

Dr HAGER (Yemen) said that country health programming had been undertaken in Yemen in
1976 -1977. The plan had been integrated with overall national planning. There had
however been some difficulty in implementation. The plan gave priority to preventive
programmes - but there was no great demand in such fields by health workers. Further,
the costs of programmes had risen greatly since the initial plan had been drawn up.
Difficulties had also been encountered in communications and in the delivery of supplies.
Although opportunities for higher training in preventive medicine had been created, the
demand had been lower than expected. Nevertheless, he looked forward to the benefits that
would result from such training.

Dr EL GADDAL (Sudan)said that his country was the first in the Eastern Mediterranean Region to
implement country health programming. Planning had started in 1974 -1975 and would be put
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into effect, over the six -year period 1977 -1983. He thanked WHO for the help in drawing up

programmes given by experts from headquarters and from the Regional Office. Certain
obstacles had been encountered in the implementation of country health programming but it

was expected that they would soon be overcome. He hoped that WHO would be able to send
experts to evaluate the progress of implementation, to verify that countries were able to
follow their programmes and to assist in overcoming the obstacles encountered.

He supported the draft resolution proposed by the Executive Board in resolution EB61.R25.

Dr MAFIAMBA (United Republic of Cameroon) noted that the Executive Board had expressed

disappointment at the small number of countries adopting country health programming. There

were various reasons for that. In his own country, the budgetary system did not coincide

with that proposed for country health programming and it would be difficult to gain

acceptance for a budget prepared on WHO lines. The lack of qualified personnel particularly

for the statistical services was a further difficulty. Country health programmes could also

falter because of a lack of resources or because the planned objectives proved to be Utopian.

He agreed with previous speakers that health information systems were important. In that

connexion, qualified personnel also were needed, especially at the peripheral level, to collect
data in particular on birth, mortality and infant mortality rates.

His delegation supported the draft resolution proposed by the Executive Board in
resolution EB61.R25 but felt that the accent should be on assistance by WHO in the training
of personnel and the improvement of health information systems.

Dr TUCHINDA (Thailand) said that, thanks to collaboration between the national
authorities and WHO, country health programming in Thailand had been completed in 1975,
with the formulation of 19 health projects; it had resulted in the national health

sector development plan of the five -year socioeconomic development plan for 1977 -1981.
One of the largest projects was the provincial health care project, which included the
implementation of a primary health care scheme. Multisectoral development at village level,
consonant with the villagers' needs and including health, agriculture and education, was of
the utmost importance. He was pleased to report that provincial planning had been under-
taken throughout the country.

An interregional consultation on country health programming, held in Bangkok in
October 1977, had discussed a strategy for elaborating a medium -term programme for country
health programming in consultation with Member States.

Thailand was planning to establish a national centre to consider further developments in
country health programming and to provide training. In the future, the centre would also be
able to cooperate with other countries and with WHO in exchanging information and personnel.

His delegation supported the draft resolution proposed by the Executive Board in
resolution EB61.R25.

Professor ORHA (Romania) said that his delegation had studied the Director -General's

report with interest and satisfaction. The country health programming methodology outlined

in the report was of great interest and coincided at some points with his country's own health
programming, particularly as regards specific programmes for combating cardiovascular disease,
cancer, tuberculosis, accidents, psychiatric disorders, etc. But for a country such as his, .

which had already undertaken planning over three decades, it was still more interesting to note
the differences between country health programming and its own methodology. He appreciated
the simple and practical methods presented. The budgetary rationalization was of particular

interest. Romania was hoping to apply country health programming to resolve certain of its
own problems in the near future. In collaboration with the Regional Office for Europe, it
was hoped to establish a health planning reference centre during 1979. The centre would
provide training and prepare for implementation in pilot areas by means of seminars. Moreover,
as a country in the course of development, Romania offered certain features that were favourable
for the training of personnel from developing countries. His country would also benefit from

the experience of others.
His delegation supported the draft resolution proposed by the Executive Board in resolution

EB61.R25.

Dr JOSHI (Nepal) said that a country health programming exercise had recently been completed
in Nepal, which was the second country in the South -East Asia Region to undertake such an
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exercise. There had been active participation by the Ministry of Health and its Planning
Department, and the exercise had proved most beneficial. It would be followed by mid -term

evaluation with special emphasis on family planning, maternal and child health, and integrated
community health services. The evaluation would identify shortcomings and difficulties and
help in the formulation of future plans.

His delegation congratulated the Director -General on his report and supported the draft
resolution proposed by the Executive Board in resolution EB61.R25.

Dr BORGOÑO (Chile) said that, with the help of PAHO and UNDP, a Latin American health
planning centre had functioned in Santiago from 1964 to 1971 permitting the training of
numerous health planners and paving the way for further health activities in the Region.

Health programming required coordination and close collaboration between national planning
units and national health administrations, since health programmes should be incorporated into

the overall national priorities. In Chile, the Ministry of Health's Department of Planning

and Programming laid down the standards to be observed with regard to health programming at
regional and local level and it had thus been possible to establish simple but efficient data

collection systems.
His delegation proposed that paragraph 1(3) of the draft resolution contained in

resolution EB61.R25 read ". . . national centres or structures of other types that countries

may deem appropriate for the development of . . . ". That would permit countries either to
use already existing centres or to set up such structures as best suited their needs.

Dr TATOUNKO (Union of Soviet Socialist Republics) said that his delegation regarded the
development of country health programming as a very important task of WHO, since only planning

made it possible to evolve and then assess the effectiveness of measures needed for health

development.
The complexity of the subject was indicated in the table in the progress report to the Programme

Committee, showing countries in various stages of country health programming. The table

included a note to the effect that a process similar to, but not identical with, country health
programming had been conducted in many countries in the Region of the Americas. Country

health programming was, indeed, only one of various methods of health planning. The delegate

of Indonesia had expressed surprise that her country was not included in the table. He could

say the same with regard to the USSR, where health planning had been introduced 60 years ago

and the tenth five -year plan was now being implemented.
Any health programme should be based on clearly defined principles; otherwise there

would be serious deficiencies. The formulation of those principles was, of course, a matter

for governments. He hoped that, in introducing any country health programming, care would be

taken to develop the country's health system in accordance with the basic principles
formulated by the Twenty -third World Health Assembly in resolution WHA23.61.

There seemed to be a gap between those responsible for drawing up the programmes and

those whose task it was to adopt and implement them. Since a tremendous amount of time was

required for the elaboration of programmes, it was impossible for the responsible health

officials or political leaders to take part throughout the process. Some suitable machinery

should therefore be evolved, to ensure continuity.
With regard to areas to be covered by such programming activity, the report to the

Health Assembly rightly stated that programming should cover not only the health sector but

also other areas. He would also stress that country health programming should cover all
sectors of the health spectrum, for partial coverage would mean failure of any such programming.

The Director -General had stressed the indivisibility of health and that should be reflected

in all programmes.
The report to the Programme Committee, which gave data on the time and staff required

to draw up country health programmes in a number of countries, seemed to indicate that national

input was, in many cases, insufficient in comparison to WHO input. More national personnel

should participate in health programming, even if only to acquire experience.
He supported the suggestion of the delegate of Poland that in future a single document

might be produced, comprising all the material common to the four documents.
With regard to the draft resolution proposed by the Board in resolution EB61.R25, the

Soviet delegation proposed that paragraph 3(1) should read: "to continue to cooperate . . . ";

and that paragraph 3(3) should read: ". . .report thereon to the Executive Board and to the

World Health Assembly as appropriate ".
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Dr KILGOUR (United Kingdom of Great Britain and Northern Ireland) said that his delegation,
recognizing the importance of practical health programming if technical cooperation programmes
were to be effective, hoped such planning would soon be more widely applied by the countries
it would most benefit. That called for greater -salesmanship on the part of WHO.

His delegation also recognized the importance of relevant and reliable information systems,
which should be both tailored to the needs of national health administrations and compatible

in so far as was appropriate with WHO's system. He supported both the draft resolution proposed
in resolution EB61.R25 and the Soviet Union's amendments thereto.

Dr MARTIN (France), referring to the part of the document that dealt with the improvement
of WHO's collaboration with Member Governments, said that the Organization should avoid
appointing an official as WHO's programme coordinator in the country of which he was a national,
since such practice created difficulties both for the minister - who would thus receive WHO
proposals from one of his own officials - and for the official concerned, who would be faced
with the dilemma of divided loyalties.

Dr LUN WAI (Burma) described his country's experiences with country health programming.

Burma's health plan for 1978 -1982, called the People's Health Plan, which was based on WHO's
Sixth General Programme of Work and had come into effect in April, comprised six service
programmes: (1) primary health care and basic health services; (2) environmental sanitation;
(3) expanded programme in immunization; (4) family health; (5) vectorborne disease control
and (6) medical care. It also had six supporting programmes: (1) health information system;
(2) laboratory services; (3) staff and procedure development; (4) production and supply of
pharmaceuticals and biologicals; (5) maintenance and repair of equipment; and (6) health
services research.

One of the main aims was to close the health coverage gap between the underserved rural
areas and the urban areas. Thus 200 new rural health centres and 125 new station hospitals
were to be set up during the five -year plan. An important feature of the plan was the training
of voluntary health workers (such as auxiliary midwives) to be responsible for primary health
care, environmental sanitation and family health at the peripheral level.

The population was actively involved at all stages of the planning and implementation
process through its People's Councils, which were responsible for selecting voluntary health
workers, choosing the site of health centres and hospitals, supervising health services and
personnel, encouraging the community to participate in health activities, and generating
resources in the form of voluntary donations for buildings and supplies.

The plan also provided for monitoring and evaluation processes and the expansion of the
existing health information system.

Professor IFTIKHAR (Pakistan) said that Pakistan was giving top priority to community
health and hoped to achieve health coverage of 50% of the rural population by 1983 and 100% by

1990. Cooperation and exchange of information with other countries was needed. Students

from the country's medical faculties had been called in to assist in the rural health pro-
gramme. The rural population had at first been apprehensive that the fact of having basic
health units composed of middle -level workers might deprive them of highly qualified medical
care, but was both reassured and impressed when it learnt that the units were supervised by
fully qualified doctors.

With the help, cooperation and advice of WHO, which was already providing assistance at
the central and provincial level, the aims of the community health programme would certainly
be achieved.

Dr KLIVAROVA (Czechoslovakia), said that in the report under discussion the methodology
of programming seemed to be dealt with somewhat summarily. It was essential to identify
clearly both the tasks involved and the resources needed - both national and international.

The document failed to take account of the experience of several countries.
Czechoslovakia, for instance, had carried out a successful antituberculosis programme, and
was at present implementing cardiovascular disease and cancer control programmes entirely

from its own resources. The success of health programmes depended not only on the health
personnel available, but also on the existence of a sound national public health system.
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The Czechoslovak delegation considered that it would have been preferable if the end of
the last paragraph of the preamble to the draft resolution contained in resolution EB61.R25

had read somewhat as follows: " . . . for the development of WHO's medium -term programme and
the establishment of a national public health system in conformity with resolution WHA23.61 ".

Dr FAKHRO (Bahrain) said that, whereas many speakers had concentrated on the idealistic

aspects of country health programming, he proposed to deal with the practical side of the
matter.

In 1968 Bahrain, with the help of WHO, had drawn up a very simple plan which had neverthe-
less proved extremely effective. From the success of that plan, he inferred that (1) the
success of health plans did not depend on their complexity; (2) there was nothing to prevent

health plans from being drawn up and implemented in the absence of any social or economic
development plan; (3) health programming required stable administrative leadership, political
stability, and political will; (4) health plans should not be so idealistic as to appear
unfeasible, and they should be democratically discussed at all stages; (5) the process of
programming was of value in itself, even if the results were not always encouraging, because
new ideas or improvements emerged from the process; and (6) country health programming without

regional planning involved certain risks, since small countries in particular depended on the
countries around them, for instance, as regards training of health personnel.

His delegation proposed that tables such as that in the progress report should be avoided
in future, since they merely gave rise to controversy.

Professor DOGRAMACI (Turkey) emphasized that health must be placed in the broader perspec-
tive of economic development as a whole, whose purpose was the welfare and wellbeing of the
human being. Thus all sectors should work towards the improvement of health. For instance,
education should include instruction in personal hygiene and nutrition; universities should
participate in health and social development; medical students should not consider themselves
educated if they were unaware of the living conditions of the population of their country;
and ministries of information, of public works, and of planning should be far more concerned
with health information and environmental sanitation, e.g. the provision of safe drinking -
water. If all sectors participated fully in country health programming, coordination would
be easier.

The meeting rose at 17h30.
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Dr KWON Sung Yon (Democratic People's Republic of Korea) said that the success of public
health depended on health programming, and that a correct health plan made possible the
systematic development of public health and the solving of all health practice problems. In

the Democratic People's Republic of Korea, the State was directly responsible for health

programming and had devoted great attention to it. Programming in all branches of the national

economy, including health, was carried out by the State Planning Board; there were also

programming departments attached to all health agencies and institutions. Those departments,

guided by the Planning Board, drew up the national health plan aimed at fulfilling the national
health programme, in harmony with the plans for the other branches of the national economy.
The health plans covered health services and institutions, including the construction of such
institutions, the distribution of health workers, and the provision of the necessary medical

supplies and equipment. On that basis, the objectives set by the State had been achieved,

the initiative of centres and health workers fully utilized, internal reserves mobilized,

and epoch- making changes in the level of health achieved.
In developing country health programming, experience had been gained in national health

planning and in planning methodology. In the light of that experience, his delegation greatly
appreciated WHO's efforts in the field of country health programming and supported the draft
resolution contained in resolution EB61.R25.1 He hoped that WHO would press on vigorously

with country health programming.

Dr SANKARAN (India) said that his delegation supported the draft resolution. Country
health programming was largely dependent on available economic and manpower resources, transfer
of technology appropriate to rural areas, training facilities, the priority given to health in
national development, and the proportion of the budget allocated to urban areas as opposed to
the development of rural infrastructure. It was therefore country- specific.

It had become apparent in India since independence that, even with a vast increase in
medical manpower, a highly developed drug and surgical instrument industry, and a large
increase in the number of hospital beds, 80% of resources were being devoted to the 20% of the
population living in urban areas, little was being done at the periphery, and health care was
reduced essentially to curative medicine and primary health care, while preventive and promotive
care lagged far behind.

Since 2 October 1977, India had embarked on a major programme to ensure the provision of
a modicum of basic health care in the areas of neglect, putting 30 000 community health workers

and some 60 000 indigenous midwives (dais) into the field. It was planned, by 1981 -1982, to
provide one community health worker and one dai per 1500 of the population.

In addition, the Minimum Needs Programme had provided over 5000 primary health centres and
nearly 40 000 subcentres in 5247 community development blocks, but had failed to induce medical
personnel to serve in the primary health centres, to establish rural referral hospitals, to
provide 30 beds in every primary health centre, to provide functional mobile units, and to
remedy the concentration of resources in urban areas.

1 WHO Official Records, No. 244, 1978, p. 16.
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Community health workers received a three -month training at the primary health centres,
and were given a manual and a basic kit of drugs. It was the community health workers'
responsibility to teach villagers preventive health promotion, sanitation, antimalarial
operations, etc. They gave simple first aid, provided basic drugs, and prepared slides for
identification of malaria parasites. Community health workers were chosen by the villages and
went back to them. They were taught to realize their limitations, and in their own language,
and were servants of the people, not the Government. There were also health visitors and
auxiliary nurses.

Such a vast programme called for critical evaluation, and an initial six -monthly evaluation

was now in progress, carried out by six national institutes; the funding of the programme

would be based on that assessment. Of the health allocation in the Plan Budget, 70% would be

assigned to rural health care.
In spite of the difficulties and deficiencies, and the resistance and criticism of the

medical profession, it was hoped that the programme would lead to a movement away from the

disease palaces created in the past. India appreciated the assistance given by UNICEF and

the support of the Regional Director for South -East Asia, and welcomed suggestions and offers

of collaboration.

Dr HOWARD (United States of America) said that his delegation was pleased to note the
growth of country health programming, especially in the developing countries, and endorsed

resolution EB61.R25. Country health programming was at a very early stage; as the

Director -General had said, there was as yet insufficient operational experience in the
execution of all stages of the country health programming cycle. The operative paragraphs
of the draft resolution were therefore of considerable value.

The comments of some delegates already showed a certain confusion as to the meaning of
country health programming; they had asked why national health planning and methodology

had been excluded. It was stated in the Director- General's report on country
health programming that national health planning had never fully succeeded in developing
overall health programming. Would country health programming be fully successful? His

delegation agreed entirely with the multisectoral approach of country health programming.
The level of health of a population was the end result of many economic, social and political
factors, and not merely of the health services. Thus, it might depend equally on employment,
transportation and education. It was therefore confusing to say that country health programming
was uniquely different from national health planning. Was not national health planning a part

of national development planning? Improvements in the health of the population therefore
depended on the health planner's understanding of national planning.

Country health programming was not intended to be an internal WHO programming procedure,
but the Programme Committee of the Executive Board had correctly recognized the importance

of country health programming as the basis for the development of WHO's overall medium -term
programme, since country health programming identified national priorities. There was a risk,
however, that a Member State might be superficial in analysing its own health problems, and
country health programming would then fall short of the requirements of national institutions
and manpower development without which self -reliance was difficult to achieve. Country health
programming did advocate a continuous long -term planning process, but it was not clear what
methodology should be used for that purpose. Thus the country health programming group was
asked to use the data already available and assess their suitability, but such an assessment
might show the need for additional data, since in many countries the data available were
insufficient to permit analysis of the relation between health and development status.
Underlying causes of ill health were then difficult to identify. Country health programming
might then yield a traditional health service programme with little insight into the social and
economic changes needed.

Reference was made in the working guidelines1 to activities in sectors other than health that

might help in solving health problems, but the analysis of health in relation to development
was a complex problem. How could training, research or teaching in that field be provided by
universities? Only two did so, and unless the number was increased, how did WHO propose to
train enough planners for that purpose?

At the Interregional Seminar on Country Health Planning held in the Regional Office for
South -East Asia, it had been recommended that at least one research and training centre should

1 Document A31/9, Annex 3.
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be established in each region to promote research and training in country health programming
and to act as a repository of accumulated experience. That was one approach to providing

leadership, but that recommendation was missing from the draft resolution.
Country health programming was critical for the health of the developing countries and

in achieving WHO's objective by the year 2000. To that end, the United States of America

was prepared to mobilize extrabudgetary resources to help the developing countries to achieve

self -reliance.

Dr HASSOUN (Iraq) said that Iraq, in collaboration with the Regional Office for the
Eastern Mediterranean, had already completed the first stage of country health programming.
Preparations were now being made for the second and third stages to begin at the end of
August 1978. His delegation supported the draft resolution and endorsed the remarks made
by the delegate of Pakistan as to the participation of faculties of medicine.

His delegation would like to add a paragraph to the draft resolution contained in
EB61.R25 to the effect that Member States should be urged to include country health
programming in the curricula of faculties of medicine and in postgraduate courses on preventive
medicine in these faculties as well as in institutes of health in order to train specialists
in the field, since there was currently a shortage of such personnel.

Dr SAMBA (Gambia) said that a multisectoral country health programming exercise had
recently been undertaken in the Gambia with WHO help. That had shown that previous health
plans had amounted to little more than tinkering with the health machinery. For the first
time, health planning had been carried out in depth and related to overall national development.

In the Gambia, however, country health programming was no more than a statement of
intent. If its ultimate objectives were to be achieved and full use made of available
facilities, further help from WHO was needed, not only in planning and programming, but
also in implementation, evaluation and monitoring. A delegate from a developed country
had stated that, to make full use of a WHO staff member, a country should have at least
two or three counterparts. The Gambia could not provide even a single counterpart; that
was an embarrassing situation. Resources were available for the developing countries
but they needed help in utilizing them rationally. Without such help, those resources
would be misused or not used at all.

Dr BEAUSOLEIL (Ghana) referred to the allusion in the Director -General's report to the need
for WHO to promote the concept of country health programming within international and bilateral
agencies concerned with the health development process. Indeed projects of all kinds were
presented by bilateral and private agencies to Third World countries; inevitably, those projects
did not fit into national health plans and socioeconomic goals. No such project had ever been
successful. That problem should be tackled locally at the national level but WHO also had a
duty to perform in that connexion. He hoped, therefore, that WHO would vigorously pursue
policies and measures aimed at achieving the objectives mentioned in the report.

His delegation supported the draft resolution contained in EB61.R25, but wished to
amend subparagraph (2) of paragraph (3) to read as follows: "to promote training in the
country health programming process, as well as the research required for its development and
application, in national as well as selected international collaborating centres ".

Dr HIDDLESTONE (New Zealand) said that his delegation applauded WHO's work on country
health programming and supported the draft resolution. While country health programming
was particularly relevant to the developing countries, it did have considerable relevance
for the developed countries as well.

The work must have a multidisciplinary framework. In line with the emphasis given
by WHO to primary health care and community services, the New Zealand Government had
established a Special Advisory Committee on Health Services Organization. That Committee
included representatives of the major health professions, two economists, a sociologist,
a hospital board chairman and representatives of private and voluntary bodies. It was
beginning its work with pilot projects which were subject to consumer discussion for at
least two years.

An important new concept was that of the development of service development groups
relating to nine major aspects of health services. Each such group included representatives
of the public and private health sectors, voluntary agencies and consumers, and was
serviced by a team of epidemiologists, administrators and research workers. The groups'
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function was to review existing services, identify areas of overlap and deficiency, seek
out areas of unmet need, and decide how the requirements could best be met. It was often
found that the voluntary agency was best suited to investigate new areas of service
development and to initiate a service which, when it was sufficiently well established,
could be passed over to the public or private sector. In his view, the concept of
special development groups was worthy of serious consideration.

Dr MARKIDES (Cyprus) said that, several years ago, his country had introduced a five -
year plan for health, officially accepted as the health sector plan for the Cyprus five -

year development plan. On the basis of that experience, he stressed the excellence of
country health programming as a tool for technical cooperation, since it provided first-
hand information to WHO on the health problems of countries and therefore a good basis for
the development of WHO's medium -term programme. It also enabled country health officials

to make use of WHO's experience.
Country health programming required a good information system to enable problems to be

identified, and it was therefore necessary for each country to establish a satisfactory
statistical and information system. There should be trained personnel capable of
recognizing the country's true needs and priorities. Country health programming also
needed to be flexible so that it could easily be adapted to new situations. It must be an

integral part of socioeconomic development planning as a whole.

Health was not purely a medical problem, but involved education, economics, agriculture,
etc. Cooperation with other disciplines was therefore necessary. As an example, a few
years ago Cyprus had the third highest incidence of hydatid disease in the world. The
Ministry of Health had tried to eliminate the disease but with little success. Three or
four years ago, however, a joint eradication programme with the Ministry of Agriculture
had been started, with the result that the country was now almost completely free of
hydatid disease.

His delegation supported the draft resolution.

Dr SMITH (Nigeria) explained that the Third Nigerian National Development Plan, which
covered the period 1975 -1980, envisaged a threefold increase in annual per capita expenditure
on health. The objectives were to expand health services and correct the distribution of
health facilities in the country, to train health personnel, to develop communicable disease
control programmes, to create State health management boards and district management
committees, to control environmental hazards, to coordinate medical research, and to develop
health planning coordination and evaluation.

A country health programming exercise had been carried out in 1976 to elaborate the

basic health services programme and to establish new perspectives for future WHO
collaboration in contributing directly to the national health plan. Two priority programme
areas had emerged from the planning process, namely health manpower development, and primary
health care in its broadest sense.

The development of front -line health care delivery and the concept of health services
development as an integral part of overall community development had been facilitated by
new legislation providing for local self - government and community participation, and a more
balanced distribution of resources and services for both rural and urban areas. The
National Health Services Panel had made proposals for decentralization and the involvement
of local councils in front -line health care delivery.

The National Health Plan provided for a basic health services programme, which was
deliberately biased in favour of the rural areas, increasing coverage from 25% to 60 %, where
"coverage ", as proposed by the National Formulation Team, included accessibility, protection
of populations at risk, services directed towards prevalent diseases, and availability of
beds. WHO was involved in the development of the basic health services units and would
cooperate with the Government in the provision of an expanded programme on immunization,
malaria control, family health, etc. There would also be technical cooperation with a
number of countries in the region.

Initial efforts had been concentrated on the training of auxiliary health workers, as
well as on training the trainers. To that end, a Basic Health Implementation Agency had
been established in 1976. That Agency was also performing a number of other functions,
such as carrying out a health manpower audit, establishing a skills inventory, etc.

Every State Ministry of Health had been asked to designate a project manager for the
purpose of executing the basic health services scheme.
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The Federal Military Government had approved the establishment of new categories of
health personnel, namely community health officers, supervisors, assistants and aides, so
as to make good the shortage of health manpower. Such personnel could perform the routine
primary health care functions hitherto performed by doctors. A continuous training scheme
had been designed for such personnel so as to provide a career structure.

The Federal Military Government had approved contributions of 70% by the Federal
Government, 25% by the State governments, and 5% by local authorities to the capital cost of
the basic health services scheme, while State governments would bear 100% of the recurring
costs

He acknowledged the cooperation of WHO in those developments, and hoped that there
would be a systematic reorganization or review of the curricula of medical schools so as
to produce personnel capable of dealing with basic health services in a manner consistent
with the objectives of those services.

The Nigerian delegation endorsed the report of the Director -General and, bearing in
mind the amendment proposed by the delegate of Ghana, supported the draft resolution.

Professor KRANENDONK (Netherlands) said that his Government took great interest in the
development of country health programming, the acceptance of which involved a systems -
oriented approach. It represented a considerable improvement over earlier experiences in
traditional health planning and health project formulation. Over a period of five years
no less than 23 countries had initiated the country health programming process and it was

extremely important to learn from their experiences in order to judge whether the working
guidelines given in the report of the Director -General needed further amendments
and a more practical reorientation to varying country situations. In relation to present
and subsequent General Programmes of Work, it was essential that WHO and its Member States
should be encouraged to promote further the concept of country health programming, not only
for attaining national self -reliance in planning for health development but also for
securing maximum benefit from technical cooperation. In that connexion, he wished to
stress the importance of training related to country health programming. The Belgian -

Netherlands International Course in Health Development, which was held annually, had from
its start in 1964 emphasized health management and planning and it was quite prepared to
share its experiences with other countries wishing to strengthen their managerial capacity
in health development.

Dr GALEGO PIMENTEL (Cuba) said her delegation fully supported country health programming

and the draft resolution contained in resolution EB61.R25. The working guidelines given in
the Director -General's report were of great importance in providing flexibility with regard to
the application of country health programming to different countries. One example concerned
the collection of data. Many developing countries did not have national coverage in regard
to medical services and would therefore scarcely be in a position to build up a national
information system for the collection of data. Nevertheless the guidelines made it possible
to reach a conclusion regarding the best use of the available resources in those countries.

Another question that she considered of great importance in country health programming
was the identification of programmes already being carried out in the country. The support
of WHO for such programmes was of vital importance because it would encourage countries to
make the best use of their natural resources. On the other hand much has been made of the
difference between country health programming and national health programming. There
certainly was a possibility of confusion but when she referred to the National Health
Programme of Cuba she was speaking of the national policy of the country. That had led to
health planning and to the development of an information system. That system in her
country had links with primary health care at the regional, provincial and national levels.
There was also an institute of health development which was engaged in research on
epidemiological problems where staff were trained in health planning, in data collection,
and in health administration. During the past year the institute had received grants
from other countries in the region and it was also open to all those countries that had helped
in that way.

Dr GUNARATNE (Regional Director for South -East Asia) emphasized the continuing nature
and flexibility of the country health programming process. One of the lessons that had
been learned in Bangladesh, which was the first country to introduce country health
programming, in 1973, was that before the process was started it was desirable to establish
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a workshop where national health personnel, WHO staff and the staff of other interested
agencies could meet together to discuss the aims to be pursued. At the Interregional
Seminar held in February 1977 in New Delhi, unprecedented enthusiasm for country health
planning had been shown by the participants representing national governments and various
agencies, including WHO. Among the major benefits of country health planning emphasized
at that seminar was the improvement in national health plans when they were based on actual
needs and were problem- oriented and programme -based rather than project -based. There was
also a better allocation of both internal and external resources and with the improvements
in country health planning WHO collaborative activities became more meaningful.

Attention had been drawn to the interregional consultation in Bangkok which took place
late in 1977. It had been attended by nationals and by WHO staff from regions and had
reviewed the recommendations made at the New Delhi seminar as well as producing a report on
the latest situation in regard to the implementation of country health programming in the
23 countries that had so far undertaken the process. One of the very important observations
made by the Executive Board in its review of the subject was recognition of the role of WHO

representatives in promoting country health programming and it recommended that steps should

be taken to increase the understanding and motivation of WHO representatives with respect
to country health programming. In order to further the excellent experience with country
health programming in the South -East Asia Region, a regional panel had been appointed and
the relevant governments had been requested to participate in it. It therefore consisted
not only of WHO staff but also of nationals who had participated in country health
programming and who had become conversant with the concept and methods involved. That

was another example of technical cooperation among developing countries.
The delegate of Indonesia had pointed out that her country was not mentioned in the

Director -General's progress report but that was probably because it was not one of the

countries with which WHO had been closely associated and which had actually carried out the
process of country health programming. What Indonesia had done was national health
planning, although he agreed that the two concepts were very similar and it might be that
the Director -General would consider the addition of Indonesia and perhaps some other countries
to the list of those that had successfully carried out country health programming. The

delegate of Yugoslavia had asked who the focal point would be. In countries with a WHO programme
coordinator, he would act as the focal point but in other countries the focal point would
presumably be the Regional Director. In any country that had gone through the process of
country health programming it was the responsibility of the WHO programme coordinator to report
to the Regional Director who would then report back to the Director -General.

The delegate of Thailand had given a detailed account of how country health programming
had been carried out in his country. It should be stressed that the Regional Office had
already established a training centre for country health programming and although it was at
present called a national training centre, it could be used as a regional training centre.
The centre not only made possible the exchange of experiences among countries but also acted
as a repository of knowledge accumulated with regard to experiences in carrying out country
health programming. The delegate of Nepal had stated that after carrying out country
health programming and project formulation over a period of two and a half years, his
Government had just completed a medium -term evaluation which was very interesting and had
enabled them to find out whether the programming had been successful, whether the
identification of projects had been satisfactory and in what ways country health programming
and project formulation needed to be amended. The delegate of the Union of Soviet
Socialist Republics had also referred to his country's experience with regard to national health
planning during the past half century. There was much to be learned from that experience
and no doubt the Regional Director concerned would be able to tell the Director -General to
include the USSR as also having carried out the country health programming process. The

delegate of the Soviet Union had also said that more nationals should have taken part than
WHO staff. In the country health programming process in Thailand, in fact, five times as

many man- months were spent by national staff as by Regional Office and headquarters staff
together. There had been much more involvement of nationals in carrying out the process.
The delegate of Burma had also referred to the need for community involvement. In Burma,
in addition to national staff and Government officials there had been considerable
community involvement, which had greatly contributed to the success of the country health
programming process.

Dr BIDWELL (Secretary, Headquarters Programme Committee) said that in future the
Secretariat intended to emphasize the intrinsic national character of country health
programming. It would be presented as a simplified form of national health planning and
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programming that could be used by the nationals themselves largely within the limits of
their own resources to plan for the solution to or reduction of their own health problems
within their own national setting. With the aim of achieving a significant multiplier
effect in a short time, it was planned to establish two national institutes in two regions
for training and research in country health programming within the next year. By the end
of the 1980 -1981 biennium it was hoped that similar institutes would have been established in

the other regions.
Another important preoccupation of the Secretariat was to promote country health

programming as an instrument for technical cooperation among developing countries, so that
nationals from one country would help in the initiation of the country health programming
process within another country in the region. In its report, the Programme Committee of the

Executive Board requested the Director -General to arrange for the publication of the guide-
lines for country health programming, medium -term programming and health programme evaluation
in one booklet. The preparation for the publication of the booklet was now far advanced
and it was hoped that it would be available for distribution to Member States by the end of
1978 or early 1979. In the foreword to the booklet an attempt would be made to underscore
the important interrelationships and interlinkages between country health programming,
medium -term programming, health programme evaluation and information systems development.

Dr CASSELMAN (representative of the Executive Board) thanked the delegates on behalf
of the Executive Board and the Headquarters Programme Committee for the statements they had
made indicating their views on country health programming and presenting their experiences.
The comments had been most valuable and would contribute to a better understanding of the
objectives.

The CHAIRMAN drew attention to the draft resolution proposed by the Executive Board in
resolution EB61.R25 and recalled that several amendments had been proposed.

Mrs BRUGGEMANN (Secretary) said that the amendments proposed did not change the substance
of the draft resolution but suggested useful additions to it. The delegation of Czechoslovakia
had proposed the addition, at the end of the last preambular paragraph, of the words ". . and
to develop efficient national health systems as called for in resolution WHA23.61 ".

Decision: The amendment was adopted.

The SECRETARY recalled that the delegation of Chile had proposed amending operative
paragraph 1 (3) to read "to establish national centres or structures of other types that
countries may consider appropriate, for the development of, and for research and training in,
country health programming; ".

Professor HALTER (Belgium) said that the addition of the word "structures" without
definition might be dangerous. He suggested that, as there was no rigid definition of the
term "centres ", the original wording of the resolution might be adequate.

Dr BORGOÑO (Chile) thought that the word "centres" referred to specific structures and
that the resolution, as worded, did not permit sufficient flexibility. The proposed amendment
also permitted flexibility in translation.

Professor HALTER (Belgium) could not agree. He suggested that, for the French version
at least, the terms should be defined more clearly.

The CHAIRMAN suggested the replacement of the word "structures" by the word "institutions ".

It was so agreed.

Decision: The amendment, in its revised form, was adopted.

The SECRETARY recalled that the delegation of Iraq had proposed amending operative
paragraph 1 by the addition of a further subparagraph (6) to read "to introduce, where this
has not already been done, the subject of country health programming into the curricula of
faculties of medicine and public health institutes, as well as into postgraduate courses on
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preventive medicine, in order to increase substantially the number of well trained personnel
in this field ".

Dr AUNG THAN BATU (Burma) felt that the amendment did not permit sufficient flexibility to
countries wishing to adapt it to their own needs. He suggested the replacement of the words
"as well as" by the words "and /or ".

Dr TATOCENKO (Union of Soviet Socialist Republics) had no objection to the substance
of the amendment, since it was necessary to increase the number of specialists trained in
the field. It might, however, be premature to recommend that country health programming be
included in the curricula of faculties of medicine. He therefore suggested that the words
"faculties of medicine" be deleted from the proposed amendment.

Dr HASSOUN (Iraq) could not agree. Country health programming should be included as
soon as possible in the curricula of medical students.

The CHAIRMAN suggested that a working group be set up to discuss further the amendments
to the draft resolution. The working group would include the following delegations: Belgium,
Burma, Chile, Czechoslovakia, Ghana and the Union of Soviet Socialist Republics; and any
others interested.

(For continuation, see page 344.)

Development of health programme evaluation Agenda, 2.5.3

The CHAIRMAN, introducing the item, drew attention to the Director -General's report
on health programme evaluation and to the draft resolution proposed by the Executive Board
in resolution EB61.R26.1 He hoped that discussion would be directed towards the use of
evaluation as a tool in programme development rather than towards the technical details of
evaluation.

Dr CASSELMAN (representative of the Executive Board) said that health programme evaluation
had reached the stage at which it could be applied equally well by WHO and by national
administrations. The Director -General's report summarized recent developments in health
development evaluation and gave an account of the Executive Board's review of the report of
its Programme Committee on the subject. The Board had noted that evaluation was a multifaceted
process, including political, technical, social and personnel aspects. Consequently, a
proper appreciation of the process and an appropriate attitude to it were very important.
The provisional guidelines contained in the report2 stressed the importance of the
participation of all concerned with the activity and of their intimate involvement in the

evaluation process. The Executive Board had endorsed the guidelines and had emphasized that
evaluation, since it was an integral part of the health development process, should be built
into all health programmes. The Board had recognized the importance of verifying the social
relevance of programmes before undertaking evaluation of their performance and results. It

had also recognized the further need for development of positive health indicators and
evaluation criteria, taking into account socioeconomic and cultural conditions, and the need
to develop health information systems to support evaluation, as well as planning, at the
country level. The Board had recommended that the guidelines be tested as soon as possible
and had emphasized the need for flexibility in their application. Dr Casselman hoped the
Committee would present its views on the place of evaluation in health programme development
and how that might contribute to the improvement of health care delivery. He drew attention
to the draft resolution proposed by the Executive Board in resolution EB61.R26, which
requested the Director -General to continue to develop health programme evaluation and urged
Member States to progressively introduce evaluation and to collaborate with WHO.

Dr KHAZEN (Canada) recognized the importance of programme evaluation as a part of overall
health management rather than as an isolated procedure. Programme evaluation was probably

1 WHO Official Records, No. 244, 1978, p. 18.

2 Document A31 /10, Annex 3.
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the most difficult step in country health programming. A differentiation should be made
between basic or traditional evaluation of programmes, which was the responsibility of
managers, and evaluation of a project or projects in a health plan. The former might prove
difficult, especially where the quality of life was to be measured. The latter, especially
for cost /benefit reasons, might be easier, for example, evaluation of screening programmes
for inborn errors or of immunization programmes. However, the evaluation of health promotion
and health education programmes, which required measurement of the effect of a health message
on lifestyle or behaviour, necessitated more sophisticated tools. He hoped the Secretariat
would make efforts to develop specific and practical assistance for health managers in
that area.

Dr SANKARAN (India) said that his delegation supported the draft resolution proposed in
resolution EB61.R26. Evaluation in the health field had been undertaken in his country since
1948, by means of the performance budget of the Central and State Ministries, the Planning
Commission's assessment, evaluation of health manpower development by the Institute of Applied
Manpower Research, and individual assessments of projects by bodies such as the All -India
Institute of Medical Sciences and the Indian Council of Medical Research. However, there
had never been a detailed countrywide evaluation of the cost/effectiveness and delivery of
health care services or of the community's reaction to the way funds had been allocated in
recent years. The most recent evaluation of consequence had been in 1961, when the Mudaliar
Committee had recommended the extension of primary health care services. An evaluation of
mechanisms outlined for the community health workers scheme was being planned and would
involve the National Institute of Health and Family Welfare, the All -India Institute of
Hygiene and Public Health, the Indian Institute of Management, the Institute of Rural Medical

Sciences, the National Institute of Applied Economic Research, the Institute of Manpower
Development and, ultimately, the evaluation cell of the Planning Commission. It was also

hoped that the Institute of Medical Sciences in Wardha and the All -India Institute of
Medical Sciences in New Delhi would be able to participate in a prospective assessment if

necessary. The Regional Office for South -East Asia would provide feedback to headquarters on the

performance of the programme.

Professor KRANENDONK (Netherlands) said that his Government took great interest in the
development of and in experience gained in health programme evaluation. Although there was
a place for independent assessment of projects and programmes, the main task of evaluation
should be given to those responsible for programme development, be it at the local,
national, regional or global level. He agreed that evaluation was a systematic way of
learning from experience and using the lessons learned to improve activities and promote

better planning. The provisional guidelines for programme evaluation contained in the report,
merited serious consideration and testing but should be considered as flexible guiding
principles rather than as a formal manual. Indicators and criteria for evaluation should be
adjusted according to the socioeconomic and health conditions of the country or region

concerned. However, components of evaluation in respect of relevance, progress, efficiency,
effectiveness and impact might form a framework for global acceptance. Close collaboration
should be maintained throughout the United Nations system in order to achieve comparable

and interchangeable approaches and methods of evaluation. That was particularly important
in country health programming, where the basic principle was the placing of health in the
broader perspective of total socioeconomic development. He supported the draft resolution

proposed in resolution EB61.R26.

The meeting rose at 12h05.
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PROGRAMME DEVELOPMENT (continued)

Development of health programme evaluation (continued)

Agenda, 2.5

Agenda, 2.5.3

Dr CUMMING (Australia) said that the report on health programme evaluation was an
essential link between country health programming, medium -term programming, and information
systems. It was clearly written and easily understandable. Since it provided a
comprehensive framework for health care evaluation in all areas, and not only for WHO
programmes, the programme was of value to all Member States. The provisional guidelines)
provided a standardized framework within which meaningful comparisons could be made. Among
the positive aspects of the programme were the strong emphasis on integrating evaluation within
the total health development process; the fact that responsibility for evaluation was to lie
with those responsible for operating the programme, services, and institutions concerned; the

stress laid on the importance of feedback of results to those working in the field; the clear,
concise, and systematic definitions of terms; and the simplicity of the step -by -step procedure
spelled out in the guidelines. On the negative side, he considered that more emphasis should
have been laid on the need to plan evaluation at the same time as the programme itself was
planned, since evaluation often required data that should be collected before the programme
started. Adequate experimental design was difficult to achieve and should have been mentioned
in the report. Some indication of an acceptable cost for an evaluation study in relation to
the cost of the entire programme should have been included: it might, for example, be between
5% and 10 %.

The usefulness of the report to all Member States justified a wide distribution. He

looked forward to the results of applying the guidelines on a pilot basis in a number of pro-
grammes, as recommended by the Programme Committee. Finally, he supported the draft
resolution contained in resolution EB61.R26.2

' Professor ORHA (Romania) said that the discussion was timely in view of the importance of
evaluation for the management of health services and rationalization of investments in the
health field. WHO was to be commended for its boldness in applying the method to its own
activities. He stressed the difficulties in the practical application of evaluation to
routine public health tasks. Thus the need for rapid decisions sometimes made it impossible
to evaluate the strategy selected; and most side effects of health programmes - despite their
importance - were almost impossible to detect operationally. Even if evaluation was not fea-
sible in such cases, it retained its theoretical value.

In Romania, several interesting evaluation studies had led to decisions such as the
strategies to be used in the control of endemic goitre, tuberculosis, malaria, and other
diseases. Attempts were being made to broaden the application of evaluation to noncammuni-
cable diseases, and to promote training in evaluation methods both at the international
training course in health planning and evaluation sponsored by the Regional Office for Europe,
and in national postgraduate courses. It was hoped that the reference centre for planning and
evaluation which it was planned to set up in Romania with the technical collaboration of the

1 Document A31/10, Annex 3.

2 WHO Official Records, No. 244, 1978, p. 18.
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Regional Office would allow the wide -scale practical application of evaluation to national
public health programmes as well as to public health management activities in certain pilot

areas.

He supported the draft resolution contained in EB61.R26 but proposed the addition of the
words "and promote" after "progressively introduce" in operative paragraph 3.

Professor RENGER (German Democratic Republic) supported the orientation towards health

programme evaluation. In his country also, more efficient information systems were required

for a further increase in the quality and efficacy of medical and social care. Provision for

evaluation of the health services had been introduced at the complex planning stage, and in-
cluded the organization of control and analysis of implementation of the plan. The mechanism

would also be useful for assessing the evaluation process itself. The integration of health
services accounting - in the form of technical reports by the Ministry of Health - into the

national economic system was ensured by central regulations. For accounting in the sense of

health programme evaluation, all information had to be patient -related and establishment -

related. Definitions, nomenclatures, and systems of the Central State Administration for
Statistics and of the Ministry of Health were harmonized at the national level; and informa-

tion was exchanged with other countries and with WHO in accordance with international

agreements and WHO recommendations. If health programme evaluation was not to become an
over -sophisticated procedure, there must be a dialogue between the bodies laying down the
evaluation programme and those that had to carry it out and collect the evaluation parameters.
Continuous interchange of experience and critical appraisal at all levels were prerequisites
for improving evaluation and adapting it to local conditions.

Dr KILGOUR (United Kingdom of Great Britain and Northern Ireland) welcomed the positive
and practical aspects of WHO's development of programme evaluation which - in the opinion of
the Joint Inspection Unit, among others - was showing the way to the rest of the United Nations

system. In particular, he supported the suggestion that the programme should be applied on

a pilot basis in some countries. He hoped that the countries selected would be representative,

so as to give the guidelines a fair test; and that there might be a sensible relation between

the cost of and the the

He agreed with the External Auditor that little implementation had yet occurred, though what

was intended was good. The provisional guidelines were so complex as to be frightening to
those unfamiliar with the procedures. The cost in both staff time and money was not easily
justified unless the process was kept simple, and the guidelines really kept programmes on
the right lines and cut out unproductive work. Although in principle evaluation should be
built into every project from the start, there would always be people who preferred to do
things on their own initiative without too tight a framework of formal evaluation, and for
them the guidelines would be excessive. The programme therefore needed to be flexible in its

application.
He supported the draft resolution and the amendment proposed by the delegate of Romania.

Professor PACCAGNELLA (Italy) agreed with previous speakers that the report was useful
because it provided a rational view of the entire planning process, including the complex
evaluation phase. The subject involved technical, political, and social aspects and diffi-

culties. A crucial technical factor was the selection and interpretation of appropriate health
indicators. Satisfactory indicators of the quality of life did not yet exist. Such crucial

points, which concerned the whole information system, required further study. The concept of

country profiles, introduced in the report on the development of information systems
programme was interesting not only for the Organization's internal purposes but also for
international comparability and as a guideline to the implementation of information systems
at the national level. As regards the training of personnel for health planning, he drew
attention to the seminar on evaluative research, conducted in Finland by the WHO Regional
Office for Europe some years previously.

In Italy, several pilot projects for the evaluation of health services and of indicators

of health needs were in operation. WHO should list such projects, in order to coordinate
efforts and make the results available for the benefit of other countries. He agreed with

the recommendation in the Director -General's report that the guidelines should be applied
in a few countries on a pilot basis. Health planning in Italy was being carried out at
the regional, not the national, level, and some local projects might be taken into
consideration in that connexion.
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Dr HASSOUN (Iraq) supported the draft resolution recommended in resolution EB61.R26.
Health programme evaluation was an essential process for the development and progress of health
programmes. No evaluation could exist without planning. There was therefore a vital need
for both short -term and long -term national health plans, both including clearly defined health
programmes planned by a national health council. The authorities concerned should undertake
continuous evaluation of those programmes in order to fulfil certain targets in accordance
with definite criteria. Such evaluation should be able not only to detect the shortcomings
and difficulties that hindered the implementation of the programmes, but also to identify the
positive aspects that would help their further development. The criteria should be selective,
quantitative, and qualitative. The malaria eradication project was an example of a programme
that might be selected for evaluation in the proposed pilot study.

Dr LEPPO (Finland) said that the report on evaluation formed an integrated whole with the
reports on medium -term programming, country health programming, and information systems
development. The terminology used in it was clear and systematic, and the systems analysis
approach had been used with success. The logical structure of the approach made it adaptable
in very different circumstances. Another merit of the report were the guidelines for
application both by WHO and by its Member States. As mentioned by the delegate of the United
Kingdom, WHO had been commended by the Joint Inspection Unit for being a forerunner in
evaluation. Though there might be disagreement about some of the technical details, e.g., the
applicability of the proposed health indicators, the report was worthy of a wide distribution.

The Finnish delegation supported the draft resolution contained in resolution EB61.R26,
together with the amendment proposed by the delegation of Romania.

Professor VON MANGER -KOENIG (Federal Republic of Germany) thought it important and urgent
to establish effective evaluation throughout the United Nations system. The organizations
in that system were spending well over 2 billion dollars each year and it was imperative to
evaluate the impact of their work and to determine whether resources had been utilized
effectively and the stated objectives had been achieved. He noted with satisfaction the
progress in health programme evaluation made by WHO and he fully supported the principles,
methods, contained in the guidelines for health programme evaluation. His
delegation endorsed the draft resolution contained in resolution EB61.R26.

Evaluation was the final stage of a four -stage procedure embracing programme planning,
budget preparation, implementation control, and evaluation. Effective evaluation called for
improved planning and budgeting if it was to be an integral part of health management. The
evaluation systems in all the United Nations bodies should be coordinated, since many programmes
were carried out jointly by several agencies. To strengthen that coordination, the United
Nations General Assembly at its thirty -first session had considerably widened the responsibili-

ties of the Joint Inspection Unit, whose recommendations WHO should follow as closely as
possible. He requested details of interagency coordination and of collaboration with the
Joint Inspection Unit in the field of evaluation. Concrete evaluation studies in a number
of countries on a pilot basis were to be encouraged. It was important to apply in practice
the principles and methods developed, and that task should be reviewed closely and periodically
by the Executive Board and its Programme Committee.

Dr MWAKALUKWA (United Republic of Tanzania) fully endorsed the principles, methods, and
process of evaluation contained in the guidelines. The evaluation of health programmes in
his country had always had shortcomings and the guidelines would therefore be very helpful.

Noting from the agenda the number of new programme areas, he considered that the major
role of WHO should be to assist Member States in training personnel to manage those programmes.
The reports on country health programming, health programme evaluation, information systems,

and medium -term programming were excellent, but they contained concepts that were far from

easy. It would be difficult to introduce such new procedures in countries without the
requisite political will; but they were essential to technical cooperation.

He supported the draft resolution contained in resolution EB61.R26, with the proposed

amendment.

Dr JOSHI (Nepal) said that, in his country, the delivery of primary health care depended

increasingly on village health workers and volunteers. It was important to supervise their

work, since misleading reports and statistics could have unfortunate consequences. A standard
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questionnaire for health programme evaluation had been developed, and a team was carrying out
extensive evaluation in the field. Only when the results of that evaluation became available
would it be known whether current programmes required adjustment. The cost was about 500 000
Nepalese rupees, which had been donated by USAID. He supported the draft resolution.

Dr TATOCENKO (Union of Soviet Socialist Republics) said that 25 years had passed since
the Health Assembly had first adopted a resolution on the subject of programme evaluation.

The document now under discussion appeared to meet with the approval of all delegations,
including his own. He agreed with the delegate of the German Democratic Republic that it was
necessary to assess the method of evaluation. That might best be done by providing the next
Health Assembly with the evaluation of a particular programme; the Secretariat would, he was
confident, select the most appropriate programme for that purpose. He also agreed with the
delegates of the United Kingdom and of the Federal Republic of Germany that it would be
interesting to review the results of evaluation though, in the case of national programmes,
that would be a delicate matter. However, he believed that WHO would be able to show
sufficient flexibility to present an objective assessment of some national programmes.

With regard to positive indicators of health status - a matter that had been mentioned by

the delegate of Italy and had been under discussion for some years at various meetings on
maternal and child health in the European Region - he proposed the addition of the words:
"including the establishment of positive indicators of health status" to operative paragraph 1
of the draft resolution contained in resolution EB61.R26. Although that was a complex task,
WHO was competent to carry it out.

Professor HALTER (Belgium) welcomed the clarity and precision of the Director -General's
report in dealing with a particularly delicate matter. Just as evaluation was a normal every-
day activity for the individual, it should also be a normal function for WHO and for governments -

which should have means of evaluating programmes at every stage of their design, planning and
implementation. He therefore joined the delegate of the Soviet Union, whose amendment he
supported, in stressing the importance of indicators.

The wealth of statistical information made available to the governments of developed
countries by their statistical institutes, and used by them in health planning and evaluation,
was not always in the form in which it could be most easily utilized. He suggested therefore
that developing countries, when establishing structures for the collection of information,
should ensure that data relevant to the implementation of health programmes were not overlooked
but were collected and processed in a usable form.

In addition to the usual vital statistics, demographic data and legislative and budgetary
information, such information should cover the reactions of the public to the health work
undertaken on its behalf, since these reactions were not always compatible with the scientifi-
cally objective observations of the health sciences.

Professor SULIANTI SAROSO (Indonesia) welcomed the provisional guidelines for health
programme evaluation, which were suitable for use by governments as a basis for evaluating
national health programmes, with WHO assistance if necessary.

The evaluation of WHO programmes was a more difficult matter owing to the lack of quanti-
fied targets. Her delegation, and some others, had found the Sixth General Programme of
Work too general, and so lacking in quantified targets as to be unusable for evaluation pur-
poses. Even medium -term programming, as currently undertaken, would permit evaluation only
in individual programmes, and not in the context of WHO's programme as a whole, and of the
socioeconomic conditions of the various parts of the world.

Planning was a matter of determining priorities and allocating resources accordingly. The

priorities were not clear from the Sixth General Programme of Work. Moreover the Executive
Board had been informed, according to paragraph 34 of its report (Official Records No. 245,

page 6), that the criteria for the allocation of resources to regions were mostly based on
historical considerations. Her delegation therefore recommended the adoption by Member States
of a priority target, such as "Health for all by the year 2000 ", to be achieved by the various
strategies already being developed. Resources should be allocated on the basis of quantified
targets for those strategies, taking into account conditions in the various countries. In that
way, evaluation of WHO programmes would become possible.

On the question of indicators, the Director -General had given a few examples. Other
speakers had commented on the difficulty of measuring the quality of life. But in the
developing countries, such as her own, there was a further difficulty - the scarcity of



COMMITTEE A: FOURTH MEETING 343

professional health staff. Local administrators in Indonesia often asked the health authori-
ties how to measure the progress and results of primary health care. In the absence of

reliable data, such measurement was not easy. It might be necessary for the developing
countries to content themselves with limited data, e.g. the height and weight of children,
measured by the mothers, as an indicator of nutritional status; or lay reporting of morbidity
and mortality - a subject in which her country was particularly interested. Recalling that

a working group on the subject had been held in the South -East Asia Region in 1976, she
expressed the hope that indicators could be further developed, and that studies could be made
to ensure that data of adequate quality and quantity were obtained from developing countries
so that they could be used, along with more sophisticated data, for ascertaining how programmes
were progressing.

Her delegation supported the development of health programme evaluation as outlined in
the Director -General's report. It also supported the draft resolution contained in resolution
EB61.R26, and especially operative paragraph 3, with its reference to the evaluation of the
impact of WHO programmes in countries, since that was in fact evaluation of WHO programmes.

Professor SENAULT (France) commended the preoccupation with effectiveness and the
practical approach shown in the Director -General's report. The report had also clarified
certain terms, denoting a move towards greater precision in language - that would be advan-
tageous provided it was not taken to extremes.

He welcomed the plans for using the guidelines on a pilot basis in selected WHO programmes

and interested countries.
Among the comments of previous speakers, most of which his delegation could endorse, he

had particularly appreciated the Belgian delegate's emphasis on evaluating the public's

reaction. Too often evaluation was regarded as a matter for specialists only; but in the
case of health programmes the public, as beneficiaries, were directly concerned.

It was right and natural, however, that by reason of the costs and of the consequences of
evaluation the approach should be a cautious one. The Director -General's report showed that
the Organization had taken an approach which could be varied according to different factors,
and moreover the guidelines were provisional.

Dr CASSELMAN (representative of the Executive Board) noted that the Committee's comments
had been diverse and valuable, ranging from specific matters of terminology to the more general
ones of management and health care delivery. The comments had included useful descriptions
of national evaluation activities and also practical observations on personal experience of

evaluation: the discussion had been a true sharing of experience. It had been emphasized
that the purpose of evaluation in the health development process was to improve health
programmes and guide the allocation of human and financial resources in current and future

programmes; and that evaluation was a systematic way of learning from experience. The

exchange of views had indeed been a learning experience for all.

Mrs BRÜGGEMANN (Development of Programme Evaluation), Secretary, expressed the
Secretariat's appreciation of the comments made, particularly of those that were constructively

critical.
The development of the evaluation programme in the immediate future lay in the intention

to carry out pilot applications of the methodology in the most flexible manner. Much effort
would be devoted to finding the right applications of the broad guidelines to specific country

situations. The pilot applications would be deliberately made in as varied a range of
situations as possible. In some countries, the guidelines might be tried out in the context
of a particular programme, in others, the context might be a geographical region of the country,
depending on how the health services were conceived. A number of countries in various WHO
regions had already responded positively and some had embarked on pilot applications involving
the establishment of training courses for health planners or actual application of the guide-

lines in their evaluation processes. She referred to the work going on in a number of

countries such as Burma, Nepal, Portugal and Thailand.

The necessary feedback from those applications would be obtained by trying - at the cost

of additional workload, of course - to apply a feedback process accompanied by questions that
would relate the results of evaluation to the manner in which they were obtained. The purpose

of this would be to improve the evaluation process. The entry point for evaluation would

naturally vary in the different countries. The occasion would also be used to develop

positive health indicators. The Director -General would of course keep the Health Assembly

informed of progress.
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On the question of cost, the working assumption some years previously had been that 1% of
the operational costs of a programme was an appropriate sum to earmark for evaluation in order

to achieve results; at present, there was some doubt on the subject. There was undoubtedly
a need for a very sensitive assessment of how worthwhile it was to evaluate each programme

activity. The aim was to find a permissible level of funds in relation to each programme.

All that was certain was that the more the evaluation process was integrated into the overall
health development process, the lower would be the specific costs of evaluation.

On the question of interagency cooperation and collaboration with the Joint Inspection
Unit in particular, she referred to the two reports on evaluation prepared by that Unit, in

close collaboration with the various United Nations agencies. The Joint Inspection Unit and

representatives of the various agencies had identified the problems at a series of meetings
and the Unit had decided to concentrate on its role as a focal point for exchange of infor-
mation about evaluation methods and on improving terminology which could influence those

methods. Though there still remained a measure of disagreement between the agencies as to
the relevance of evaluation, collaboration on the development of methods of evaluation had
been established between them, but no attempt was being made to formalize it unduly, since too

many problems remained to be solved.
The feedback of evaluation results into the planning process, and the evaluation of the

process itself, had been problems for the past 30 years. Efforts were continuing to improve

both that feedback and the evaluation process.
The ways by which the information acquired by evaluation could be applied in programme

planning would be explained in the statement to be made, at the Chairman's request, at the
end of the Committee's consideration of item 2.5.4 of its agenda (Development of information

systems programme).

At the CHAIRMAN's request the SECRETARY read out the amendments proposed to the operative

paragraphs 1 and 3 of the draft resolution contained in resolution EB61.R26. The amendment

to operative paragraph 1 read:

"1. REQUESTS the Director -General to continue to develop the process of health programme

evaluation as an integral part of the health development process, including the
establishment of positive indicators of health status;"

The amendment was adopted.

The amendment to operative paragraph 3 read:

"3. URGES Member States to introduce progressively and promote the above -mentioned

process . . ."

The amendment was adopted.

Decision: The draft resolution recommended by the Executive Board in resolution EB61.R26

was approved as amended.1

Country health programming (continued from page 337) Agenda, 2.5.2

Dr HASSOUN (Iraq), Chairman of the working group, said that the group had amended the
second preambular paragraph of the draft resolution in resolution EB61.R25 by the addition at
the end of the paragraph of the words: ". . . and to develop efficient national health systems

as called for in resolution WHA23.61."

The amendment was adopted.

Professor DOGRAMACI (Turkey) pointed out that, in some countries, institutions other than
ministries were concerned in the establishment of mechanisms for the initiation and maintenance
of country health programming. He suggested that operative paragraph 1 (2) should be amended
to that effect.

Transmitted to the Health Assembly in the Committee's first report and adopted as
resolution WHA31.11.
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The SECRETARY read out the amendment as follows:

"(2) to establish adequate mechanisms in ministries of health, or other ministries and
institutions concerned, for . . ."

The amendment was adopted.

Dr HASSOUN (Iraq), Chairman of the working group, said that the group had amended
operative paragraph 1 (3) to read:

"(3) to establish national centres or institutions of other types that countries may
consider appropriate for the development of, and for research and training in, country
health programming."

The amendment was adopted.

Dr HASSOUN (Iraq) said that the group had also introduced a new operative paragraph 1 (6)

which read:

"(6) to introduce the subject of country health programming into undergraduate and
postgraduate training, as appropriate to each individual country, for health and related
personnel in order to familiarize them with the process and to increase substantially
the number of well- trained personnel in this field."

Dr THIMOSSAT (Central African Empire) said that the French text could be construed as
meaning that, since there was a need for country health programming in every developing
country, each of them should introduce the subject into their training programmes immediately -
which was obviously not the intention. In the French text the words ". . . selon les besoins
de chaque pays . . ." might be replaced by ". . . chaque fois que cela sera possible et /ou
nécessaire . . . ".

Professor HALTER (Belgium), agreeing with the delegate of the Central African Empire,
said that in the French text there seemed to be no reason why the term "substantiellement"
should not be used in the paragraph under discussion, instead of "considérablement ".

Professor PACCAGNELLA (Italy) asked whether introducing the subject of country health
programming into undergraduate and postgraduate training meant that country health programming
should appear as a discipline in the curriculum or that, for instance, there should be a chair
of country health programming.

The CHAIRMAN said that the draft resolution referred only to the substance of what was
to be taught and not to the manner of or arrangements for its teaching.

Professor PACCAGNELLA (Italy) concluded that country health programming could come under
the heading of public health.

Professor HALTER (Belgium) said that, in that case, the French phrase "introduire . .

dans la formation" was preferable.

Professor DO6RAMACI (Turkey) suggested that the paragraph begin ". . . to introduce

country health programming into undergraduate and postgraduate training . . . ".

The new operative paragraph 1(6), as amended,, was adopted.

Dr HASSOUN (Iraq), Chairman of the working group, said that the group had amended

operative paragraph 3(1) to read:

"(1) to continue to cooperate with Member States .

The amendment was adopted.
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read:

Dr HASSOUN (Iraq) said that the end of operative paragraph 3(2) had been amended to

"(2) . . . for its development and application, in national as well as in selected
international collaborating centres."

The amendment was adopted.

Dr HASSOUN (Iraq) said the working group had added a reference to the Health Assembly in
paragraph 3(3), which now concluded:

"(3) . . . and report thereon to the Executive Board and the World Health Assembly as
appropriate."

The amendment was adopted.

The CHAIRMAN put the amended operative paragraphs 1 and 3 separately to the meeting.

Decision:

(1) The amended operative paragraphs 1 and 3 were approved.
(2) The draft resolution recommended by the Executive Board in resolution EB61.R25
was approved as thus amended.1

Development of information systems programme Agenda, 2.5.4

Dr CASSELMAN (representative of the Executive Board) said that, as had already been
emphasized, relevant information was crucial to all planning and evaluation processes, The

development of information systems had been discussed at length by the Executive Board. The

Director -General's report outlined the major features of the WHO programme and the Executive

Board's discussion of this programme at its sixty -first session.
The Board had endorsed the concepts and strategies proposed by the Director -General, and

noted with satisfaction the progress to date in the implementation of the programme. It had

discussed at length the details of the development of the information systems programme. The

Committee might now wish to present its views on the place of information systems in the
support of health programme development in individual countries, as well as in the

Organization.

He drew attention to the draft resolution contained in resolution EB61.R32.2

Dr SANKARAN (India) said that his delegation endorsed both the report and the draft

resolution recommended by the Executive Board in resolution EB61.R32. In a large developing

country such as India, with a varied population and different health skill, data for an

information retrieval system could be collected from national institutes, laboratories, the

Central Health Bureau and the Central Health Intelligence Bureau. Within the next few months,

it was hoped to build up a body of such information, so that an atlas of health and disease

in India could be made available to other countries at the next Health Assembly.

India depended very much on collection of information at grass -roots level and its

transfer to central headquarters through the state agencies. In order to strengthen the
system of transfer it was proposed to build up a state and country profile system, which would

be reflected in better health statistics. The Regional Office for South -East Asia had

extended facilities for such information retrieval, collection and distribution.
That such information collection was possible had been proved by India's statistics on

malaria and on implementation or non -implementation of its family welfare programme. A
feedback system was being built up through the community health workers, multipurpose workers

and the auxiliary nurse midwives. India at present depended on human effort, but would

ultimately have recourse to computer technology.

1 Transmitted to the Health Assembly in the Committee's first report and adopted as

resolution WHA31.12.

2 WHO Official Records, No. 244, 1978, p. 21.
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Dr LEPPO (Finland) said that the report showed that considerable rationalization had
already been achieved in the development of programme management information systems in WHO and

that duplication of effort and quantity of reporting had been reduced by the adoption of such
systems. Moreover, the country profile concept looked very promising.

However, the information systems programme was mainly for internal use in WHO, whereas
the other programmes in the "package" (country health programming, and health programme
evaluation) were more directly oriented to Member States. That raised the question of the
relationship between national and WHO information systems. Some clarification from the
Secretariat would therefore be welcome. With that proviso, his delegation fully supported
the draft resolution proposed in resolution EB61.R32.

Dr KILGOUR (United Kingdom of Great Britain and Northern Ireland) endorsed the aims and
methodology developed by the Director -General in consultation with the Executive Board and its
Programme Committee. He agreed with the delegate of Finland that some areas of WHO's
information systems programme and their relationship with national information systems needed
further clarification.

Clearly it had not been the intention of the draft resolution proposed in resolution
EB61.R32 that statistical services should be confused with information services, each of
which had separate ingredients and programmes. The Executive Board had recognized an
effective information system as being an essential management tool providing easy retrieval
of material for planning and evaluation. It was also clear that WHO was willing to help
Member States develop information services of their own, which would be compatible both among
themselves and with WHO's central system. However, that did not mean that WHO's system would
simply be exported to Member States, where its advanced methodology might be neither
appropriate nor supportable. The Committee required a clear assurance from the Secretariat
that such would not be the case.

Essentially, the central information system would build up its data bank on the basis of
relevant, compatible and reliable inputs from Member States, and the national systems would
relate to the needs of each State. As for the interrelationship of the national information
systems to each other, all were complementary synergistic management inputs and all had the
same aims. A perspective statement from the Secretariat and perhaps even a broad resolution
to clarify its intentions might be of value.

Information systems required considerable effort for their development, and possibly
the work should be carried out in phases, starting on a very simple basis. The use made of
such systems should be constantly and objectively reviewed.

Dr KHAZEN (Canada) said that, although information systems were essential for the
successful management of country health programming, what was needed was not a plethora of
information that would be difficult to interpret and use, but rather information adapted to
the needs of Member States. The Canadian delegation supported the draft resolution proposed
in resolution EB61.R32.

Professor CAYOLLA DA MOTTA (Portugal) said that, during a recent internal meeting at
WHO headquarters on the.reorientation of the Organization's health statistics programme, the
participants had expressed apprehension that the report and resolution EB61.R32 might
give rise to confusion and erroneous interpretation. Specifically, operative paragraph 2 of
the draft resolution had been considered unclear as far as technical cooperation with
national health systems was concerned. According to section 7.1.4 of Official Records No. 236
(page 302), technical cooperation with regard to the development of national health information
systems was included in the Health Statistics programme.

The aim of the reorientation discussed at that meeting was precisely to cooperate with
Member States in the development and adequate orientation of their health information systems.
However, the draft resolution proposed in resolution EB61.R32 appeared to promote the same
activities under a separate information systems programme - which might lead to confusion,
even in the Secretariat. WHO's information systems programme should fully support its
health statistics programme, but any such confusion should be avoided.

Since WHO's information system and the national health information systems referred to
in resolution EB61.R32 were quite different, the latter should not be developed by the same
methods as the former, except as regards the general principles of the information systems
approach. However, the fourth paragraph of the preamble to the draft resolution seemed to
put the two systems on the same level. WHO's information system should certainly be
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developed to serve the needs of Member States, but national health information systems should

not necessarily be developed to meet WHO's needs.
Operative paragraph 2 of the draft resolution was also misleading. Since the report

seemed to indicate that WHO's information system had only recently been put into operation,
it was surely premature to assume that the usefulness of its methods had been proved beyond

any doubt. Secondly, operative paragraph 2 gave the impression that WHO's methodology was

to be imposed on Member States - which was quite contrary to the spirit of the technical
cooperation approach approved by the Health Assembly. The Portuguese delegation therefore
proposed that operative paragraph 2 should be deleted and that the fourth paragraph of the

preamble should be amended to read: "Stressing the need for the WHO information system to be

developed in harmony with national information systems."

Dr ALUOCH (Kenya) emphasized that a proper information system was vital to health
planning and evaluation in any country, and particularly for exchange of information on health
matters. WHO was therefore to be congratulated on its positive approach to the establishment
of a health information programme.

Like most developing countries, Kenya suffered from a poor information system because of
inadequate collection of data and statistics. In 1974, WHO and UNDP had helped the country

to embark on the gigantic task of improving that system. Among the difficulties encountered
were shortage and maldistribution of data and the fact that the already overworked health
staff resisted the demand to provide more information. It was therefore necessary to
educate staff to understand the importance of proper data collection. The health services

in Kenya had improved since the introduction of the system set out in the report to the
Programme Committee. However, storage and filing of data was still a problem.

The Kenyan delegation supported the draft resolution proposed in resolution EB61.R32.

Professor HALTER (Belgium)
information collection and data

the health information that had
required for medical literature
death; environmental pollution
data banks which were extremely

thought that all were agreed on the importance of developing
processing systems both at WHO and in Member States. However,

to be collected was extremely varied, ranging from the data
banks to statistics on morbidity, mortality and causes of
factors could also be recorded. WHO had established several
important as sources from which the elements for framing health

programmes and policies could be obtained. However, the report before the meeting did not
indicate how its authors conceived the mechanism of the information systems programme. It

was not only statistics and data that were important, but also the type of data collected, as
well as the manner of collecting and processing them, and of using them to draw conclusions
and to prepare, implement and evaluate programmes.

As previous speakers had noted, neither the report before the meeting nor the draft
resolution seemed to contain the necessary guarantees that Member States would share adequately
in the implementation of the programme. Too much centralization and uniformization could lead
to useless results - contrary to the interests both of WHO and of Member States. The programme
was of vital importance, and in order to make it as effective as possible he proposed that a
small working group be set up to propose an amended draft resolution.

Dr KLIVAROVÁ (Czechoslovakia) welcomed the report on the development of the information

systems programme. Although it was a good document, based on a number of recommendations
made by experts, the Czechoslovak delegation wondered whether due account would be taken of
the variety of conditions in different countries, and the differences in the health systems,
the status of health, and the level of the statistical services and information systems; all

those factors had a decisive impact on the reliability of data. WHO should seek to ensure
the reliability and comparability of countries' information systems, for it was impossible to

make a valid comparison of data that were not sufficiently reliable.

Professor KRANENDONK (Netherlands) said that his Government was following with interest
the concepts, strategy and progress of development of the information systems programme both
in WHO and in Member States, regarding it as a framework of information support for programme

development and of international exchange of health information. It supported the basic

concept of developing and periodically updating country and programme or project profiles.

The initial experiences reported from all regions, including the possible simplification and

reduction of the reporting system, seemed encouraging. Provided account were taken of the

comments made by the delegates of Finland, the United Kingdom, Portugal and Belgium, the

Netherlands delegation would support the draft resolution proposed in resolution EB61.R32.



COMMITTEE A: FOURTH MEETING
349

Dr Z. M. DLAMINI (Swaziland) considered that an information system should provide
information not only on the health status of the population, but also on technical,
administrative and financial aspects of ongoing health programmes, on health legislation, and

on the socioeconomic sector as a whole; it could thus form the backbone of country health

programming, medium -term programming, and evaluation. In fact, it should be a problem -

solving mechanism.
WHO's information programme must be geared to support not only the Organization's

technical cooperation programmes, but also national programmes. Since medium -term planning

was to rely in part on country health planning, the WHO and national information systems should

be interrelated. The Organization should help develop the latter by a continuing dialogue

with Member States through its regional offices. Information systems should serve priority

programmes in Member States, e.g. primary health care and expanded immunization programmes.
Swaziland welcomed the country profile system which, if the profiles were properly up-

dated, would reduce the quantity of reporting that took place in Member States. He supported

the draft resolution proposed in resolution EB61.R32, and felt that the two headquarters
programmes mentioned by the United Kingdom delegate and others should both serve Member

States with the information systems required for programming and programme evaluation.

Professor PACCAGNELLA (Italy) agreed with the comments made by other delegations. While
appreciating the report he regretted that it did not mention that several reporting and
information systems, in Italy and in other countries, were mainly centred on institutions

and therefore gave information on the needs of those institutions rather than of the population.
That was a problem of indicators and methodology that should be carefully studied.

Dr TANAKA (Japan) said that, while fully appreciating the need to develop an information
systems programme, he was somewhat reluctant to support operative paragraph 2 of the draft

resolution proposed in resolution EB61.R32: firstly, because the Director -General's report

clearly stated that the programme was still at an experimental stage; and, secondly, because

there was nothing to show that WHO was yet in a position to urge Member States to collaborate
with WHO in adapting and applying the methodology of WHO information systems development to

the development of national health information systems.

The Japanese delegation therefore proposed that operative paragraph 2 of the draft
resolution should be either deleted or suitably amended and that an expert committee should
be set up to deal with the programme, since it was of such a highly technical nature.

Professor JAKOVLJEVIC (Yugoslavia) stressed that the WHO information system and national
health information systems were two entirely different systems with different purposes,
different contents and different methodologies. Official Records No. 236 showed that the
Information Systems Programme was responsible for the development of the WHO information
system and the Division of Health Statistics for that of national information systems. There

was no overlapping between the two systems and they should be promoted separately. The

Yugoslav delegation therefore proposed that the draft resolution should be amended in the
manner suggested by previous speakers.

Dr BEAUSOLEIL (Ghana) emphasized that, as stressed both in the report and by previous
speakers, information must be relevant. Moreover, the methodology and mechanisms for
collecting, processing, storing, retrieving and disseminating information must correspond to
the capabilities, available resources and level of development of the country concerned.
Since it would be disastrous to impose a sophisticated system that did not take account of a
country's capabilities, he suggested a development in stages, consisting of: (1) a review
of the existing system to see how, with the resources available, it could best be modified
to satisfy basic needs; such a review would ascertain what information should be collected,
by whom and for whom, at each level of the health care delivery system, taking into account
the qualifications and capabilities of the health workers at each level of that system; and

(2) the gradual introduction of a more sophisticated system as resources increased.
He also proposed that operative paragraph 2 of the draft resolution should be amended to

read: "URGES Member States to collaborate with WHO in developing appropriate national health
information systems to provide integral support for national health programmes ".

Mr KISELEV (Union of Soviet Socialist Republics) said that his delegation had carefully
examined the Director -General's report on the development of the information systems programme,
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which convincingly showed that WHO had done a great deal of work in setting up an information

system and that there had been initial success in implementing it. It would seem that the

system could make a considerable contribution in future to the work of the Assembly, the

Executive Board and, particularly, the Secretariat. However, it was still only in an

experimental stage, and a more detailed assessment was required of its real effectiveness.

The Soviet delegation therefore had several suggestions regarding the draft resolution

proposed in resolution EB61.R32, but felt that they could best be made in a drafting group.

Professor SPIES (German Democratic Republic) supported the Belgian and Soviet delegations'

proposal for a drafting group.

The Director -General was to be congratulated on the fact that his report accurately
reflected the misgivings aroused and the risks involved in developing an information system -

a task that demanded the utmost caution.
An important task for the Board and Health Assembly would be to review progress in the

implementation of the new methodology in WHO programmes. The development of the information
systems programme should serve both medium- and long -term programming and should be an essen-

tial support for all WHO programmes. A clear formulation could be expected from the proposed

working group, which should also distinguish between the different goals of information

systems work. Of course WHO should support Member States in introducing the systems suitable
to their own conditions, and should promote the exchange of information on how that could be

done successfully; but it should not be necessary to make strong recommendations urging a

particular course of action.

Dr CAMOV (Bulgaria) considered the draft resolution recommended by the Board to be
well constructed, adequately reflecting the tasks of WHO in the two areas concerned: the

implementation of the programme management information system which provided information
about the Organization's technical programmes, including budgetary matters, and the provision
of assistance to Member States in the development of national information systems in the field

of health. There was a need to make the second point more specific in the draft resolution,
operative paragraph 1(2) of which might be amended to the effect that the Organization should

on request, assistance in the development of national statistical services and
national information systems in the health field, with the use, wherever possible or
reasonable, of the methodological principles and technical approaches worked out by WHO.

The CHAIRMAN asked the delegate of Bulgaria to submit his proposed amendment in writing
to the drafting group.

Dr EL GAMAL (Egypt) said that the Director -General's report was clearly directed to

countries with fully developed systems of health institutions. Most developing countries
would be unable to keep pace with the global health programme information system because they
had neither the basic infrastructure nor the skills to collect data of the necessary quality

in the necessary quantity. Neither the report nor the draft resolution laid sufficient
emphasis on the need to improve the capacity of developing countries to collect information.
He supported the proposal for a drafting group.

Professor ORHA (Romania) shared the views expressed by the delegates of Belgium, Finland,
Japan, Portugal, the United Kingdom and Yugoslavia. He was also in favour of a drafting

group to amend the resolution recommended by the Board.
He suggested that confusion might have been avoided if, in the opening phase of the third

preambular paragraph of resolution EB61.R32, the words: "development of the programme
management information system" had been changed to "development of the programme of management

information systems ". The drafting group might wish to bear the suggestion in mind.

In the same preambular paragraph the English and French versions of "proceeding in

unison" were not exactly the same. Stressing the importance of terminology, he suggested

that the working group might pay some attention to the matter.

Dr SMITH (Nigeria) suggested that, praiseworthy as the programme undoubtedly was, most
countries could not at present support it without feeling some regret: WHO was far in advance

of most of them in information systems development. The draft resolution should therefore

be modified to make it acceptable to all. His delegation nevertheless supported the draft

resolution in principle.
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Most of the difficulties of data collection were encountered at local level, and there
was a need for seminars and workshops to enable countries to formulate well designed
information systems. He supported the suggestion made by the delegate of the United
Kingdom.

Professor SULIANTI SAROSO (Indonesia) agreed that national health information systems
should be distinguished, for the time being, from the WHO programme information system. She

asked for further information on statements made in the second paragraph of the Introduction
to the Director -General's report to the Programme Committee about the responsibility of the
Information Systems Programme and of other programmes.

Dr CASSELMAN (representative of the Executive Board) said that delegates had brought
out a number of important points and had pinpointed certain ambiguities that needed
clarification. The former would be useful to the Board and its Programme Committee, while
the latter should be clarified by the Secretariat.

At the CHAIRMAN's request, Dr MANDIL (Director, Information Systems Programme) undertook
to clarify for the Committee some of the salient points among the more than 30 individual
questions relating to information systems raised during the discussion on agenda items
2.5.1 to 2.5.4. Since time would not permit an answer to all the questions, he would confine
himself to the key issues.

The subject of information systems cut across all aspects of the Organization's
programme and so problems difficult to categorize were often ranged under that heading.

On the question of the programme's identification with the WHO Secretariat needs,
rather than the needs of countries, he explained that the Director -General's overall
strategy regarding programme development activities was that the processes of country health
programming, medium -term programming, evaluation, and information systems development had to
be developed first; that limitedstudies were undertaken with Member countries. Not before
those processes had been carefully assessed, and proven, could they be gradually introduced
in Member States. Only now had the information systems development process successfully
gained momentum, and could be considered adaptable to national health information systems
development.

On the question of the inadequacy of the report as regards the processes and mechanics

of national health information systems development, he drew attention to the fact that the
Director- General's report to the Programme Committee, which was annexed, dealt with
the WHO Information Systems Programme. The Executive Board had decided to drop the term
"WHO" from the heading of its report to the Health Assembly in order to emphasize, quite
rightly, the inseparability of national and WHO information systems.

The report to the Programme Committee dated from October 1977, at which time the informa-
tion systems programme had indeed been experimental. But on 3 January 1978 certain compo-
nents of the programme, including the reporting system, the administration and finance sys-

tem, and others, had become operational, so that the experimental phase was now past and the
programme was in the operational- cum -developmental phase. Only through full operation
would it be possible to refine certain components of the system, and the programme.

Regarding the direct association of the information systems programme with sophisticated
technology, particularly computers, he thought the Committee might have the wrong impression:
no part of the programme information or processes was computerized, except for certain aspects
of the administration and finance system. Furthermore, the information system development
process did not demand sophisticated technology. The system was at present totally manual.

There seemed to have been some confusion between the information systems programme and
the health statistics programme - which was as old as the Organization itself. Several
speakers had stressed that the days were gone when national health information systems
meant merely statistical information systems, and had indicated that by "national health
information systems" was meant not only vital and other health statistical information,
but also information on health infrastructures, legislation, human and physical resources,
etc., including even information on a population's attitudes to health and health
services. It was in some of these areas that there was a real, and desirable, overlap
between a health statistics programme and an information systems programme, since in every
information system there were the "content" aspects and the "system" aspects. The
Director -General was concerned to obtain a better definition of the roles of the two programmes,
and the Deputy Director -General would speak on this matter.
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The last question, posed by the delegate of Indonesia, pointed to the need for a
clarification of what comprised the information systems programme. One distinguishing
feature of that programme - unlike the activities on evaluation, country health programming,
and medium -term programming - was that it included the Organization's services in electronic
data -processing (which served all WHO programmes, including those in the regions), information
services on the programme of WHO, and administrative management services. The subject under
discussion was in fact the information systems development component of the information
systems programme.

The CHAIRMAN said that Dr Mandil would provide further information at the meeting of the
drafting group.

Dr GUNARATNE (Regional Director for South -East Asia) said that the cornerstone of WHO's
information systems development was the concept of the profile, which provided for the move-
ment of information both centripetally and centrifugally, and contained all the information

needed for the planning, management, monitoring, and evaluation of the Organization's collabora-

tive programme. There had been some discussion about the difference between national informa-
tion systems and the WHO information system. In accordance with the new policy, a reorienta-
tion of the profile principle had taken place, according to which the country programme profile
constituted the nucleus of the country profile. The basis of the Organization's collaborative
programme was its interface with national health programmes. Hence it was logical that the
country profiles, with their core of programme profiles, would be the foundation of the new
information system of WHO.

For the implementation of the new information system a handbook had been drafted, and the
system had first been tested in one of the countries of the South -East Asia Region, namely
Nepal. The field testing of the new concept had evoked a favourable response from the highest
national authorities, generating considerable interest and enthusiasm, and the fullest involve-
ment on their part. Based as they were on the principle of upward planning and downward
support, those developments provided a method for the identification of problems and internal
constraints, and afforded a data base for future country health programming and medium -term
programming.

The DEPUTY DIRECTOR - GENERAL said that the principal objective of WHO's health statistics
programme was to cooperate with Member States in the development of adequate information
support for management of the health services. That information went far beyond statistical
information, since it included political, social, cultural, economic, and legislative informa-
tion, as also information on the development, deployment, and use of health services and
institutions. Furthermore, it embraced such factors as the literacy level, demography, and
occupational distribution. The programme was in the process of being reoriented and broadened
to encompass all those other aspects of information. It was thus concerned with the substance
of information.

The information systems programme had developed rapidly over the past few years. Much
attention had indeed been paid to it because WHO's management information system had not been
adequate for the needs of the Organization and its Member States. So far, the programme had
focused on developing a system for organizing the information required to support the manage-
ment process as related to WHO's programmes - in particular country health programming, medium -
term programming, health programme evaluation, and also programme budgeting. It was hoped

that the system would make more accessible the information required for preparing documents
such as the Director- General's annual and biennial reports, the Regional Directors' reports,
and documents for the Health Assembly, the Executive Board, and regional committees.

The programme had embarked on the next phase of that development, namely the expansion of
the management system in order to make it applicable to the international exchange of health -
related information. That information was generated or collected by all the Organization's
programmes in countries and at the regional and global levels, including the programme of
health statistics. It was thus apparent that the programmes of health statistics and informa-
tion systems were complementary and not in any way competitive. They were interwoven, syner-
gistic, and mutually inclusive and supportive. The information systems programme was intended
to be useful, effective, and relevant to the needs of Member States. It had to be sensitive,

flexible, and reliable. It also had to be applicable and, to that end, was going through a
phase of critical guided development. One level of sensitivity was the capacity to take into
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consideration a variety of systems and of levels of technical capability in the various coun-

tries. The efforts that WHO was making in the field of information systems were totally
directed towards effective and relevant technical cooperation with Member States, For that

purpose, the programme needed to be simpler, less sophisticated, and more relevant, as well as
to take into consideration the important issues raised by a number of delegations.

The CHAIRMAN said that the, drafting group would meet the next day at 9h30 and would be

composed of delegates from Belgium, Bulgaria, Egypt, German Democratic Republic, Ghana,
Indonesia, Japan, Netherlands, Nigeria, Portugal, Romania, Swaziland, and the USSR. Other

delegations were free to attend if they wished. Later, the Secretariat would be asked to
clarify the whole question of programme development with its different aspects.

Professor ORHA (Romania) proposed, and the CHAIRMAN agreed to, the inclusion of the

United Kingdom delegation in the drafting group.

The meeting rose at 18h10.



FIFTH MEETING

Tuesday, 16 May 1978, at 14h30

Chairman: Dr N. N. MASHALABA (Botswana)

1. FIRST REPORT OF COMMITTEE A

Dr VALLE (Bolivia), Rapporteur, read out the draft first report of the Committee.

Decision: The report was adopted (see page 727).

2. PROGRAMME DEVELOPMENT (continued)

Development of information systems programme (continued)

Agenda, 2.5

Agenda, 2.5.4

The CHAIRMAN asked the Chairman of the drafting group to present the revised draft
resolution, which read:

The Thirty -first World Health Assembly,

Recalling resolutions WHA30.46 and EB61.R32;
Reiterating the importance of reliable information systems for planning, programming,

implementing and evaluating health programmes;
Recognizing that such information support from all relevant sources, including health

and related statistics, should be developed within Member States in accordance with their
needs and resources;

Recognizing also the need for WHO to develop its own system for programme management
and the international exchange of health and other related information;

Bearing in mind the constitutional obligation of Member States to provide WHO with
relevant information on their health status and development, and WHO's role in the analysis
of this information and its timely dissemination;

Considering that the WHO information system and national health information systems
should be mutually supportive and wherever possible compatible;

Mindful of the need to ensure the coordination of the WHO information system with
other information systems within the United Nations family;

1. URGES Member States to develop or strengthen their health information systems so as
to provide adequate support to their management process for health development and to
contribute to the international exchange of health and related information;

2. REQUESTS the Director -General:

(1) to develop principles for national health information systems in close
collaboration with Member States and to respond to requests from Member States to
collaborate with them in establishing or strengthening their health information
systems;

(2) to continue to develop and implement the new WHO information system through
intensified consultation with national experts in order to improve WHO's programme
management and to facilitate the international exchange of information; and

(3) to report periodically, as appropriate, on progress to the Executive Board.

Dr KILGOUR (United Kingdom of Great Britain and Northern Ireland), Chairman of the
drafting group, said that the group, which had met that morning, had realized that the draft
resolution proposed in resolution EB61.R32 had defects that could not be remedied merely by the

amendments proposed during the previous afternoon's discussion. The authors of those amend-
ments had accordingly agreed to a complete redrafting of the resolution. After an hour's

-354-
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discussion, virtual unanimity had been reached on its general outline. A group of three,
together with the Secretariat, had then completed the redrafting.

The main intention behind the resolution, as the group had understood it from the
Committee's discussions, should be:

(1) to encourage development of reliable and relevant health information systems
appropriate to the needs and resources of each Member country;

(2) to establish the need for a WHO information system for programme management and for
the dissemination by WHO of useful information to Member States;

(3) to emphasize the need to ensure both the interface between the WHO system and
systems of Member States and also compatibility between the WHO system and those of other
agencies of the United Nations system;
(4) to establish the need for periodic reporting to the Executive Board and the Health
Assembly on the progress of the WHO system.

The drafting group had perhaps deviated somewhat from its instructions, but hoped that it
had deviated helpfully. In the preamble, it had tried to make it clear that statistical
services had an important part to play within an information system; the WHO system and
the systems of Member States were separate but mutually supportive; and there was no
question of exporting WHO's system lock, stock and barrel to Member States. In the operational
paragraphs, it had sought to show (1) that any help given by WHO to Member States would be with
a view to achieving harmonious development between the systems, but that it was the Member
States that would ultimately decide what system best suited their needs; and (2) that in
developing its own system, WHO should take the best advice available from Member States.

Professor CAYOLLA DA MOTTA (Portugal) thanked the drafting group for the new resolution,
which dispelled the Committee's misgivings on the matter of the information systems programme.

The DEPUTY DIRECTOR -GENERAL, in reply to Professor RENGER (German Democratic Republic),
who had proposed that the resolution contain a reference to the task and needs of the regional
offices, said that any reference to the Director -General in fact covered the entire Organization,
including the regional offices - which did indeed require a great deal of information.

Dr YANG Tsun -hsing (China) said that he was basically satisfied with the text of the
resolution. However, he proposed that the words "United Nations family" in the last paragraph
of the preamble should be replaced by: "United Nations institutions and other specialized
agencies ".

Dr KILGOUR (United Kingdom of Great Britain and Northern Ireland) suggested the words
"United Nations system ". In reply to a comment by Professor SULIANTI SAROSO (Indonesia), he
proposed "United Nations institutions and agencies ".

It was so agreed.

Dr GALEGO PIMENTEL (Cuba), referring to the "constitutional obligation of Member States"
mentioned in the fifth paragraph of the preamble, said that if there were an article of the
Constitution specifically referring to that obligation it would be appropriate to quote it or,
failing that, to reword the paragraph.

Dr KILGOUR (United Kingdom of Great Britain and Northern Ireland) said that the point had
been considered by the drafting group. However, since the Constitution contained several
articles referring to the obligation in question, it had decided not to quote any of them.

Mrs BRÜGGEMANN (Secretary) said that various articles of the Constitution (including
Article 61 requiring Member governments to report on action taken and progress achieved in
improving the health of their peoples) referred to the obligation of Member States and could
be quoted if the Cuban delegate so desired.

Dr GALEGO PIMENTEL (Cuba) said that she had merely wanted the matter clarified.

Decision: The draft resolution, as amended, was approved.'

1 Transmitted to the Health Assembly in the Committee's second report and adopted as
resolution WHA31.20.
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Professor HALTER (Belgium) said that, with the approval of the resolution, the debate on
the development of the information systems programme could be considered terminated. However,
it had been agreed that the Committee would hear a supplementary report from the Secretariat on

the matter.

The DEPUTY DIRECTOR- GENERAL felt that the Secretariat owed the Committee an apology for
having presented it with rather fragmented documentation which did not accurately reflect its
intentions and had caused some confusion. It now wished to reassure the Committee by spelling
out the Organization's overall policy and strategy with regard to the whole area of programme
management, which would show that WHO merely wanted to be of help to Member States and had no
intention of imposing any particular system on any country. On the contrary, WHO's infor-
mation system was intended to be the aggregate sum of Member States' national systems and, as
such, their system rather than WHO's system. Dr Cohen would outline the Secretariat's
position on the matter.

Dr COHEN (Director, Programme Promotion) said the Committee had perhaps not understood
why the Secretariat had presented it with the reports on management processes for health
development in such a fragmented way. It had taken the Organization some time to develop
those processes, and it now wanted Member States' policy guidance on how to proceed with
those that were at a stage where they could be applied. The documents before the Committee
dealt with those processes ready at least for pilot application. They comprised two distinct
management processes, some of whose components had been intermingled: one process for
national health development and the other for management of WHO's programme development.

The former consisted of defining policy, identifying priority health objectives to reflect
that policy, formulating programmes to achieve those objectives, etc., and was called country
health programming for historical reasons. Priority programmes had to be given priority
budgetary allocations and that implied a process of national health programme budgeting as a
follow -up to country health programming. Programmes had to be delivered through services and
institutions. The process as a whole and each of its component parts required monitoring,
control, evaluation and reliable information support.

The WHO process was aimed at providing an Organization -wide coordinated response to the
needs of Member States and included medium -term programming (the international equivalent of
country health programming), a programme budgeting system, monitoring, control, evaluation and
information support.

It was clear from the Committee's comments that the two processes should have been
presented as two distinct but linked entities, in order to show how the WHO management process
responded at national, regional, and global levels to the management process for national
health development. WHO had begun by developing those processes in an integrated way, but had
then realized that it would have to split them up into their component parts to be able to develop

detailed methods that could be reviewed and agreed on. The problem now was how best to
proceed from the stage reached, and how to put into practice the theories that had been worked
out. As regards the future of the management process for health development within countries,

the mere task of defining policies and planning their implementation, etc. was difficult enough
on paper but even more difficult in practice. For instance, some countries had national
health services but no national health programmes, whereas in other countries programmes had
been developed before a decision was taken as to how the institutions would deliver them.
There were thus multiple entry -points into the process and countries should enter at the
opportune point, bearing the total process in mind. The most important factor in promoting
the process was people - but they usually impeded it. Much greater effort would have to be
made to induce people to accept the managerial process, and to train them accordingly.

Health development also had to be considered in relation to other economic and social
sectors - but integrated socioeconomic planning was not easy. It was necessary to ensure that
health received the attention it deserved, accompanied by an adequate portion of the national

budget. Political conviction was needed if managerial processes were to be effectively
applied to health development.

WHO had been active in emphasizing the role of health in development and in promoting the

managerial processes: it now had to find the best ways of ensuring that those processes would

be applied. The use of managerial processes for health development had been regarded as an
essential feature of any strategy of "Health for all by the year 2000 ", and the Executive Board

was about to conduct a study to develop such a strategy. As for direct cooperation with
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Member States, WHO was faced with the twofold dilemma of not having enough staff with the
required experience and knowledge to be able to provide direct support for the application of
managerial processes to over 100 Member States and, even if it had, of possibly stifling
national self -reliance by imposing some kind of international process. Thus the most
appropriate solution to the problem of lack of trained personnel was collaboration between WHO
and Member States in training and retraining people in health management, including all aspects
of the health development process. That would call for the urgent development of appropriate
training programmes. The Executive Board had in fact proposed "The role of WHO in training in
public health and health programme management" as the subject of its next organizational study.

Professor SULIANTI SAROSO (Indonesia) asked that "medium -term programming" should cease to
be considered a term for an exclusively WHO process. Medium -term programming was also
applied, for instance, in Indonesia's five -year plans.

Dr JOYCE (Ireland), in relation to information retrieval, drew attention to the complexity
of the International Classification of Diseases in relation to management information systems
and retrieval of information from computers. Many countries might be undertaking management
information systems that were beyond their means.

Dr Z. M. DLAMINI (Swaziland) supported the plea of the Indonesian delegate. Swaziland
also applied medium -term programming and followed guidelines similar to those recommended by
the Executive Board.

Dr LEPPO (Finland) said that the WHO Secretariat had provided Member States with a most
useful tool -kit of the managerial processes, including country health programming, health
programme evaluation and the development of information systems. For the promotion of such
processes and the improvement of the quality of health planning in Member States, he considered
two measures essential: first compilation of the processes in one manual (he would be glad to
hear when and how the Secretariat proposed to do this); and, secondly, development of training
programmes, which should be begun as soon as possible without waiting for the study proposed by
the Executive Board.

Referring to the points raised by the delegates of Swaziland and Indonesia, Dr COHEN

(Director, Programme Promotion) said that any country could formulate a medium -term or long-
term programme, but that that did not absolve WHO from formulating its own medium -term
programme in response to the needs of Member States. Such a programme had to be built up on
the basis of information resulting from national processes of health development, the informa-
tion obtained being aggregated, analysed, and fed into WHO's medium -term programme. The

Organization also took into account the General Programmes of Work and the policy resolutions
of the Health Assembly, the Executive Board, and the regional committees, making sure that
those policies and the specific information from national processes of health development all
dovetailed into a medium -term programme to meet the specific needs of Member States. In fact,

WHO was a cooperative of Member States, who shared the Organization's programme in order to
obtain what help they required. Viewed from that angle, the term "WHO medium -term programme"
was unobjectionable.

The DEPUTY DIRECTOR - GENERAL said that it might be premature to publish guidelines on the

subject, although a timetable for their publication was being developed. As soon as the
material was in a sufficiently advanced state to be useful to Member States, it would be
distributed.

He asked the delegate of Belgium if he was satisfied with the Secretariat's replies to the
points he had raised.

Professor HALTER (Belgium) said that the need for a description of WHO's work on managerial
processes had been brought out at the meeting of the drafting group. As had been explained,

the Director -General's report had originally been meant for internal use and had been expanded
subsequently. He would not ask for further details at the present stage, but hoped that
additional information could be presented at a future Health Assembly.

The progress made by WHO in the programme area under discussion was encouraging.
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3. MEDIUM -TERM PROGRAMME FOR MENTAL HEALTH Agenda, 2.6.6

Dr CASSELMAN (representative of the Executive Board) said that, at its sixty -first session,
the Board had considered a report by the Director - General describing the development of the

programme and its activities, together with a report on the discussion on the subject by the
Programme Committee. It had also heard about regional experience demonstrating how linkage
could be achieved between national, regional, and global coordinating mechanisms. The medium -
term programme for mental health had taken a long time to formulate, since it had involved

consultations with national authorities, experts in various disciplines, representatives of
other service sectors, and WHO staff. The coordinating groups thus formed were an innovative
and effective means of technical cooperation through which agreement on the programme's
objectives could be reached. The groups also provided an effective means of implementing the
programme and establishing the necessary links with national authorities, centres, and other
programmes and organizations.

The programme was a clearly defined and flexible response to mental health needs. Its
activities had been grouped according to the main programme areas of the Sixth General
Programme of Work, those receiving the highest priority being in the areas where WHO could
respond to the most urgent needs. The Board had expressed satisfaction at the increasing
importance accorded to the mental health programme within WHO, which matched the growing
recognition of mental health and psychosocial problems in Member States, especially developing
countries. The Board had strongly supported the new public health orientation of the
programme, the move away from a narrow specialist approach, and the efforts to integrate mental
health into general health- policy -making and service provision.

Resolution EB61.R28 requested the Director -General to transmit his review, together with
the Board's comments and information on current activities in the programme, to the Thirty-

first World Health Assembly. The Director -General's report- illustrated how a medium -term
programme could arise out of agreements between and among countries and WHO as to the
activities to be undertaken within a given period. The formulation of the programme was the
final phase in a process of consultation and discussion. The programme was an example of the
practical application of medium -term programming, and was proceeding well.

Dr HIDDLESTONE (New Zealand) expressed satisfaction at the results already achieved and
the impressive outline of work for the future. The programme illustrated WHO at its very
best. Responsive to international concern, it aimed to correlate and share the experience of
individual Member States and give guidance and support, yet stimulate independent initiative.

The central feature of the programme, as stated in the section of the report concerning pro-
gramme principles, was that it viewed mental health as an integral part of public health and
social welfare. That aspect, which was of paramount importance, was reflected in the second
of the programme's objectives. With the progress of science and technology in general health
care, there was an increasing risk that the traditional caring role of the physician would be
submerged. He therefore heartily endorsed the statement that concern for mental health
within general health care could improve the overall health status.

In New Zealand, community concern for the positive aspects of mental health had been
reflected in a recent 24 -hour television appeal, which had realized more than 2 million
dollars. That vast sum was being applied to the same objectives as those outlined in the
document.

He noted with satisfaction that a document was being prepared for the 1978 session of the
Regional Committee for the Western Pacific, with a view to the establishment of a mental health
advisory group; his country looked forward to playing an active part in the group's work.

Dr CUMMING (Australia) commended the practical, commonsense approach on which the
programme was based and the simple but effective forms of intervention that had been developed.
He strongly supported the programme's orientation towards public health as a whole and its
considerable involvement in the social aspects of health - an orientation that merited the full
support of the Health Assembly. There was some truth in the statement that mental health had
become too important to be left to psychiatrists alone: despite their valuable contributions
in that field, their professional concepts were often too narrow for the needs of the world
today, especially the developing countries. What was needed, and was aimed at in the

1 Document A31/17.
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programme, was the involvement in mental health of health workers at all levels. That was
partly a matter of appropriate training. Even more important was the sensitization of all
health workers to the psychosocial problems inherent in most public health activities. The
utilization of such awareness could play a significant role in overcoming resistance to change
and in increasing the acceptability of programmes. In that way, penetration of health
activities throughout the population was enhanced and the eventual impact on health greatly
increased. In the past, ignorance of such factors, or refusal to recognize them, had played
a large part in the failure of otherwise well designed health programmes.

Mental health impinged on all health activities and had therefore been closely linked with
many of WHO's major programme areas. He expressed satisfaction that one of the two new task
forces set up under the programme of appropriate technology for health had been developed in

collaboration with the Division of Mental Health, to look into problems of resistance to change.
He agreed with the aims of integrating mental health services into the general health services
and of ensuring that health workers at all levels received appropriate training in mental
health. Only thus - and not by increasing the numbers of psychiatrists at central hospitals -

would the mental health programme have any significant impact on the great majority of the
population of any country.

He welcomed the positive approach of the programme in emphasizing the promotion of mental
health rather than the treatment of mental disease.

Much of the success of the integrated public health approach in the programme was attri-
butable to the activities of the coordinating groups described in the report. Those groups,
whether at the global, regional, or country level, had ensured that, at all stages of programme
development, the social and wider public health realities had been taken into consideration.
Thus the global coordinating group had included representatives of the Executive Board, WHO
programme coordinators, leading public health officers, social workers, the regional advisers
in mental health, and consultants from the mental health field. As a result, a wide range of
experience had been available to ensure that the programme took account of the needs and
problems of countries, the practical realities of the situation, and the policies of WHO's
governing bodies. Regional groups had been constituted in several regions, and he was pleased
to note that such a group was to be set up shortly in the Western Pacific Region. In that
way, national policies and problems could be kept constantly in view during the implementation
of the programme. The coordinating groups had helped to make the programme cohesive, balanced,
and realistic, and had also assisted in the allocation of responsibilities between WHO
headquarters, the regional offices, and the countries themselves. It was worthwhile
considering the adoption of a similar mechanism in WHO's other major programme areas.

In view of the importance of the mental health programme and the fact that it was one of
the first major programme areas in which medium -term programming was being applied, he thought
it appropriate that the Health Assembly should pass a resolution on the subject. He offered
his services to the Rapporteur in preparing a text along the lines of resolution EB61.R28,
which did not contain any draft resolution for the Assembly's consideration.

Dr GUNARATNE (Regional Director for South -East Asia) said that the development of a
realistic, pragmatic, and effective medium -term programme in mental health was important to
his Region, since mental health was being increasingly recognized as a public health problem

and the resources available for dealing with it were scarce. In a region with nearly one -

quarter of the world's population, and more than its fair share of health problems, there were
very few mental health professionals and hardly any adequate facilities for training and
research. The development of the medium -term programme was therefore taken as an opportunity
to examine countries' plans and resources in a joint, cooperative effort in which countries,
WHO staff, and consultants participated. Formulation of the programme was not seen as a goal
but as a continuous record of the process of consultation and cooperation with countries. The

mechanisms of programme development described in the report had proved workable and effective
in the South -East Asia Region.

Attempts to ensure useful national participation in the programming effort had led to the
conclusion that the participation of nationals as individuals in meetings did not necessarily
provide fully balanced information on national needs and priorities. Efforts had therefore
been made to identify, strengthen, and stimulate national bodies that could coordinate their
activities with those of WHO. Thus, special task forces had been established by the ministries
of health in Thailand and Burma, and a mechanism for consultation and coordination between
mental health institutes was in operation in India.

A regional advisory committee with a similar coordinating function had been established
and had met for the first time in December 1977. The committee was both multidisciplinary and
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multisectoral. After reviewing national data, the committee had concluded that mental
disorders were a major public health problem in the Region, and had pointed out the increasing
number of psychosocial problems, such as those linked with rapid urbanization, alcohol consump-
tion, and drug dependence. The last -mentioned problem was particularly serious in certain
countries of the Region, which were also sources of illicit traffic in narcotic drugs. The
committee had drawn up clear objectives for the regional mental health programme, including the
incorporation of mental health care into the general health services. A new type of collabo-
rating centre for research and training in mental health had recently been set up in India,
and the committee had recommended that it should not only act as a technical resource for the
Regional Office but should also cooperate closely in developing relevant training and health
service research programmes. The centre had already been used to train fellows who would
previously have gone to developed countries for their training.

Experience with the regional coordinating mechanisms had been positive and it was planned
to use them to the fullest extent. The process of medium -term programming had helped to
create a single WHO mental health programme, without artificial barriers between country,
regional, and headquarters activities.

The results of programming were already apparent. The statement of programme activities
was concise and easily understandable. It had been a great help to national authorities in
planning future cooperation in the field of mental health. Integration of mental health into
primary health care had already been proved possible, and he predicted that the growing involve-
ment of mental health in WHO cooperative programmes would have far -reaching beneficial effects
on health efforts as a whole.

Professor JAKOVLJEVIC (Yugoslavia) said that all would agree regarding the clarity and
pragmatism of the document before the Committee. Three features of the report were
particularly important: the explicit description of the way in which linkage between the
various elements of programme development (i.e. country health programming, programme evalua-
tion, and programme budgeting) had been achieved; the clear statement that programming must
be continuous if it was to be of value to countries; and the description of the activities of
the programme in relation to the major overall objectives of WHO rather than to those of the
mental health programme. Thus, the programme listed activities that would contribute to the
development of comprehensive health services and manpower, the promotion of environmental
health, the development of research, and the coordination of health programmes. The reorienta-
tion of the programme from psychiatry alone to the broad concept of mental health and its
integration into the general health and social service system constituted a major achievement.

Dr SIWALE (Zambia) said that the programme was a good illustration of how the new tool of
medium -term health programming could be applied to an important programme area. He particu-

larly welcomed the broader view of mental health reflected in the report, for example the
influence of environmental factors on mental pathology. It was well known that such factors,
working singly or synergistically, created many of the mental health problems faced by coun-
tries. The interdisciplinary approach that had been introduced into the programme and was
being applied in various countries was also to be welcomed. The slow start of the programme
was no doubt justified by the careful planning reflected in the report. He noted with
satisfaction the inclusion in the report of the manpower component, which in a number of
other programmes had not been taken into account. The report was also to be commended for
including in its perspective of mental health the consequences of economic development,
especially in developing countries, with a view to preventing the disorders resulting from the
dynamics of change.

As communicable disease control began to yield results, mental health would become an
increasingly important aspect of health work. For that purpose, a sound infrastructure
within the general health service was required. Resolution WHA30.45, which related to tech-
nical cooperation in mental health, was of special concern to the countries of southern Africa.
It had led to the formation of interdisciplinary national coordinating committees in those
countries. He stressed the influence of the cultural setting on human behaviour. Many of
the etiological factors referred to in the report operated synergistically in southern Africa,
especially in Zambia. A number of problems had been caused by the displacement of persons,
economic and cultural changes, pressures of development, and other factors resulting from the
oppressive political systems in that part of Africa, and urgent action within the framework of
resolution WHA30.45 was required. Zambia had been particularly affected by the problem of
refugees, which gave rise to many psychiatric disturbances. For all those reasons the pro-
gramme was timely and would allow WHO to speed up its activities in that field.
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Professor OZTÜRK (Turkey) expressed his interest in and approval of the medium -term pro-
gramme for mental health and his conviction of the usefulness of its development, within the
Sixth General Programme of Work as an illustration of the latter's programme development pro-
cesses and methodology.

Although mental health was recognized as an important problem in all countries, had been
on the agenda of the Health Assembly for many years, and had been the subject of concrete and
practical recommendations, it could not be asserted that worldwide action had reached a satis-

factory level. That was due to the immense complexities and constraints. The many un-

desirable aspects of traditional psychiatry and non -integrated health services - including
institutionalization, over -specialization, professionalization, monopoly and dehumanization -

were still present, in varying degrees, in the care of psychiatric patients, the mentally
retarded and the elderly. But although the obstacles were great, the concepts and methods of
country health programming and the medium -term programmes for mental health and health manpower

development gave grounds for optimism.

The programme under discussion was directed essentially towards the integration of mental
health services with primary health care, and the assurance that one of its three main concerns
was the "preservation of protective aspects of traditional life styles and family relation-

ships" was particularly welcome.

His delegation agreed that mental health planning should be an integral part of country
health planning, and considered that the recommendations of the various working groups of the
Regional Office for Europe and other reports of the coordinating groups should receive careful
attention. If the costly and often counter -productive errors of traditional institutional
psychiatry were to be eliminated, the content of the programme under discussion would have to
be persistently brought home to decision -makers and planners at the national level. Their
awareness could be increased through the mechanism of coordinating groups, which had proved so
effective a tool in building up the programme at the various levels. His delegation considered
that WHO could take a more active role in encouraging the establishment of national coordinating
groups, which were so far few in number, through cooperation with health ministries, interested
universities and nongovernmental organizations.

In initiating and promoting the programme, the Organization would be faced with problems
peculiar to the field of mental health, including the lack of a common language, the many
diversities in the theoretical approaches to and the practice of psychiatry, and the frequent
absence of community orientation in practice, teaching and research. Good training centres
in different countries, or even in the same country, were known to have widely differing prac-
tical and theoretical orientations, with little or no community health content. It was of the
greatest importance to improve the community orientation of psychiatrists. Programmes of
psychiatric training would also have to be considerably revised to include the basic elements
of the medium -term programme for mental health, if manpower of suitable quality was to be
recruited and trained for all echelons in sufficient numbers.

His delegation was confident, however, that those difficulties could be overcome and the
requirements met, through the mechanism of coordinating groups and continued interaction
between Member States and WHO. It supported the proposal of the delegate of Australia that
the Health Assembly should adopt a resolution along the lines of resolution EB61.R28.

Professor HALTER (Belgium) expressed his satisfaction with the rapid development of the
remarkably coherent and promising programme, which covered most of the many aspects of mental
health mentioned during the discussion and most of the problems encountered by health

administrators.
In considering the problems of individuals - whether mental illness that brought them

into psychiatric (curative) care, or exposure to factors that could lead to mental disturbance
(individual mental health measures and preventive medicine) it must be recognized that most
countries had been obliged to establish an infrastructure for meeting their requirements. WHO
could be of assistance to Member States in both fields, regardless of the level of infra-

structure development. Community mental health problems, however, were of much greater
importance. Mental disturbances in communities, groups and crowds, whose pathological
behaviour was different from that of the relatively healthy individuals of which they were
composed, gave rise to many of those problems. Only WHO could promote the studies, research
and other action required for an understanding of the phenomena and for dealing with the
disquieting situations observed in a number of countries. He particularly appreciated the
way in which the Organization had tackled those problems. He had been interested to hear the
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comments of the Regional Director on the work in progress in the South -East Asia Region.
Particularly valuable work was, to his own knowledge, also in progress in the European Region.

In speaking of psychological factors and health it was important to recognize the inter-
action between the psychosocial reactions of the individual and his environment, e.g. his

architectural surroundings. It must not be forgotten that "psychosocial" contained a socio-

logical as well as a psychological element. He would suggest that WHO should try to compile

a compendium of those situations in which psychosocial factors could impinge upon the mental

health of individuals and communities.
He welcomed the comments of previous speakers on the crucial importance of training.

Even where there wereenough professional personnel of the various categories and disciplines
required, there was a conspicuous lack of the training necessary to motivate them to work as

effectively as possible. There seemed to be a need for research on training methods.
He shared the view of the delegate of Australia that the Health Assembly should not

complete the examination of a report of such quality without placing on record its recognition

of that quality. The Health Assembly might wish to adopt a resolution to the effect that,
having considered the documents relevant to the Organization's mental health programme, and
resolution EB61.R28 in particular, it noted with pleasure the quality of the report and the

progress made in that field; approved the substance of the above -mentioned resolution of the

Board; and requested the Director -General to keep the Health Assembly informed of the

development of the programme.

Dr QUAMINA (Trinidad and Tobago) said that her delegation was impressed with the new
breadth and scope of the programme, which had been implicit in the accounts given of it in

previous years, but had now become explicit. The medium -term programme freed mental health
from the bonds of institutionalization and placed it on a par with other health programmes.
The effect would be to bring about a change of attitude among public health workers, who would
in future regard mental ill health as preventable disease, amenable to recognized preventive

measures. That would facilitate the integration of mental health into national general health

programmes. But success in that would also depend on education of the public on mental health

matters.

National programmes could be developed in the same way as the which was an
example of how all categories of staff, belonging to all relevant disciplines, should partici-
pate in programme development, with the ensuing benefits in terms of staff morale and
involvement. These were particularly badly needed by mental health nursing personnel.

Regarding the approaches listed in the report, she emphasized the importance of the

fourth: promoting the integration of mental health elements into general health care and
collaboration between mental health services and general health, social welfare, education

and other services. However, that was likely to meet with obstacles - as had been the case
in her country with the establishment of a mental health rehabilitation centre - unless the
health education of the public was vigorously pursued.

Her delegation welcomed the emphasis placed on research and on the balance to be achieved
between pure and applied research and research in health care delivery systems. It looked
forward to hearing more of work done on the assessment of mental state and the identification
of psychological illness, so that research done in different countries might be more comparable.
It also approved the list of activities annexed to the report - evidence that the medium -term
programme was not just another plan - and commended the emphasis on the training and reorienta-

tion of personnel.
Recalling that a meeting on perspectives in mental health had been held for the Spanish -

speaking Member States in the Region of the Americas, she requested that a similar meeting be
arranged for the English- speaking Members.

She supported the proposal of the delegate of Australia that a draft resolution along the

lines of resolution EB61.R28 be prepared.

Dr KILGOUR (United Kingdom of Great Britain and Northern Ireland) agreed with much of
what had already been said. His delegation supported the well thought out medium -term
programme, in which his country intended to participate as fully as possible. The United
Kingdom's strategy in mental health care was very much in harmony with the programme described
in the Director -General's report.

He emphasized the importance of obtaining recognition - despite the difficulties involved -
that the mental health programme was an essential part of a country's health programme, and
reiterated the need for national, regional and global coordinating groups. The list of 112
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activities annexed to the report indicated that the programme was already on the way towards
its objectives and that it should do much to provide a practical framework for the relief of
the 200 million people who could benefit from such help.

In his opinion the programme should be able to attract extrabudgetary funds, especially
in certain areas. The United Kingdom would give sympathetic consideration to proposals by,
or for, the poorer developing countries concerning projects under the programme, particularly
for the training of the appropriate health manpower. His delegation could certainly support
a resolution drafted along the lines indicated by the delegate of Belgium.

Dr KAPRIO (Regional Director for Europe), responding to a request for a statement on the
medium -term programme from the point of view of the European Region, recalled that in 1970

the Regional Committee for Europe had accepted Phase 1 of a long -term programme for mental
health for the years 1971 -1975, and in 1973 the continuation of that programme in the years
1976 -1980. That regional programme had since been integrated into the worldwide mental
health programme.

In Phase 1, strong emphasis had been placed on the development of information systems for
mental health, as surveys had shown that countries often had difficulty in ascertaining what
sections of the population were in fact in need of mental health and psychiatric services.
There had also been some confusion regarding the type of facilities relating to both institutional
and extramural care. The European Office, with headquarters assistance, had developed a
training programme to improve the collection and dissemination of information and had published
several documents, which could now be of use in other regions. In Phase 2, special emphasis
had been placed on the community mental health care programme, which had been analysed at a
conference, in Lysebu (Norway) in December 1977. An increasing number of European countries
were now joining in that programme. Without going into details, he could say that the
programme aimed to create national models for comprehensive services, a link with primary
health care, and a mechanism for evaluating both institutional and extramural care. There
was currently a pilot area in Geneva.

The regional programme had inter alia contributed to WHO's programme on alcohol and drug
dependence, analysed European services for young people, psychogeriatrics, and crisis manage-
ment, e.g. suicide prevention, and in general had increased governments' awareness of the
shortcomings of the present psychiatric services, as well as of ways and means of improving
the situation. The development of a worldwide programme, with a strong emphasis on the
psychosocial aspects of mental health, would certainly influence the future programme in
Europe. A European consultative group responsible for the policy aspects of this programme
had met a few days previously in Copenhagen and a document was to be prepared for submission
to the Regional Committee in 1979 presenting, in detail, the programme for 1980 -1983, which
would, of course, be within the framework of the worldwide programme.

Dr TATOCENKO (Union of Soviet Socialist Republics) said that, in studying the
Director -General's report, his delegation had borne in mind the ever - increasing importance of
the question of mental health. The preparation of the programme was certainly an achievement
on the part of the Organization; the main aspects of the approach - consultation with Member
States, the attempt to link the programme more closely with the Sixth General Programme of
Work, and the elaboration of clearly defined principles - deserved full approval.

The main tasks in the field of mental health, psychiatry and neurology - in so far as
reference was made to a number of neurological problems - were to find more effective and
acceptable measures for primary and secondary prophylaxis, and to rationalize the organization
of mental health services. He was pleased to note that all those factors were covered in the
report before the Committee.

Naturally, mental health problems could only be solved if new scientific information
became available, on which to base prophylaxis, treatment and rehabilitation. Special
attention should therefore be given to the section of the report, concerning research.

He welcomed the programme of technical cooperation in mental health with African
countries, and the statement just made by the delegate of Zambia: the programme should be not

only well planned, but also well implemented - for it was the achievement of results that

counted. Widespread discussion of the medium -term mental health programme in Member countries
would enable the psychiatrists, administrators and others concerned in those countries to
become acquainted with the programme, which could thereby be improved. Ultimately the success

of the programme would depend on the effectiveness of coordination and the extent of countries'
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participation in its development. In that connexion, he welcomed the proposed mechanism for
coordination.

The importance of mental health, psychiatry and neurology went well beyond the framework
of the programme under discussion. For the time being, however, it should be possible for
the Committee to confine its attention to the programme before it, without touching on the more
general problem.

Dr Z. M. DLAMINI (Swaziland) shared the views of previous speakers on the quality and
relevance of the report. He wished merely to emphasize the importance of the medium -term
programme from the point of view of the developing countries. He approved the replacement of
the narrow specialist approach by a more general one: the developing countries lacked the
resources required for the former approach, which also created social problems for relatives
of the mentally sick.

The problems arising in the countries of southern Africa owing to conflicts had been
discussed at the Thirtieth World Health Assembly, which had adopted resolution WHA30.45
instituting a special programme of technical cooperation in mental health. In that connexion,
he wished to make it clear that WHO had responded promptly to the needs of the countries
concerned, starting a dialogue with the countries of the African Region and establishing an
action group to look into the requirements of the countries affected. It had formulated a
plan to be carried out in the coming years. That initiative would provide a focus for further
technical cooperation among the countries of the Region.

His delegation also welcomed the proposed research into the psychosocial factors
influencing the acceptability, or otherwise, of certain health programmes. It fully
appreciated that, as was clear from the report, other professions would have to be involved,
and considered that the way such cooperation was organized would be crucial for the achievement
of results.

He shared the opinion of the delegate of Australia on the usefulness of a resolution to
enable WHO to carry out its task in future years as formulated in the report.

The meeting rose at 17h30.



SIXTH MEETING

Wednesday, 17 May 1978, at 9h00

Chairman: Dr A. -R. A. AL -AWADI (Kuwait)

MEDIUM -TERM PROGRAMME FOR MENTAL HEALTH (continued) Agenda, 2.6.6

The CHAIRMAN drew attention to the draft resolution proposed by the delegations of
Australia, Belgium, France, Turkey and Zambia, which had been circulated.1

Dr CLAVERO GONZÁLEZ (Spain) considered that the programme described in the Director -
General's report was excellent and noted that many aspects had already been implemented. His

delegation felt that the content of the programme merited a resolution by the Health Assembly
in support of resolution EB61.R28; it therefore supported the draft resolution.

Several characteristics of the programme were of particular interest. Its size and scope
were such as to include both traditional psychiatry, with a preventive and social focus in
keeping with the concept of mental health, and the study of psychosocial factors that induced
mental disorders other than psychoses, as well as analysis of the motivation of attitudes
contrary to health in the context of social psychology.

The programme showed a balanced distribution as regards geographical areas, population
and problem sectors and grouping of functions. Sufficient emphasis had also been given to
teaching and research. Some optimism was expressed with regard to a change in attitude
towards the traditional psychiatrist.

The programme also mentioned coordination between local, regional and global levels. For

example, even though control of drug dependence was centred on international global activities,
the psychosocial and transcultural effects of migration should be taken into account in the
implementation of programmes with a local character. Programmes should be developed on the
basis of the experiences, initiatives and activities at all levels including the relationship
of the patient to the family and to the community.

The integration of mental health activities into community public health services in
a decentralized way would only be justified if it met the needs existing in the mental health
field. The regular supply of mental health services as part of primary health care should be
the basic goal of health administrators. He awaited with confidence the results from the
International Conference on Primary Health Care, Alma -Ata (USSR), in that respect.

Mental health projects being undertaken in his country were guided by the criteria to
which he had referred. He appreciated and supported the innovative efforts being made by WHO
in the mental health field.

Dr MWAKALUKWA (United Republic of Tanzania) said that his delegation fully supported the
medium -term programme for mental health, which showed the right approach to increasing the
relevance of programmes to the needs of Member States. The programme was of particular
importance to developing countries, where mental health had long been neglected. He supported
the integration of mental health into basic or primary health care services, which would permit
comprehensive health planning and programming. Such a reorientation would mean that even
frontline health workers could be fully utilized in the programme, provided that adequate
training was given.

His country was collaborating with WHO in the initiation of a mental health programme, in
accordance with resolution WHA30.45. He was grateful to WHO for its help and looked forward
to further cooperation. The programme was not only of practical use but also constituted
a challenge. His delegation wishedto co- sponsor the draft resolution.

1 Reproduced on pp. 374 -375.
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Dr BACVAROVA (Bulgaria) said that, in the medium -term programme for mental health, stress

had rightly been laid on a multidisciplinary approach to the maintenance of mental health,

together with the adoption of a psychosocial approach to health as a whole. Experience had

shown that it was impossible to solve fundamental health problems, such as, the bringing of

health care systems to the population, in particular to the most vulnerable sectors, the
prevention of disability, etc., without taking into account the psychological and social
elements that influenced behaviour and the education and training of health workers.

The principle of meeting the needs of human beings was the cornerstone of the medical and

social policies of socialist countries. The application of the principle in mental health

would find expression in the implementation of a series of preventive measures. In her

country, a programme had been adopted in 1960, with aims similar to those of the medium -term

programme of WHO. The programme showed the possible role to be played in ensuring mental

health by the sectors of health, social security and the various institutes of education and

training. Psychological and social elements differed in various societies, depending on their

state of development. The complexity of the phenomena involved should be a warning against

mechanical adoption of models prepared under particular cultural conditions. It would be

useful for WHO to hold meetings at which experts from both developed and developing countries
could exchange views and experiences in the field of mental health.

It was essential to expand and reinforce research to find more effective methods for the

prevention and treatment of mental diseases; existing methods did not constitute much more

than a temporary solution. Achievement of the goals pursued by the WHO programme would depend

on the results obtained from research, in particular from the priority areas: the biological

and psychosocial reasons for mental disorders.
It was also essential to educate and train skilled and competent staff at all levels.

The contents of curricula, for example, as regards psychological and social elements of mental

health, had not yet been decided. WHO could play an important role in that area, by taking

an appropriate stand.
She appreciated the efforts of WHO in drawing up the medium -term programme. The report

would encourage the establishment and implementation of national programmes in the field of

mental health. Concrete work would have to be undertaken by individual countries if the goals

of the programme were to be achieved. Her delegation wished to co- sponsor the draft

resolution.

Dr BORGOÑO (Chile) said that his delegation had reviewed the report of the

Director -General with pleasure. In his country increasing emphasis was being given to mental

health services as an integral part of the overall public health programme in the major cities

of the country. If the objectives were to be achieved, the programme should be focused on
community and social aspects, which should be integrated with the activities of rural
outpatient clinics and general hospitals, as had been done in his country. The participation

of general practitioners, internists, paediatricians and other health professionals was
particularly important, since the number of psychiatrists and psychologists was insufficient.

Efforts at primary prevention and early diagnosis, particularly in children, should be
further intensified. For the past two years, his country's national health service had
incorporated detection of psychomotor disorders in infants as part of the routine periodic
testing of children. Testing had been carried out by trained personnel, assisted by
mothers who had received the requisite instruction.

Because of its prevalence in many countries, alcoholism deserved adequate attention in
the programme. Further, education and training should be intensified, as a continuing
process, to ensure optimum implementation of the programme.

His delegation supported the draft resolution.

Professor RENGER (German Democratic Republic) said that the medium -term programme for
mental health, would encourage Member States to increase their activities in that field.
That was essential in the light of expected future health needs. He agreed that the
programme should not be limited to psychiatric aspects only. As well as within other parts
of the medical field efforts outside this field, especially at the community level were also
needed. In his country, for example, additional financial support was given to families
undertaking nursing at home. The concept of rehabilitation and reintegration into the
community and the family was most important.

His country was prepared to participate actively in projects concerning the incorporation
of mental health within the framework of the national health policy and legislation for and
practices in the treatment of psychiatric disorders; in this connexion an admission law had
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been in operation in his country since 1968. His country was also prepared to participate
in more specialized projects concerned with mental diseases in children, an international
pilot study on schizophrenia and the biological fundamentals of psychoses.

Professor SENAULT (France) said that, in considering approaches to the problems of
mental health as described in the report, the standardized approach sometimes observed in
such projects, had been avoided to a remarkable degree. Approaches had been selected in the
light of previously defined objectives, with due regard for the region or country of
application. It was particularly important to avoid problems of transposition between
countries or regions of a particular method or strategy.

Training programmes to develop mental health staff were also of the utmost importance.
For too long, mental health had been the virtually exclusive prerogative of specialized
psychiatrists. Without minimizing the role of such specialists, it was essential to divide
responsibilities, as indicated so well in the report, between the different activities
concerned. Psychosocial aspects of the human environment merited continuous research, with
the aim of evaluating all psychosocial parameters. There was a characteristic ambivalence

among such factors which might militate for, or against success. Studies should also be
undertaken to analyse the adaptation of human cultures, mentalities, societies in relation to
their psychosocial characteristics. It might thus be recognized that the progression from
epidemic diseases to degenerative and then behavioural disorders required the authorities to
progressively replace legal constraints by educative measures, particularly in the health
field. Such a reorientation would represent a move towards the cooperation of groups and
individuals in meeting the problems arising from within human cultures. In view of the
prevalence of alcoholism, smoking, overeating and excess consumption of drugs, it was clear
that individuals were not to be persuaded by means of dissemination of information via the
mass media alone. Measures for individual education, which would take into account emotional
and even irrational aspects, should also be utilized. It appeared that it was more difficult
for man to control his own future than to protect his environment. The proposed programme
promised the achievement of that. His delegation wished to co- sponsor the draft resolution.

The CHAIRMAN said he had taken note of those delegations expressing the wish,
including the written request of the delegation of Jamaica, to co- sponsor the draft
resolution.

Dr TUCHINDA (Thailand) said that in his country the mental health programme had been
formulated with an emphasis on community mental health and was incorporated in the National
Health Development Plan. Most mental health services were still rendered through psychiatric
hospitals and mental health centres, although attempts had been made to integrate them into
general health services. The current priority was to train general workers from the

peripheral health services to provide effective additional services dealing with mental,
neurological and psychosocial problems.

In cooperation with WHO, his country had participated in a study monitoring the mental
health needs of the population and the capacity of existing government health facilities.
Results indicated considerable deficiencies in the mental health services.

Drug dependence and narcotic addiction were also serious problems, the group aged
16 -25 years being particularly at risk. Programmes for prevention and treatment had been
developed and implementation was being jointly carried out by the Ministries of Public
Health, Education, the Interior and Defence. WHO and the United Nations Fund for Drug
Abuse Control were supporting research activities in the programme for the treatment of
drug dependence.

His delegation supported the draft resolution.

Dr MATTHEIS (Federal Republic of Germany) said that her delegation joined in expressing
satisfaction with the work of WHO in the field of mental health. Her country had appreciated
the backing and stimulation of WHO, after more than two decades of neglect in that field.
In no other branch of medicine had there been such an increase in tasks and goals. Although
that was a challenge, it presented difficulties in deciding on priorities and the preparation
of clear -cut programmes and goals.

She was pleased to note in the report, in connexion with the psychosocial aspects of the
human environment, reference being made to the project on the optimization of psychosocial

development of children. Prevention and early case - finding were generally accepted goals in
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that, as in many other, fields. However, they necessitated not only the promotion of child
psychiatry but also the integration of mental health principles in the educational system.
In her country there was no shortage of diagnostic capacity. The classrooms were therefore
full of children whose behaviour difficulties were properly diagnosed, but these children also
needed adequate help which they usually did not get. The schools themselves promoted a number
of unhealthy conditions in the mental field, for example, early competition, overemphasis of
intellectual achievement at the expense of promotion of social qualities and unsuitable size
or construction of school buildings. Mental health in the classroom might be a suitable topic
for joint discussions between WHO, UNESCO and UNICEF, as another example of the type of
coordination described in the report.

Her delegation wished to stress the importance of the protection of mental health in
the elderly, a vulnerable group which was increasing in number in many countries. Again,

diagnosis was easier than the development of effective preventive tools and their
application on a sufficiently large scale. The prevention of deterioration of mental
health in the elderly was of the utmost importance not only for those concerned but for

society as a whole.
It was important to rationalize the use of special skills in mental health at the

different levels of the health care system, especially at the primary care level, a problem
by no means restricted to developing countries. For example, it was unnecessary to have all
schoolchildren screened by a psychiatrist but what means could be made available to the
school physician to enable him to determine early symptoms of deviant behaviour and to
decide whether a child should be seen by a specialist? The report indicated however that
work was under way to standardize methods for the assessment of impairments and
handicaps.

Her delegation wished to co- sponsor the draft resolution.

Dr GOTHOSKAR (India) said his delegation endorsed the views expressed by the
distinguished delegates of Australia and Belgium and supported resolution EB61.R28. It

sincerely appreciated the efforts made in his Region by the Regional Director and endorsed
his report. The Government of India had taken steps to identify mental health problems or
their absence by introducing comprehensive legislation for mental health; by setting up
specialized centres of higher education in that field and strengthening departments of
psychiatry, clinical psychology and social psychology; by establishing a programme for the
mentally retarded child to include, early detection, proper assessment of the extent of
retardation, placement in schools, provision of workshops, etc.; and by establishing a
special programme for the mentally retarded child in the International Year of the Child.

Centres in his country had taken part in a major international study on psychotropic

drugs; a cross -cultural collaborative study; a study on depressive disorders, supported by
the WHO Regional Office for South -East Asia; and a workshop on the mentally retarded.
Further, the National Institute of Mental Health and Neurosciences at Bangalore had been
recognized as the regional centre in that field.

His delegation supported the draft resolution.

Dr GALEGO PIMENTEL (Cuba) said the medium -term programme for mental health had been

very well prepared and she was pleased to see that Member States had been consulted in its

preparation. That was an approach that should be maintained and extended as far as possible.

It was not sufficient for a programme to be good; it had also to be put into practice and

periodically evaluated and it was therefore particularly important that the programme should

emerge from consultations with countries.

In connexion with the scope of mental health action the report mentioned the new image

of mental health that had emerged in the past few years. It was now linked not only with

mental disorders and psychiatry but also with other aspects of health care and social factors.

All the environmental influences surrounding man might be important for his physical and

mental balance and welfare and it was therefore important that the problem of mental health

be tackled in a multidisciplinary way. With regard to the remarks made by the Regional

Director for South -East Asia, she observed that primary medical care in Cuba involved the

participation of psychologists in the health team, thus permitting an integrated approach in

which the patient was treated as a whole. Primary medical care was being extended to rural

areas, and she thought this should be a feature of the implementation of the programme. In

the section to which she had referred the report also mentioned measures aimed at the psycho -

social development of the child. In that connexion, it was important that attention be also

paid to the adolescent who was at high risk in modern society.
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In accordance with the approaches listed, in the new communities created in Cuba human
factors were also being taken into account and machinery had been set up to ensure active
community participation in decision making, not only in connexion with health, but also with
all other social aspects affecting those communities. Cuba would like to co- sponsor the
draft resolution that had been presented by the delegation of Australia and others.

Dr TRONGE (Argentina) said that social relevance should be considered as one of the
main criteria of health programmes and it was necessary to adopt measures that took
psychosocial factors into account. Similarly, plans for mental health activities should be
integrated into the general health services and the social services. The new concept of
mental health went beyond the idea of mental disease as such and covered both public health
and social aspects. Priority should be given to measures aimed at the promotion of mental
health and prevention of mental disorders, such measures being coordinated with programmes
in other fields of health, such as maternal and child health, rural health, and health
education. In the social sphere emphasis should be placed on the prevention of the
negative effects of rapid socioeconomic development, including urbanization and changes
in family structure. Such new dimensions in the field of mental health had been discussed
at an international seminar on community development and mental health, organized by the
Ministry of Social Welfare and Public Health of Argentina, which had been held in July 1965
at the Faculty of Mental Sciences of Buenos Aires. The subjects covered had included
transculturel concepts of mental health and mental illness; urbanization, rural development
and mental health; standards for mental health; and problems of acculturation and social
organization.

Among the objectives of a medium -term programme for mental health were the prevention
or reduction of psychiatric, neurological and psychosocial problems including those caused
by the consumption of alcohol, drug dependence and smoking. It was also aimed to increase
the efficiency of the general health services through the appropriate utilization of technical
and practical knowledge of mental health and to establish appropriate intervention
strategies that took maximum account of mental health problems in relation to social
changes. The description given in the report of the activities making up the medium -term
programme had aroused great interest and it would be very useful to have further details.

Dr SAMBA (Gambia) said he was gratified by the new image of mental health, which
stressed the public health and social aspects of the problem rather than linking it to
institutional psychiatry. Unlike many organic diseases, mental disorders had peculiar
characteristics and in their etiology were largely country specific. In the Gambia the
major source of mental imbalance was exposure to the alluring foreign attitudes exhibited
by an increasing influx of tourists, from whom the young people were quick to pick up bad

habits with disastrous consequences. The rate at which the problem was increasing far
outpaced his country's ability to train health workers and it was therefore necessary to
fall back on traditional standards. In particular, it had been found that religious faith
acted as a stabilizer and provided reliable standards bringing with it mental balance,
contentment and peace of mind. His delegation wished to co- sponsor the draft resolution.

Mrs WAIYAKI (Kenya) said that the medium -term programme for mental health had come
at a time when most countries, especially those in the developing world, had started to
shift the emphasis from the institutionalized care of the mentally ill towards a public
health oriented approach. In some countries the shift had been accidental. In Kenya,

for example, the process had started four years previously when trained general nurses were
posted to the national psychiatric hospital, owing to the shortage of nurses with psychiatric
training. The results had been encouraging and had led to similar postings for nurse tutors
and administrators with only three months' psychiatric training at the Department of Advanced

Nursing at Nairobi University. A similar policy had been followed in the case of physicians
and clinicians. The process had not only increased the manpower in the psychiatric
hospital but had also given the staff the chance to follow up the patients in the outpatient
departments of the general hospitals, as well as to visit homes and prepare relatives for

what to expect when the patients were discharged. Mental health experience was now
compulsory at all levels in the training of health personnel in order to strengthen the
integrated approach to the delivery of rural health services.

Her Government had also taken a great interest in the problem of mental retardation
and had set up a special department within the Ministry of Education to deal with the
problems of educating those who were either physically or mentally handicapped. In
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addition a national coordinating committee, composed of various ministries, and of church
and voluntary organizations, had been established to coordinate activities in relation to
mental retardation. It was hoped that it would soon be possible to obtain from one of the
developed countries personnel trained in that field to assist in the training of tutors and
teachers in the methods of identifying mental retardation very early in childhood and to
advise on the help that could be given to parents of retarded children.

Her delegation wished to co- sponsor the draft resolution.

Dr SMITH (Nigeria) said that the Director -General's report on a medium -term programme
for mental health represented a complete revolution in the approach to mental health care.
It would favourably influence the mental health policies of many countries and pave the way
for mental health care to be taken out to the rural areas. The Federal Military Government
of Nigeria had established a management board whose functions were to make decisions and
take speedy action in order to ensure the operational efficiency of mental health care
delivery in the hospitals assigned to it and to reduce the adverse effect of bureaucratic
practices. The Government had also requested WHO to designate Aro Psychiatric Hospital as
an international training centre in mental health. Mental health had now been included
within the overall health and socioeconomic programmes of the country instead of being
treated in isolation.

He thought the document should be given a wide distribution and hoped that Member States
who were in a position to do so would make extrabudgetary funds available to enable the
programme to develop unhindered and to assist research and training in mental health. He

pointed out that most of the legislation relating to mental health in use in developing
countries was out of date and no longer socially relevant. There was therefore a need for
legislative reforms to take account of the present needs of the countries and he suggested
that WHO could play an important role in this respect. He supported the proposed resolution
on the subject of the medium -term programme and his delegation wished to co- sponsor it.

Dr BEAUSOLEIL (Ghana) welcomed the new approach to mental health programmes but
expressed grave fears about the successful implementation of such programmes in certain parts
of the world. He admitted that while the subject under discussion was of vital interest to
him, he had been completely unaware of interesting and important projects that were going on
in five countries in East and Central Africa. That underlined the fundamental importance
of health information systems, which had already been discussed by the Committee earlier.
Adequate and relevant information was essential for the planning, implementation and

evaluation of any health programme, as well as for technical cooperation. It was generally
agreed, however, that in many parts of the world such information was not available or was
difficult to acquire. Even when it was available it was often inadequate and unreliable.

The problems were particularly great in the case of mental health, where statistics allowing
comparability of data had long presented difficulties. During the Lagos session of the
Regional Committee for Africa, it had clearly emerged that the acquisition of basic data and
the general epidemiological situation was far from satisfactory in virtually all countries
in the African Region. Doubtless that also applied to many countries outside the Region.

There was also the question of the role of traditional medicine in some parts of the
world. Mental health was an area where traditional medicine had an important role to play,
particularly in view of the lack of trained personnel at all levels. He wondered how the
various problems he had mentioned had been tackled in the five projects in the African
Region and how far the countries concerned had progressed in the development of their mental
health services. While he had nothing against the programme as such, he believed that

caution was necessary in some countries to avoid disappointment, which might lead to mental
health being relegated to its former position of low priority. Nevertheless his delegation
wished to be a co- sponsor of the draft resolution.

Dr MUREMYANGANGO (Rwanda) said that the reorientation of the mental health programme
and its integration into the general health services opened up new perspectives for mental
health and for public health in general. He was in complete agreement with the arguments

developed in the Director -General's report, especially in the sections relating to the process
by which the programme had been produced. The objectives envisaged in the report deserved
special attention by those concerned with the provision of mental health services. He was
glad to see that the report paid attention to questions of legislation, information systems
and the training of personnel, without whom it would be impossible to provide proper treatment
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for the mentally ill. He was also pleased that WHO had undertaken a special programme of
technical cooperation in developing countries and was concerning itself with such questions
as epidemiology, prevention, social inadaptation and the cost of planning health services.

Rwanda would not fail to play its own modest part in supporting the medium -term programme for
mental health. His delegation wished to be associated with the proposed draft resolution.

Dr HASSOUN (Iraq) said that his country was passing through a stage of rapid
industrialization, the psychological and mental impact of which on manpower was causing
concern. He stressed that the problem of mental health wasno longer limited to developed
nations, but wasbecoming a problem of developing countries such as his own. Addiction to
psychotropic substances and other drugs had begun to spread in spite of strict control on the
sale and use of such substances. The Ministry of Health had tried to strengthen the mental
health administration and had started to make plans for the prevention of mental disorders.
About 10% of beds in public hospitals had been set aside for mental patients in order to reduce
the need for specialized institutions. Mental health clinics were also providing ambulatory
day care and mental health departments had become an inseparable part of the comprehensive
health services. Consequently the delegation of Iraq supported the medium -term programme for
mental health and would like to co- sponsor the draft resolution presented by the delegation of
Australia.

Dr KLIVAROVÁ (Czechoslovakia) said that Czechoslovakia's mental health programme formed
an integral part of its public health activities - a trend that had already become a tradition,
and was based on the results of scientific research conducted in Czechoslovakia and other
socialist countries. Essentially, stress was laid on the importance of psychosocial factors
in promoting mental health - as in WHO's medium -term programme, now under discussion. During
the past few years the programme in Czechoslovakia had been mainly concerned with the
prevention and treatment of drug dependence, alcoholism, mental retardation, the rehabilitation
of psychotic patients, epilepsy, and mental problems resulting from neuroses, and from cardio-
vascular, virus and other diseases.

The basic principle in setting up a mental health programme was that there should be
a comprehensive health service, covering the entire population, at the same time bearing in
mind the individual needs of the patient, his living conditions and environment. It had been
found useful to organize the programme on a team basis, stress being laid on the study of
psychosocial factors and the various combinations in which they might affect mental health.
The most important thing was to prevent mental disorders, and it was only by setting up
a comprehensive, integrated programme that it was possible to deal with all the various aspects
of mental health; an interdisciplinary approach was essential.

The mental health programme in Czechoslovakia was coordinated regionally, through the
regional health institutes. She therefore welcomed the statement made by the Regional
Director for Europe, and the proposal that the Organization's programme, based on the Sixth
General Programme of Work, might be implemented on a regional basis.

Dr LEPPO (Finland) welcomed the Director -General's report on a medium -term programme for

mental health as a great step forward, which represented the practical application of medium -
term programming in a most important, but at the same time difficult and complex area. He
fully supported the principles of the programme as stated and also agreed with the objectives

and the approaches described. He thought that the section dealing with policy and strategy

formulation might perhaps be improved by making the priorities for the WHO programme still
more explicit. He noted with satisfaction that the social and mental health problems related
to alcohol had been given the attention they deserved, including the problems of research and
collection of statistics.

In connexion with the development of appropriate technology and the strengthening of
manpower, the importance of decentralization and the provision within primary health care of
simple measures for priority conditions could not be overemphasized. The key issue, as
mentioned in the report, was that primary health workers could and should be trained for the
early detection and timely treatment of most common mental health problems. In the section
on the psychosocial aspects of the human environment it was stated that one selective focus
of the mental health programme included attitudes to and perception of mental disorders. He

believed that to be one of the top priorities in mental health policy; mental health problems

should be seen as one health problem amongst others and education of the general public -
particularly the health education contribution of the mass media - could play an important role
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in the destigmatization process. A change in attitudes to mental health problems would be
conducive to an understanding and positive response by the family, work environment and the

community as a whole, which in itself would have a great potential for primary, secondary and

tertiary prevention. Such a change in attitudes was also a necessary precondition for

modernizing mental health legislation which so often reflected outdated concepts and impeded

progress in the mental health field. He therefore strongly supported the initiative taken by

WHO to work out guidelines for mental health legislation. With regard to other selective
foci under the section on psychosocial factors, he wondered whether acceptance of mass
campaigns in fields such as immunization, family planning or fluoridation would not be more
appropriately dealt with mainly in the respective programme areas rather than under mental
health, as they were by nature social and political problems of programme planning and imple-
mentation, rather than problems of mental health. Finally, Finland wished to be included as
a co- sponsor of the draft resolution proposed by the delegation of Australia and the other
co- sponsors.

The CHAIRMAN said that the delegation of Uruguay had asked to be included among the

co- sponsors of the draft resolution.

Professor DE CARVALHO SAMPAIO (Portugal) said that his delegation agreed with the programme,

and with its policies and approach. Attempts were being made in Portugal to change the
health services along the lines described in the report, and help had been provided in that

difficult task by the Regional Office for Europe; he was most grateful to the Regional

Director and his staff for that help.
He asked for Portugal to be included among the co- sponsors of the draft resolution.

The CHAIRMAN announced that the delegation of Argentina had asked to be included among

the co- sponsors of the draft resolution.

Professor SADELER (Benin) welcomed the inclusion in the medium -term programme on mental
health of the psychosocial aspects of the environment, since psychopathology was essentially
the result of the conflict between the individual and social constraints; the latter gave

rise to stress and anxiety which, in combination, destroyed the mental balance. Everything

depended on that balance and on the ability to adapt to psychogenic situations. As the

delegate from Ghana had said, the programme should include a special section on the integration
of traditional medicine in mental health services, especially in the developing countries.
That type of medicine was not merely a question of drugs, but also included individual and

group psychotherapy. Studies on the integration of mental health and traditional medicine
within the general health services should therefore be carried out, and the Ibadan and Dakar

experiments should be encouraged, continued and developed. His delegation supported the

draft resolution and wished to be included among its co- sponsors.

Professor SULIANTI SAROSO (Indonesia) said that the Indonesian Ministry of Health had
studied the report of the Director -General and had prepared nine pages of comments on it,
which she would be glad to pass on to the Director, Division of Mental Health.

Until a few years ago, mental health in Indonesia had consisted only of the treatment of
mental health patients in hospitals, but that situation was being changed, and mental health
activities were being integrated with the activities of the general health care delivery

system. In collaboration with WHO, a survey of mental disorders and disabilities was being
carried out at the community level; that would provide the data and indicators needed before
preventive measures could be taken.

A symposium on the epidemiology of mental disorders had recently been held to provide
the basis for the development of a mental health programme, in which a mental health component
would be established in health centres, and primary mental health care activities developed.
Mental health units would be set up in county general hospitals, and state mental hospitals
for special cases would be expanded and increased in number; the latter would also be used

as referral services in order to maintain the quality of mental health care. Psychiatric

experts would provide consultant services to the general hospitals and the mental health

component of the health centres. Mental health was covered by a medium -term programme up to

the year 1989. She welcomed the further cooperation, collaboration and guidance of WHO.
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The DEPUTY DIRECTOR- GENERAL expressed the gratitude of the Secretariat for the positive
response to the programme. He would like to begin by paying his respects to Dr Dorolle, his
predecessor in office who was present at the discussion and who had given a great deal of
support to work in the mental health field in WHO. He expressed gratitude to those architects
of the programme outside the Secretariat, including, amongst others, Professor Halter and

Professor Senault, who had shown tremendous interest in the holistic approach to man.
In his view, the change in WHO's traditional preoccupation with physical and biological

medicine was of extreme importance. The Director -General, in his report, had stressed the
need to consider other factors, such as the social, political, economic, ecological and other
aspects. WHO had thus broken with the narrow, traditional approach to medicine and health.
The mental health programme could give a lead in that connexion, since it was uniquely able
to show that man should not be seen merely in terms of what he ate and of what diseases
invaded his cells, but that many other factors influenced his total attitude. The mental
health programme was a concrete example of medium -term programming and therefore gave the
Secretariat an opportunity to show that it formed a coherent package.

Dr SARTORIUS (Director, Division of Mental Health) said that it would be impossible for
him to reply in detail to the points raised by the delegates of the 32 countries who had
spoken on the medium -term programme on mental health. All comments would, however, be
carefully noted and followed up. He therefore proposed to deal only with the main themes
that had become apparent, but was ready to provide additional information if so requested.

The tasks set by resolution WHA28.84 on the promotion of mental health were vast and
covered, not only psychiatric and neurological problems, but also cooperation with
countries in the application of mental health skills in improving general health services and
in dealing with the psychosocial aspects of socioeconomic development and change.

Needs had seemed infinite, resources poor, and constraints enormous. It had therefore
been necessary to decide what should be done, in what order, by whom, for whom and how.
Countries, professional communities, representatives of other social sectors, etc. had
therefore been consulted, and what had been done in the past had been critically examined. The
orientation of the programme had been based on those consultations and studies.

It had become clear that most countries had mental health programmes, though these
varied in quality and state of implementation; they also had definite views and plans, so
that the structure of the WHO mental health programme would have to be a mosaic of country
programmes, and not a structure which, though rational, was divorced from reality. In his
comments the delegate of the Gambia had underlined the specificity of country programmes.
WHO's role was then that of facilitating the improvement and implementation of country
programmes, and of identifying common themes, problems and resources that it could coordinate.
Those common themes were the basis for regional and global programmes that used WHO as a
platform from which country needs could best be approached.

Those themes included the development of a common language and glossaries mentioned by
the delegates of Trinidad and Tobago, Turkey and others; research on the interrelationships
between man and his environment stressed by the delegate of Belgium; research on the prevention
and treatment of mental disorders mentioned by the delegates of Bulgaria, Czechoslovakia and the

German Democratic Republic, and legislation and training both of which subjects had been raised by a

number of delegates. With regard to training, WHO had learned from countries; its efforts were
mainly directed towards staff of all categories in the general health services, and in

supporting primary health workers. The delegate of the United Kingdom had mentioned another
WHO function, namely that of ensuring cooperation between countries by the exchange of
experience and the provision of extrabudgetary resources, while the delegate of France had
referred to cooperation by the exchange of personnel.

In the formulation of programmes, it had become apparent that countries' needs and
programmes in different sectors did not necessarily match, and it was therefore necessary to

create coordinating mechanisms at country level for the different sectors and disciplines

concerned with mental health problems. The benefits of such coordination had been illustrated

by the delegate of New Zealand, who had referred to a television campaign which had brought
resources for the programme, by the delegates of Cuba, Finland and Trinidad and Tobago, who

had spoken of the need to ensure community understanding and participation in the programme,
by the delegate of the German Democratic Republic, in connexion with community services, and
by the delegate of the Federal Republic of Germany with regard to the problems of children,

young people, the elderly, and high -risk groups.
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Those considerations had led to the concept of coordinating groups, which were of vital

importance in medium -term programming. Such groups were multisectoral and multidisciplinary,
and had been established at the country, regional and global levels. These groups of
individuals were committed to the planning of and to helping in the implementation of

programmes. They could help to overcome some of the problems mentioned by the delegate of

Belgium when he spoke on the human constraints on medium -term programming. As the delegates
of Kenya and Turkey amongst others had made clear, it was of crucial importance that that

mechanism should be considered by governments in thinking about ways of conducting programmes.
It was equally important that countries made full use of the mechanisms for cooperation
between countries described in the report. Among the methods which were available for
facilitating collaboration between countries were the convening of various forms of meetings
suggested by the delegate of Bulgaria and others.

Countries' needs, priorities and resources were constantly changing, so that a continuous

dialogue with countries and adjustments of the programme were necessary. An example of a

case in which new developments required an adjustment of the programme midway, was that of
resolution WHA30.45, which had led to the establishment of the African Mental Health Action

Group and the initiation of the programme in five African countries. Such changed situations
and others described in the relevant section of the report often occurred, so that medium -

term programming had to be a continuous process. That also provided the answer to the
question raised at the Committee's first meeting by the delegate of the USSR of the synchroniza-
tion of medium -term programming in different WHO programmes.

The question of the links between medium -term programming and other elements of programme

development raised by the delegate of Yugoslavia and others was particularly pertinent.

Country health programming could and should contain mental health components. That meant

that the national coordinating groups should be involved in the country health programming

exercise. Programme evaluation was based on experience at country level. The information

thus obtained also served the regional and global coordinating groups in adjusting the

programme. A smooth flow of information was therefore necessary, for which the medium -term

programme statement was a basic tool. That statement contained a detailed description of

all the programme activities and also served as the basis for budget proposals submitted to

governing bodies. Meetings of regional and global coordinating groups were phased so as to

coincide with the biennial budget cycle, thereby linking medium -term programming and programme

budgeting as advocated by the Australian delegate at the Committee's first meeting. While it

was possible to discuss elements of programme development separately, those elements were

interwoven in the formulation and implementation of programmes.

The DEPUTY DIRECTOR- GENERAL said that, in referring to the founding fathers of the
programme, he had omitted to mention Dr Rexed, the Executive Director of the United Nations
Fund for Drug Abuse Control.

Dr CASSELMAN (representative of the Executive Board) said that the discussion of the
medium -term programme on mental health had been most worthwhile, not only in relation to the
medium -term programming process itself, but also in giving expression to concerns and
priorities in relation to mental health as a part of health services in general, as seen by
Member States. The fact that 32 delegates had spoken was a measure of the importance of the

programme.

The CHAIRMAN drew attention to the draft resolution:

The Thirty -first World Health Assembly,
Having studied all the relevant documents regarding the mental health programme and

particularly resolution EB61.R28,

1. COMMENDS the quality of the documents and of the work done and also the progress

made in this field;

2. APPROVES the wording of said resolution of the Executive Board;

3. REQUESTS the Director -General to continue to keep the World Health Assembly informed

of progress with this programme.
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Dr CUMMING (Australia), referring to operative paragraph 2 of that draft resolution,
said that the word "wording" seemed rather weak as compared with "teneur" in the French

version. He therefore proposed that it should be replaced by "content ".

Decision: The amendment proposed by the delegate of Australia was adopted.

The CHAIRMAN then proposed the approval of the draft resolution, as amended.

Decision: The draft resolution, as amended, was approved.1

The meeting rose at 11h25.

1 Transmitted to the Health Assembly in the Committee's second report and adopted as

resolution WHA31.21.
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Wednesday, 17 May 1978, at 14h30

Chairman: Dr A. -R. A. AL -AWADI (Kuwait)

1. PROGRAMME BUDGET FOR 1978 AND 1979 (FINANCIAL YEAR 1979) Agenda, 2.2
(continued from the first meeting, section 3)

Budget level and Appropriation Resolution for the financial year 1979 Agenda, 2.2.2

Mrs BRUGGEMANN (Secretary) explained that the Committee had before it the following

documentation: the Board's budgetary and financial review of the revised programme budget for

1979 (Chapter III of its report);l the report of Committee B to Committee A, recommending the
amount of available casual and other income to be used to finance the 1979 budget and
recommending an increase of US$ 610 000 in the proposed effective working budget to maintain

the status quo regarding the translation and publication of the verbatim records of the Health
Assembly and the summary records of its main committees and of the Executive Board;2 and the
third report of the Committee of the Executive Board to Consider Certain Financial Matters

Prior to the Health Assembly, which dealt with the developments reported by the Director -
General as affecting the proposed supplementary budget for 1978 and the proposals for
additional requirements for 1979.3 A revised draft Appropriation Resolution incorporating the
recommendations of Committee B had also been prepared. It read:

The Thirty -first World Health Assembly,

RESOLVES to appropriate for the financial year 1979 an amount of US$ 208 248 400 as

follows:

A.

Appropriation
Purpose of Appropriation

Amount

Section US $

1. Policy organs 4 226 300

2. General management, coordination and
development 15 069 000

3. Development of comprehensive health services 25 764 100

4. Health manpower development 23 659 800

5. Disease prevention and control 41 946 000

6. Promotion of environmental health 9 689 800

7. Health information and literature 18 210 700

8. General service and support programmes 24 997 400

9. Support to regional programmes 19 166 900

Effective working budget 182 730 000

10. Transfer to Tax Equalization Fund 21 235 800

11. Undistributed reserve 4 282 600

Total 208 248 400

1 WHO Official Records, No. 245, 1978, pp. 18 -24.

2
See p. 731.

3
WHO Official Records, No. 247, 1978, Annex 2.
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B. Amounts not exceeding the appropriations voted under paragraph A shall be available
for the payment of obligations incurred during the period 1 January to 31 December 1979
in accordance with the provisions of the Financial Regulations. Notwithstanding the
provisions of the present paragraph, the Director -General shall limit the obligations to
be incurred during the financial year 1979 to sections 1 -10.

C. Notwithstanding the provisions of Financial Regulation 4.5, the Director -General is
authorized to make transfers between those appropriation sections that constitute the
effective working budget up to an amount not exceeding 10% of the amount appropriated
for the section from which the transfer is made, this percentage being established in
respect of Section 2 exclusive of the provision made for the Director -General's and
Regional Directors' Development Programmes (US$ 3 242 000). The Director -General is
also authorized to apply amounts not exceeding the provision for the Director -General's

and Regional Directors' Development Programmes to those sections of the effective working
budget under which the programme expenditure will be incurred. Any other transfers
required shall be made in accordance with the provisions of Financial Regulation 4.5.
All transfers between sections shall be reported to the Executive Board at its next
session.

D. The appropriations voted under paragraph A shall be financed by assessments on
Members after deduction of the following:

- reimbursement of programme support costs by the United Nations
Development Programme in the estimated amount of US$ 2 600 000

- casual income in the amount of US$ 610 000

Total US$ 3 210 000

thus resulting in assessments on Members of US$ 205 038 400. In establishing the
amounts of contributions to be paid by individual Members, their assessments shall be
reduced further by the amount standing to their credit in the Tax Equalization Fund,
except that the credits of those Members that require staff members of WHO to pay
taxes on their WHO emoluments shall be reduced by the estimated amounts of such tax
reimbursements to be made by the Organization.

The Committee would also be considering a minor amendment proposed by the Federal
Republic of Germany and the United Kingdom to the revised draft Appropriation Resolution.
It followed the lines of the one already made in resolution WHA31.8, amending the Appropriation
Resolution for 1978. Under this amendment, the last two sentences of section C would read:

"All such transfers shall be reported in the Financial Report for the financial year
1979. Any other transfers required shall be made and reported in accordance with the
provisions of Financial Regulation 4.5."

Dr VIOLAKI - PARASKEVA (representative of the Executive Board) said that, in January 1978,

the Board's review of the revised programme budget proposals for 1979 had taken place within
the context of a drastic and continuing decline in the value of the US dollar in relation to
the Swiss franc. As explained in the Board's report (Official Records No. 245, paragraphs
117 to 127), the Director -General had found it necessary to submit additional requirements
for 1979 in order to meet the cost of adjusting the budgetary rate of exchange between the
US dollar and the Swiss franc. The rate of exchange for 1977, 1978 and 1979 used in the
programme budget document presented in 1977 (Official Records No. 236) had been 2.65 Swiss francs
per US dollar. However, in December 1977 the accounting rate of exchange, which was based
on prevailing market rates, had dropped to 2.17 Swiss francs per US dollar. After taking
into account certain savings and economies, described in the report, the Director- General had
proposed additional requirements for 1979 totalling US$ 6 600 000, which would permit an
adjustment of the budgetary rate of exchange in that year to 2.17 Swiss francs per US dollar.

Thus the total revised effective working budget proposed by the Director -General at the
time of the Executive Board session in January 1978 had amounted to $ 182 120 000, an increase
of $ 10 520 000, or 6.13 %, over the 1978 budget as adjusted by the supplementary budget for

that year. Of that increase, some four - fifths was due to cost increases.

The Executive Board had viewed with deep concern the ever - growing impact of currency

fluctuations on the Organization's budget and had recognized that the very serious financial
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problems caused by the continued decline in the value of the US dollar in relation to the
Swiss franc were clearly beyond the control of the Director -General. In an attempt to find
a more fundamental and long -term solution to the problem, the Board had decided, as a first
step, to request its Programme Committee to undertake a study of the matter as it affected
WHO. (For the benefit of delegates new to the Health Assembly, she described the origins,
membership and functions of the Programme Committee.)

The decline in the value of the US dollar in relation to the Swiss franc had made it
necessary for the Director - General to present certain other proposals (including a supple-

mentary budget for 1978) to overcome, or at least reduce, the resulting impact upon the
Organization's budget. In order to avoid additional assessments on Member States in 1978,
it had become necessary to use practically all available casual income to finance the
proposals. The Executive Board was in agreement with that approach. Thus no casual income
could be reserved to help finance the 1979 budget. The Board had therefore decided to
recommend to the Thirty -first World Health Assembly that it approve an effective working
budget in the amount of $ 182 120 000.

However, the report of Committee B to Committee A recommended, inter alia, that $ 610 000
should be added to the proposed effective working budget for 1979 to cover the cost of
maintaining the status quo regarding use of languages in the records of the Health Assembly
and the Executive Board. Thus the effective working budget finally proposed for 1979 was
US$ 182 730 000, an increase of 6.48% over 1978. The draft Appropriation Resolution proposed
by the Board in paragraph 138 of its report had been revised accordingly and was before the
Committee.

Dr BUTERA (Chairman of the Executive Board and Chairman of the Board's Committee to
Consider Certain Financial Matters prior to the Health Assembly) reported that on 8 May 1978
that Committee had considered the Director -General's report on developments in the relation-
ship of the US dollar to the Swiss franc. It noted that the Director -General was considering
various stringent financial measures designed to cope with the financial problems that would
arise in 1978 and 1979 if the average accounting rates of exchange between those currencies
should remain significantly below the levels of 2.12 Swiss francs per US dollar in 1978 and
2.08 Swiss francs per US dollar in 1979. The Director -General had in mind various economies
in operation at headquarters and the use of certain resources which might be available outside
the regular budget. The Committee also noted that, depending upon the gravity of the
financial problems that the Organization might be facing, the Director- General did not exclude
the possibility of having to consider some programme reductions both at headquarters and in
the regions.

The DIRECTOR - GENERAL said that the Health Assembly's consideration of the budget level was
again taking place in an atmosphere of financial uncertainty due to the US dollar /Swiss franc
exchange situation which had been discussed at nearly every Health Assembly since 1971. That
being so, he wished merely to stress that total regular budget losses resulting from the
decline in the value of the dollar in terms of Swiss francs since that date had reached the
staggering sum of US$ 70 million. Of that amount, some $ 28 million had been covered by
additional assessments on Member States; about $ 15 million through supplementary budgets
financed from casual income; and $ 16.5 million by operational economies, such as delaying or
freezing recruitment for vacant posts and reducing expenditure on common services, supplies,
consultants, temporary advisers, and travel. The balance of about $ 10.5 million had been
met by the utilization of funds earmarked for other purposes.

In the past, some delegates had felt that he should have been less optimistic when it
came to setting the budgetary rates of exchange between the dollar and the Swiss franc - and
they would therefore, by implication, have supported even larger budget increases to cover any
related shortfalls. Others took the opposite view and would have welcomed smaller budget
increases for that purpose. All in all, he considered that the figures he had just quoted
indicated that a fairly reasonable balance had been struck between the two points of view.
Unless instructed otherwise by the Health Assembly, he proposed to continue that general line
of approach, namely to make every possible effort to alleviate the additional financial burden
on Member States as a result of currency fluctuations.

Accordingly he had not proposed any further increase in the additional requirements for
the 1979 regular budget, even though the effective working budget level that he had proposed,
and which the Board had recommended, was based on a rate of exchange of 2.17 Swiss francs per
US dollar, whereas the current month's accounting rate was 1.93 Swiss francs. Even if the
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latter rate held for 1979, stringent measures would have to be taken, primarily at headquarters,
before it was possible to mobilize the savings of about $ 6 500 000 necessary to offset the
budgetary losses. The Health Assembly's approval of the possibility of using up to
$ 2 000 000 of casual income to reduce the adverse effects of currency instability on the
programme budget would certainly help; but it would be no easy task to find approximately

another $ 5 000 000, particularly in a period when the headquarters establishment was being
drastically reduced. The necessary effort would be made, and it was hoped to be able to
cope with a difficult situation. However, should the prevailing financial headwinds develop
into a storm, he would have no alternative but to appeal to the Executive Board and the Health
Assembly in 1979 if a rescue operation was required. So far as was possible in the uncer-
tainties of the current situation - and at the risk of being charged once more with
over -optimism - he felt reasonably confident that matters would not come to that. In the
meantime he hoped that the Health Assembly would give sympathetic consideration to his
proposal for an effective working budget level of $ 182 730 000 for 1979.

Dr SANKARAN (India) noted that the 1979 programme, which was originally to have

cost some US$ 175 000 000 (Official Records No. 236), was now to cost $ 182 730 000 - most of
the increase being due to the decline in value of the dollar in relation to the Swiss franc.
Yet the growth in real terms could not be allowed to remain as low as the 1.12% envisaged for
1979, as compared with 1978, if progress was to be made towards the objective of health for
all. The Director -General's assistance should be sought to bring about a more effective
increase.

His delegation appreciated the Organization's efforts as a "pace- setter" within the
United Nations system in bringing about a more significant reorientation towards technical
cooperation in its budget, despite cost increases, shifting currency parities, and other
adverse factors. He was sure that WHO would continue to strive towards its aim of devoting
60% of its budget to technical cooperation by 1981.

Since the Committee's exhaustive documentation had been examined by the Executive Board,
he would merely draw attention to section 7 (Conclusion) of the working paper on allocation of
resources among regions, originally submitted to the fifty -fifth session of the Executive
Board and reproduced in Official Records No. 245 (pages 48 -55). The number of people to be
served should be an important consideration among all those taken into account in such alloca-
tions. He urged the Health Assembly to keep the matter under review, adding that a rational
formula (based on per capita income, health status as reflected by the availability of
physicians, average life expectancy, and population) had been in use in the South -East Asia
Region for the past two years. His delegation would welcome a similar approach at the global
level.

Professor REID (United Kingdom of Great Britain and Northern Ireland) said that his delegation
could recall no occasion in the past when the proposed effective working budget had been
increased twice between the presentation of the Director -General's original proposals and the
voting of the proposed Appropriation Resolution. The proposals for 1979 had been increased,
first by US$ 6.6 million to cover the fall in the value of the dollar and more recently by a
further $ 610 000 to maintain the status quo in the use of languages in the records of the
Health Assembly and the Executive Board.

His delegation had therefore studied the justification for the overall budget increase,
deriving considerable assistance from the Board's budgetary and financial review contained in
Chapter IIIof its report and the comparative analysis of cost increases and statement of cost
factors used that was annexed to the Director -General 's revised proposals for 1979 (Official Records

No. 245, pages 169 -174). It had come reluctantly to the conclusion that the budget level
proposed was indeed justified. The US dollar/Swiss franc exchange rate at 2.17 appeared
somewhat optimistic, and it might prove necessary to use the $ 2 000 000 casual income, just

authorized for the purpose, to cover a shortfall caused by a decline in that rate to
2.08 Swiss francs. If the dollar were to decline still further in 1979, any additional
shortfall should be covered from administrative savings, as also any cost increase beyond
those allowed for.

After the inroads made on casual income by the financing of the supplementary budget for
1978, and the use of $ 610 000 for the maintenance of the status quo in the use of languages
in the records of the Health Assembly and the Executive Board, the balance of about $ 1 000 000
should, he considered, be held in reserve for the 1980 -1981 biennium.
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He understood that there would nevertheless be an increase in real terms of just over 1%

in 1979. Since the whole of that increase should be allocated to the regions, the increase
in real terms, in some regions, might be as much as 5 %, enabling them to expand vital pro-
grammes of technical cooperation and ensuring continued progress on the lines laid down in
resolution WHA29.48. His delegation would be able to vote in favour of the budget level
because it accepted the programme policy and was confident that the budget would be
administered with rigorous attention to economy.

As regards the proposed Appropriation Resolution, his delegation, together with that of
the Federal Republic of Germany, proposed that the Director- General should no longer report
all the transfers made under his own authority to the following session of the Executive
Board but should merely include them in the Financial Report. That would streamline adminis-
tration and save the Executive Board's time without any loss of information to members of

the Board and delegates to the Health Assembly. It would also make for greater clarity in
the comparison between appropriations and expenditures. The necessary amendment to the last
two sentences of section C of the Appropriation Resolution was before the meeting.

Professor VON MANGER -KOENIG (Federal Republic of Germany) pointed out that the problem of
currency fluctuations had become more acute since the original budget proposals were made, but
it was not new. When, in 1971, the system of fixed exchange rates had been replaced by
floating rates, it was clear that currency fluctuations would have a direct influence on the
budgets of international organizations, which were expressed as a rule in dollars even though
expenditures were incurred in several other currencies. The phenomenon, which affected
several other agencies as well as WHO - and especially those in Geneva - was beyond the
influence and responsibility of the secretariats and Member States of the organizations
concerned. It belonged to the world financial scene, which had its own autonomy and could
not be influenced by specific measures.

Several studies had been carried out in 1974 and 1975, by the Administrative Committee on
Coordination (ACC) and a working group of the United Nations General Assembly in particular.
Although the outcome of the studies had been very poor, one of the ACC conclusions was worth
repeating. It was that, since no single measure could alleviate the difficulties encountered,
the main objective would continue to be: on the one hand, to protect the programmes and
budgets of the organizations of the United Nations system, to the extent possible, from the
effects of currency fluctuations; and, on the other, to avoid, as far as possible supplementary
budget estimates and corresponding assessments on Member States. He agreed with the Director -
General that in WHO that compromise had been achieved reasonably well and he hoped that efforts
would continue along those lines. Having been convinced by the Director- General that, for
the time being, further economies were not possible, his delegation could support the budget
increase of US$ 6 600 000 which, together with the authority to use up to $ 2 000 000 of casual
income, would permit the adoption of the more realistic exchange rate of 2.08 Swiss francs to
the dollar. He agreed with the delegate of the United Kingdom that any further decline in
the average accounting rate for 1979 should, within reasonable limits, be covered by savings
within the budget for the year.

His delegation regarded the overall budget increase of 6.48% as reasonable and a return
to the more normal level of about 5% after the extraordinarily high increase of about 9% in
1978, which it had had difficulty in accepting. As usual it was mainly due to cost increases
and, in that connexion, his delegation was grateful to the Director- General for the explanations
contained in Official Records No. 245, on pages 169 to 174. As far as the increase in real
terms was concerned, 1.08% for 1979 seemed, at first sight, very modest. But coming after
the relatively high real increase of 3.11% in 1978, it gave an increase for the biennium that

was just acceptable.
Regarding the amount of his country's contribution, he pointed out that 1979 would be the

second consecutive year of increase, brought about in 1978 by the triennial revision of the
scale of assessments (an increase of 21.6 %) and in 1979 by the 6.48% increase in the budget,
that entailed, in the absence of casual income, a general increase of 11.6% in contributions
and an increase of 13.6% for his country owing to a further slight increase in its rate of
contribution. Nevertheless, his Government was willing to contribute its increased share in
order to enable WHO to carry out the programmes approved.

Dr MORK (Norway) said that his delegation had carefully studied the relevant documents
along with the other Nordic delegations. After hearing the comments of the representative of
the Executive Board and the Director -General, and considering the many urgent problems
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particularly in the developing countries all the Nordic delegations would have welcomed a
greater increase in the effective working budget, which was very low by comparison with the

budgets of health institutions in many of the industrialized countries. However, in view of
the financial difficulties currently facing the Organization and its Member countries, the
proposed budget level was realistic.

The Nordic countries had traditionally been of the opinion that the major part of the
programme should be financed from the regular budget in order to minimize dependence on
extrabudgetary resources. At the same time, it was realized that it would be necessary for
the Director -General to do his utmost to mobilize voluntary contributions in order to avoid
programme cuts and allow for expansion in priority programme areas.

Expressing the appreciation of the Nordic delegations for the Director -General's efforts
in dealing with currency fluctuations and their confidence that those efforts would continue,
as also his efforts to maximize the impact of the very limited amounts that the Health Assembly
could appropriate for the Organization's work, the Nordic delegations supported the proposed
budget level and would vote in favour of the revised draft Appropriation Resolution, amended
as proposed by the delegations of the United Kingdom and the Federal Republic of Germany.

Dr ORLOV (Union of Soviet Socialist Republics) said that the review of the programme
budget for the financial year 1979 was facilitated by the fact that the various sections had
been considered the previous year. On the other hand, the Committee was now faced with the
task of analysis, taking into account changes that seemed to have been included in at least
three documents. Moreover, those changes were indicated only in relation to broad sections
of the budget, and delegates had practically no specific data regarding the present position
of specific programmes or projects.

The Soviet delegation considered that the rate of growth of the budget impeded the
Organization's work, preventing it from concentrating its efforts on the main trends. That

was particularly important at the moment, when the whole of the Organization's work was being
reoriented and considerable funds were becoming available to expand the technical cooperation
programme. WHO's primary task was the stabilization of its regular budget, which would
certainly not mean stagnation in its work. There was a rapid increase in the amount of
voluntary contributions received, and doubtless more such funds would be used in future;
stabilization of the regular budget could favour that trend.

An analysis of the basic causes of the rapid growth of WHO's budget revealed that it
resulted not only from efforts to expand activities but also from increasing inflation, con-
tinuing high administrative expenses, and currency fluctuations in a number of countries. In

that connexion, he would again recall recommendation 14 of the Ad Hoc Committee to Examine the
Finances of the United Nations and the Specialized Agencies, to the effect that increases in
costs in some sections of programmes should be offset by economies in other sections. The

rapid growth of the budget, although it was to a considerable extent the result of inflationary
trends, did not facilitate the payment by Members of their contributions, as was demonstrated
by the fact that a large number of countries were constantly in arrears. Delegates talked
repeatedly of the need for a more economic and effective use of funds, and the Secretariat
always agreed on that. But no information had ever been presented to the Health Assembly
regarding the steps that might be taken to use funds more effectively; nor had examples been
given of unproductive expenditure that the Organization was trying to eliminate. Such infor-
mation would revitalize the work of the Health Assembly and give delegates a feeling of greater
participation in the Organization's work.

It had frequently been suggested that WHO should use national currencies more extensively
for financing its activities - a procedure that would certainly help to reduce the effect of
currency instability. The suggestion had again been put forward by a number of delegates at
the present Assembly. The Soviet delegation believed that the adoption of that procedure
would not only facilitate financing, but would also help to promote cooperation between
countries; there would be many difficulties, but they were not insuperable nor any worse than
the health problems that the Organization was solving so successfully.

The Soviet delegation urged the Assembly and the Secretariat to consider most seriously
the question of stabilizing WHO's budget - an important factor in improving its work.

In view of all those considerations, the Soviet delegation would abstain in the vote on
the budget level for 1979.

Professor SPIES (German Democratic Republic) did not agree with the delegate of the
Federal Republic of Germany that economic forces were at work which no Member State could

influence. There was in fact no secret about them or the way they worked in producing the

financial crises of the capitalist economies.
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He admired the Secretariat's skill in dealing with current problems. However he was
concerned at the steady rise in the budget, which was not accompanied by any increase in
effectiveness in the face of the rising demand for health from the world's population.
Financial management was not the only answer: the Secretariat's efforts at evaluation and
priority setting would contribute to the required increase in effectiveness. Coordination
within the United Nations system would also work in the same direction. Perhaps WHO should
coordinate centrally all financial and other resources outside the regular budget, to ensure
that they were used according to the Organization's priorities, and particularly for the
solution of the unsolved problems of the developing countries. It might be possible for the
Organization, like UNDP, to use resources available in national currencies rather than make
cuts in its programme as a measure of financial stringency. Something could also be achieved
by more direct focusing of programmes on the targets to be achieved within a predetermined
time schedule.

The Organization's founders could not have known that the currencies of the capitalist

countries were likely to fluctuate. It was now apparent that such fluctuation not only did
not contribute to the Organization's goals but was profitable to certain interests, to the

arms trade for instance. The fluctuations might, of course, turn on occasion to the advantage
of WHO. His delegation would abstain from voting on the budget.

Dr CUMMING (Australia) said that he realized that the problems facing the Organization
were largely the result of currency fluctuations beyond its control, and congratulated the
Director -General on the measures taken or proposed to reduce the adverse effects of such fluc-
tuations on the budget. His delegation was, of course, concerned about the increase in the
1979 budget and the fact that such increase was to be met by raising the assessments of Member
States at a time when many of them were faced with economic problems of their own and were
therefore reducing their expenditure at national level.

However, in view of the fact that the Australian delegation had been very impressed over
the years by the efficient management of both the programme and the budget of the Organization,
and since it was confident the Director -General would do everything in his power to effect
economies wherever possible, it would support the proposed working budget of $ 182 730 000 for
1979 and vote in favour of the revised Appropriation Resolution. It would also support the
amendment proposed by the delegates of the United Kingdom and the Federal Republic of Germany.

Dr CABRAL (Mozambique) thought that Member States should accept the revised Appropriation
Resolution. However, in view of the adverse effects of currency fluctuations on WHO's budget
for 1978 and the likelihood that such fluctuations would continue in the coming years, the
Swiss Government should be asked to make special currency exchange arrangements for some or all
of the United Nations agencies, failing which WHO would be compelled to reduce its technical
cooperation programmes and regional allocations. Moreover, the Director -General should

continue to make all possible savings at headquarters, in accordance with resolution WHA29.48,
since currency fluctuations particularly affected headquarters expenditure. His delegation
would welcome a brief explanation from the Executive Board of the increase of approximately
21.6% over 1978 in Appropriation section 8 (General service and support programmes), since
such an increase appeared to be contrary to the spirit of Health Assembly resolutions.

Professor SENAULT (France) said that the French delegation would support the revised
Appropriation Resolution and vote in favour of the revised budget for the financial year 1978.
It would also support the amendment to the Appropriation Resolution proposed by the Federal
Republic of Germany and the United Kingdom.

Professor JAKOVLJEVIC (Yugoslavia) said his delegation fully agreed with the statement
of the United Kingdom delegate supporting the Director -General's plans for economy,
since those plans would make a real contribution to the implementation of resolution WHA29.48.
The Yugoslav delegation would vote in favour of the revised Appropriation Resolution.

Dr VALLADARES (Venezuela) said his delegation much appreciated the way in which the
Director -General, the Secretariat and the Executive Board and its Chairman had presented the
various alternatives in respect of the budget. It wished to point out that the second increase

in the budget - $ 610 000 to maintain the status quo in respect of verbatim and summary
records - was not in fact an increase but merely the inclusion of an amount subtracted from the
budget in the hope that the Health Assembly would support that subtraction. It was interesting
to note that if that $ 610 000 had remained in the original budget, the increase would have
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amounted to $ 9 910 000 rather than $ 10 520 000, i.e. the percentage increase would have been
only 5.78% instead of 6 %.

The Venezuelan delegation would vote in favour of the proposed budget.

Dr Z. M. DLAMINI (Swaziland) noted that, as a result of currency fluctuations and other
cost increases, approximately $ 70 000 000 had, as it were, gone down the drain in the seven
years since 1971. However, although the increase in the budget was alarming, it was minimal
compared with that of other international organizations. He appealed to Member States to pay
their contributions early, so that the Organization could earn interest to put towards casual
income; and to contribute in so far as they could afford to do so to the Voluntary Fund for
Health Promotion, so as to ensure the carrying out of programmes that would otherwise be
affected by cuts. The Executive Board should organize - possibly in collaboration with other
United Nations agencies - a study of ways and means of minimizing cost increases due to
currency fluctuations. The Swaziland delegation would support both the revised Appropriation
Resolution and the amendment proposed by the Federal Republic of Germany and the United
Kingdom.

Dr MOULA YE (Mauritania) said that his delegation approved of the proposed budget for 1979

and would vote in favour of the revised Appropriation Resolution. However, it was seriously
concerned about the financial situation facing the Organization as a result of currency
fluctuations and shocked to learn that it had lost some $ 70 000 000 since 1971. In view of
the fact that, two years ago, resolution WHA29.48 had requested the Director -General to make
all possible savings, but that approximately $ 10 000 000 was lost every year, he hoped that the
Assembly would instruct the Director -General to organize an in -depth study of that serious
problem at the next World Health Assembly, so that means could be found of reducing the enormous
annual deficit.

Mr FERAA (Morocco) said that his delegation had carefully studied the summary records of
the Board and the documents on the budget. With the increased emphasis on technical
cooperation, the Organization's budget was increasing annually; however, the currency
fluctuations, which were beyond the Organization's control, were reducing its efficiency.
The Moroccan delegation welcomed the effective measures taken by the Director -General to reduce
the negative impact of those fluctuations on WHO's programme, but was not in favour of raising
contributions, since it would be difficult to persuade governments to approve increased
appropriations. It therefore appealed for five -year financial projections to enable the
Director -General to plan ahead, and for a review of the Organization's ongoing programmes to
avoid overlap with other organizations and the resulting wastage of resources. The Moroccan

delegation would vote in favour of the revised Appropriation Resolution.

Dr DE CAIRES (United States of America) endorsed the evaluation made by the United Kingdom
delegate, sharing his concern and accepting his conclusions. The United States would therefore
support the revised Appropriation Resolution and the amendment proposed by the Federal Republic
of Germany and the United Kingdom.

Professor ORHA (Romania) said that, since his delegation had always been convinced of the
importance of the discussions on WHO's budget policy, it had always studied the information
presented in the relevant documents with the utmost attention.

At first glance, the annual increase in WHO's budget could be regarded as the normal
result of the constant sound and rational development of the Organization's activities, foremost
among which was the protection of health of the population of the developing countries.
Convinced that it was both necessary and useful, Romania had always supported and would continue
to support such development. However, it noted with anxiety that the ever larger increases in
the Organization's budget were mainly due to continuing inflation. The Romanian delegation

urged measures to reduce and rationalize in particular administrative costs at headquarters
and in the regional offices, and to promote the concentration of funds, both budgetary and
voluntary, on the public health problems of developing countries, and the stabilization of
WHO's regular budget.

i
Dr KLIVAROVA (Czechoslovakia) said that her delegation had repeatedly advocated stabiliza-

tion of the budget. It understood the difficulties resulting from currency fluctuations and
inflation, and supported both the measures to cut administrative costs proposed in the budget
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and the suggestions made by various delegations, including that of the USSR, that the national
currencies of Member States be used.

WHO's headquarters was in a country with a very high cost of living and that, together
with currency fluctuations, had had an extremely adverse effect on its financial situation.
Would it not be possible to persuade the Swiss Government to grant WHO certain privileges with
regard to the dollar /Swiss franc exchange rate? Czechoslovakia had always fulfilled its
financial obligations to the Organization, and would continue to do so, but it could not
support the budget level for 1979 and would therefore abstain in the vote on the Appropriation
Resolution.

Dr MUREMYANGANGO (Rwanda) realized that during the financial year 1977 the Director -
General had had the difficult task of making savings, devoting a large part of the
Organization's resources to technical cooperation programmes, and coping with the decline in
the value of the United States dollar in relation to the Swiss franc. It was understandable
that he proposed the use of casual income to finance the budget. On the strength of the
assurances given by the Director -General and the Executive Board that cuts would be made in
the event of increasing inflation in 1979, Rwanda was prepared to pay its contribution and
invited other Member States to do likewise, so as to avoid any decrease in programmes to
benefit developing countries. Since the Director -General had shown sound judgement in his
management of the Organization, he deserved the support and cooperation of Member States.
The Rwandan delegation would therefore support the revised Appropriation Resolution.

Dr SMITH (Nigeria) said that his delegation was satisfied with the progress of technical
cooperation between WHO and Member States. It would vote in favour of the budget proposed by
the Director -General for the reasons outlined in the documents and because of the prompt and
effective manner in which he was implementing resolution WHA29.48. However, it appealed to
the Organization to find additional ways of minimizing the financial loss arising from
currency fluctuations.

Mr KANEDA (Japan) welcomed the Director -General's determination to make the best possible
use of the Organization's limited resources and to effect savings wherever possible,
particularly with a view to reducing the adverse effects of currency fluctuations. The

Japanese delegation would vote in favour of the revised Appropriation Resolution.

Dr MORKAS (Iraq) said that his delegation approved the proposed budget for 1979 and
hoped that WHO would continue to assist and provide services to the developing countries.

Professor CAYOLLA DA MOTTA (Portugal) proposed that the debate be closed, since the
Committee already knew what the results of the vote would be.

The SECRETARY read out Rule 63 of the Rules of Procedure, governing a motion for closure

of debate.

Decision: The motion for closure of debate was adopted by 110 votes to none, with
2 abstentions.

The CHAIRMAN put to the vote (1) the textual amendment to section C of the revised
Appropriation Resolution proposed by the delegations of the Federal Republic of Germany and
the United Kingdom, and (2) the revised Appropriation Resolution itself.

Decision:

(1) The textual amendment to section C of the Appropriation Resolution was adopted.
(2) The revised Appropriation Resolution was approved by 103 votes to none, with 7

abstentions.1

The DIRECTOR- GENERAL expressed the hope that there would be no misgivings among delegates
who had expected the Secretariat to answer their questions before they voted. Had the

Secretariat done so, and its replies not given satisfaction, an embarrassing situation might
have resulted. On previous occasions, delegates had not taken kindly to the Secretariat's

1 Transmitted to the Health Assembly in the Committee's second report and adopted as

resolution WHA31.22.
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providing information after a motion for closure of the debate had been approved. Neverthe-
less, he proposed to answer some of the main questions raised.

The strategy for the implementation of resolution WHA29.48 would not be impeded by the
problems facing WHO. In theory, further economies could be used to reinforce the application
of the resolution, and he would in no way resort to slowing down its application. He had
always appealed for the guidance of the Health Assembly with regard to the future growth of
the budget, and would continue to do so. The allocation of resources among regions had been
debated by the Executive Board for a second time, but the Board had not been able to give him
further guidance apart from endorsing his pragmatic approach of taking into account levels of
development, the needs of the newly emerging countries, and of those with specific difficulties.
There were therefore certain difficulties in allocating resources among regions, including the

allocation of the $ 42 million that would be released by the application of resolution WHA29.48

over the next years. The Board had been kept fully informed on that point. Certain regions
were at present studying resource allocation, including allocation among countries, and it was
hoped that on the basis of the additional information gathered, the Board could again look
into the whole question of resource allocation among regions and give him guidance on this
matter.

The problem of the value of the dollar in relation to the Swiss franc would be brought to
the attention of the Programme Committee of the Executive Board in November 1978, when such
matters as the basket of currencies and the possibility of arriving at a political agreement
with the Host Government in regard to a certain stability of exchange rates would be discussed
in the light of the information that the Secretariat would have collected by that time.

With regard to the appeals made to the Director -General for further economies, he said
that he had scraped the barrel in 1978 and would do so again the following year.

Mr FURTH (Assistant Director -General), replying to the specific question raised by the
delegate of Mozambique, drew attention to page 179 of Official Records No. 245, which gave a
comparison of the revised budget for 1978 and that proposed for 1979, showing the increases
with percentages by appropriation section. The increase for 1979 over 1978 under
Appropriation Section 8 (General service and support programmes) was only 0.76 %, which was
somewhat smaller than the increases in certain other sections - e.g., disease prevention and
control or health manpower development. The real question was why such a substantial
proportion - nearly $ 3 million - of the additional requirements for 1979, i.e., $ 6.6 million,
was needed for Section 8. The answer was that Section 8 was the only one in the programme
budget that covered activities entirely carried out at headquarters. Consequently it was the
section most affected by the rise of the Swiss franc in relation to the dollar.

Dr FERNANDES (Angola), explaining his vote, said that, despite the support that it had
given to the resolution, his delegation was still concerned at the adverse effects of the
monetary situation on the programme budget.

Dr VIOLAKI - PARASKEVA (representative of the Executive Board) said that the critical
comments made by the various delegates had been very constructive. The Director -General was
to be commended on cutting the Organization's cake in an equitable and conservative manner.

The CHAIRMAN said that item 2.2 remained open for discussion, and the Secretariat would be
distributing a draft resolution to the Committee for its consideration. (See summary record

of the tenth meeting, section 1.)

2. TENTATIVE BUDGETARY PROJECTIONS FOR THE BIENNIUM 1980 -1981 Agenda, 2.3

The CHAIRMAN drew attention to the draft resolution contained in resolution EB61.R18 and
pointed out that the tentative budgetary projections) provided an indicative trend and were
not intended to commit or to limit the level of the regular budget eventually to be recommended
by the Executive Board and approved by the Health Assembly.

Introducing the item, Dr VIOLAKI - PARASKEVA (representative of the Executive Board) said
that the Board, at its sixty -first session, had reviewed the tentative budgetary projections for
the biennium 1980 -1981, on the basis of the reports of the Director -General and of the Board's

1 WHO Official Records, No. 244, 1978, Annex 5.
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Programme Committee. The fact that those budgetary projections had been considered by the

Board and were now before Committee A of the Health Assembly was particularly important, for
it marked the first time in WHO's history that the policy organs of the Organization had been
involved in planning the programme budget level at such an early stage. Complex financial

issues would influence the determination of the regular budget level for 1980 -1981, and it was
only fitting that the Board and Health Assembly should be made aware of the issues involved
and should take part in determining the future growth of the WHO programme budget.

The Board had advised the Director -General with regard to the appropriate level of the
regular budget for 1980 -1981 and the factors to be taken into account in planning the future

growth of the regular budget. In reviewing recent trends, the Board had noted that WHO had

one of the lowest budgetary growth rates in the United Nations system, and that most of the
growth in recent WHO budgets had been due to cost increases rather than to programme growth in

real terms. A leading cause of such cost increases had been the continuing decline in the

value of the US dollar in relation to the Swiss franc.
The Board considered that the relationship between the growth of the WHO budget and

various economic factors in Member States, such as increases in the gross national product or
in consumer prices, should be taken into account, but that there was no fixed mathematical
relationship between such factors and the desirable rate of growth of the WHO budget. The

most important issue was whether that budget was sufficient to enable WHO to carry out its

constitutional role and its programme of work. The Board felt that, for 1980 -1981, a refl

growth rate of 2% per annum, or 4% for the biennium, appeared to be a reasonable rate of
growth for the WHO regular budget. It had therefore adopted resolution EB61.R18, which

contained a draft resolution for adoption by the Health Assembly.l

Professor SULIANTI SAROSO (Indonesia) said that, since countries' needs were very great,
an increase of 2% would not be sufficient. However, in view of the average increases in
per capita gross national product shown on page 71 of Official Records No. 244, it would not
be sound to have a larger increase. Since the projected budget would be insufficient, it
would be necessary to apply to resource allocation for the various programmes the same criteria
as countries had been advised to apply in their country health programming. She drew attention
to the resolution adopted by the Regional Committee for South -East Asia, to the effect that
the allocation of resources should take into account real needs, not merely historical factors.

Dr ORLOV (Union of Soviet Socialist Republics) said that, for reasons given by his delega-
tion during the discussion of the previous item, he was unable to support the draft resolution.

Mr ARMENTO (Italy) said that, when the draft resolution contained in EB61.R18 was put to
the vote, his delegation would abstain.

His country had instituted a strict policy of austerity which had enabled the inflation
rate to be practically halved since 1976. In 1978, the national budget provided for an
increase of 10% in monetary terms, which corresponded to a reduction in real terms. In the
light of the views expressed by various international organizations, especially the monetary
organizations, and in view of the report of the United Nations Administrative Committee on

Coordination dated 14 July 1977,2 which showed the amounts budgeted for the health activities
of the United Nations and its specialized agencies, he believed that those programmes should
be coordinated to reflect the appeals for economies made by various Member States, including
his own country. It should be possible to save on the costs of administration, especially
staff, so as to allow a greater utilization of the resources thus economized for Member States,
particularly the developing countries. Until concrete proof of the harmonization of health
programmes in that respect was forthcoming, his delegation would feel obliged to take a
negative attitude.

Mr WIRTH (Federal Republic of Germany) said that most national budgetary planning
processes included, in addition to the yearly budget, mid -term budgetary projections to show

governments the financial framework for carrying out programmes in the coming years. The

introduction of that principle in WHO's planning process was a great step forward, since it

intensified the dialogue between the Secretariat and Member States: the Member States that

1 WHO Official Records, No. 244, 1978, p. 12.

2 Document E/6012.
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financed the regular budget of WHO would have some guidance in budgeting for their contri-
butions, and would have the assurance that budgetary increases in WHO would remain within
reasonable limits, while the Director -General would be in a position to plan more carefully and
realistically the activities decided by the Health Assembly and to set priorities within the

limited budget level.
As regards the tentative growth rate proposed for 1980 -1981, it might be argued - as the

delegate of Indonesia had said - that a real budgetary increase of up to 2% per annum was
insufficient to carry out the policy required by WHO's Constitution and the Health Assembly.
On the other hand, increased costs needed to be added to the proposed real increase. Thus the
total increase in the contributions of Member States, most of which had economic and budgetary

constraints, would be considerably higher. Furthermore, WHO's reorientation towards technical
cooperation, which his country fully supported, would substantially increase the resources
to meet the Organization's aim of "Health for all by the year 2000 ".

The proposed resolution, provided it was applied flexibly, was an acceptable compromise

for his delegation.

Professor HALTER (Belgium) said that WHO was the United Nations specialized agency with

the healthiest and most realistic financial management. He himself had defended, at previous
Health Assemblies, the considerable increases in WHO's budget because his Government had had
the necessary funds at its disposal. However, Belgium - like so many other countries - was
facing a grave economic crisis and drastic economies were envisaged in order to balance the

national budget. For the first time since he had been attending the Health Assembly, he found
himself obliged to ask the Director -General to make every effort to achieve zero growth of the
budget in real terms. Though he had not disputed the budget proposals already voted, he
could not support the resolution proposing a 2% increase for 1980 -1981. That did not mean

that his country had lost interest in the activities of WHO: even though the contribution of
Belgium to the Organization's regular budget was being carefully examined in the political
circles of his country, every effort would be made to continue mobilizing voluntary funds for

specific projects.

While the Belgian delegation could not support the draft resolution proposing a 2%
increase, it was ready to associate itself with any other draft resolution that attempted
to inflect the budgetary growth curve in real terms and achieve zero growth.

Professor SENAULT (France) said that, although the real growth of programmes was difficult
to calculate - bordering in fact on science fiction - his delegation was prepared to support
the draft resolution. However, it considered the increase of 2% in real terms as a maximum.

Dr CABRAL (Mozambique) said that the Director -General's report on the subject (Official
Records No. 244, page 61) represented an improvement in financial and administrative
programming and would facilitate the reorientation of WHO's activities towards increased social
relevance, in line with resolutions WHA29.48 and WHA30.30. On the basis of that report, it was
necessary to make a clear distinction between a real increase in the regular programme budget
and the cost increases resulting largely from inflation and currency fluctuations. Recent
trends in the level of the regular budget were a cause for concern in that cost increases
accounted for the largest part of the total budget increase, rather than a real increase
Leading to expanded technical cooperation and to new activities. Such a real increase in the
budget needed to be guaranteed in future, so as to ensure the expansion necessary to fulfil
the fundamental goals already defined. Though it was desirable that WHO's budget should keep
pace with the increasing economic achievements of Member States, the proposed 2% real increase
was a minimum below which no significant change in the health status of the world could be
achieved. The allocation of resources in accordance with the needs of the various regions
and countries was the only way of achieving justice in matters of health. The allocation of
increases in the total available resources should follow the same criteria.

His delegation fully appreciated the fact that that was the first time the deliberative
organs of WHO were participating in the process of budget programming at such an early stage.
He supported the draft resolution contained in EB61.R18.

Professor REID (United Kingdom of Great Britain and Northern Ireland) said that the projected

increase in real terms had been discussed by Committee A in 1977. The Executive Board
had subsequently studied the trend of increases in the past, and the factors that might
determine them in the future. The data given in Annex 5 to Official Records No. 244 were
very helpful in that respect. Though there could be no perfect measure for the real increase
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that should be approved, he believed that the Board had reached a sound compromise: the

recommended increase of 2% per annum, or 4% for the biennium, would allow WHO to carry out its

most important programmes at a cost in contributions that his own country, as a Member State,

could afford, and would permit continuing emphasis on regional developments in technical
cooperation, which would be at a substantially higher rate of growth. His delegation welcomed

that approach and therefore supported the draft resolution.

Dr SANKARAN (India) said that the system of biennial budgeting enabled Member States to
know the allocations to various sectors of health care well ahead of time and to plan

accordingly - as India had already done with the help of the Regional Director. The needs

of the South -East Asia Region had been taken into consideration, and it was hoped that the
projected increase of 24.27% in the Region's allocation - the highest increase among all the

regions - would be maintained. His Government therefore supported the draft resolution

contained in resolution EB61.R18.

Dr CUMMING (Australia) said that his delegation, like others, had appreciated the value

of early consultation with the Secretariat. The proposed increase of up to 2% was a

realistic compromise taking into account the undoubted health needs but also the economic

problems of Member States. It was not necessary to have constant budgetary growth in order

to increase technical cooperation programmes. The Director -General had already demonstrated

that by the way in which he had implemented resolution WHA29.48 and had, within the same
budgetary framework, liberated a large sum for use in technical cooperation. He therefore

supported the draft resolution.

Mr VAN NOUHUYS (Netherlands) said that attempts were being made, within the United
Nations system, to develop better tools for budgeting. WHO was in the forefront in that
respect. Member States also were trying to develop better ways of weighing plans and
programmes against financial resources. One of the most promising developments in the United
Nations and the specialized agencies was a coherent system of medium -term planning, which might
well turn out to be the missing link between the long -term objectives of the United Nations
system and biennial programme budgets. In WHO, the tools had been developed but, regardless
of the mechanisms, it would always be a question of weighing possibilities and instituting a

dialogue. Many countries were facing difficult financial and economic situations and the
maximum should be achieved with the minimum means. Financial considerations, however, were
not paramount. Judging by the Director -General's statements at the Health Assembly and
Executive Board, it was clear that WHO was aware of the possibilities. The Secretariat had
shown that it could put itself on the side of Member States and so understand their
difficulties. It would be only logical and just if the Member States tried to put themselves
in the Director -General's place, see his plans and visions, and look with him at the impact
and content of his programmes.

Since the Executive Board and its Programme Committee had been involved in the process of
programme planning at a much earlier stage, the draft resolution proposed by the Board had
perhaps been taken on the basis of a less- than -perfect dialogue. While recognizing that fact,
his delegation believed that the proposed increase in real terms of 2% per annum for the
period 1980 -1981 was reasonable, especially if it could be implemented flexibly. Unlike
other delegations, who had been concerned chiefly with operative paragraph 1 of the draft
resolution and the justification or otherwise of the percentage figure included in it, he
believed that operative paragraph 2 should provide the main guidance. He therefore supported
the principle contained in that paragraph. In so far as it had been worked out for the
biennium 1980 -1981, he could also support the first paragraph, in combination with the second.

Professor SPIES (German Democratic Republic) said that several of the participants in
the Programme Committee of the Executive Board had considered an increase of 2% to be
acceptable, whereas others had thought it should be a maximum. During the discussions in
Committee A, others again had said that 2% was insufficient. It was difficult to reconcile
those views. The delegate of the Netherlands had suggested a way out of the dilemma, with
which he largely agreed. He himself had suggested at previous discussions that one way of
solving the problem of financial management was to concentrate on programmes with
well- defined targets for which funds were available and time -limits had been set. That

approach was in line with operative paragraph 2 of the draft resolution. WHO needed to

look into the future if it was to steer the ship effectively. He proposed that the order

of the two operative paragraphs should be inverted, since the second was the more important.
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Alternatively, the present paragraph 1 might be omitted altogether or only mention that
financial budgeting should be, at any phase of development, the object of close dialogue
between the Secretariat and the Organization as a whole. He was not prepared to support

the draft resolution as it stood.

The CHAIRMAN asked Professor Spies to submit his proposal for amendment of the resolution
in writing.

Professor DOGRAMACI (Turkey) said that his country was undergoing fast development and
facing economic difficulties. He appreciated WHO's role in cooperating with countries to
achieve the goal set for the year 2000, and that funds were needed for that purpose. He

therefore supported the proposal for a 2% annual increase in real terms. The two operative
paragraphs complemented each other and their sequence was of little importance. The Turkish

delegation therefore supported the draft resolution.

Dr MORK (Norway) said that in view of the statement in the second preambular paragraph
of resolution EB61.R18 that the tentative projections did not commit or limit the level of
the regular budget eventually to be approved by the Health Assembly, that Assembly was
invited only to give guidance on the level of the 1980 -1981 regular budget which would be
discussed by the Thirty- second Health Assembly. He agreed with the statement made by the

United Kingdom delegation. In 1979, when the Health Assembly had the Director -General's

proposals before it, the budget would have to be considered against the background of the
Organization's economic situation and its programmes as well as the economic situation in

Member States. The five Nordic countries - Denmark, Finland, Iceland, Norway and Sweden -
would vote for the draft resolution contained in resolution EB61.R18.

The DIRECTOR- GENERAL, replying to the point made by the delegate of Italy, said that
there was obviously no area in WHO that could not do with some improvement, but he appealed
to the delegate of Italy to consider the efforts made by WHO to play a progressive role in
coordinating all the inputs into health. Consultation with UNICEF, UNDP, UNFPA, WFP, the
World Bank, and the regional banks would reveal a remarkable degree of dialogue between those

agencies. WHO had been accused of being too aggressive in trying to harmonize those inputs
with the ones decided by the Health Assembly. There might be some overlaps between ILO and
WHO for example as regards the health of workers, or between FAO and WHO as regards nutritional
policies - but efforts were being made to minimize such overlaps, which were marginal compared

with the coordination that was going on. When the same degree of success could be achieved
with bilateral cooperation, WHO's Member States would be infinitely better off. He there-

fore committed the Organization to continue its aggressive coordinating functions.

The CHAIRMAN proposed that the Committee vote on the draft resolution since no formal

amendment had been received.

Decision: The draft resolution recommended by the Executive Board in resolution EB61.R18

was approved by 89 votes to 5, with 4 abstentions.'

The CHAIRMAN announced that he had to return to his country. He therefore took leave
of the Committee and thanked its members for their cooperation.

The meeting rose at 17h40.

Transmitted to the Health Assembly in the Committee's second report and adopted as
resolution WHA31.23.
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Chairman: Dr N. N. MASHALABA (Botswana)

1. SECOND REPORT OF COMMITTEE A

Dr VALLE (Bolivia), Rapporteur, read out the Committee's draft second report.

Decision: The report was adopted (see page 728).

2. MEDIUM -TERM PROGRAMME FOR HEALTH MANPOWER DEVELOPMENT Agenda, 2.6.7

Dr CASSELMAN (representative of the Executive Board), introducing the item, said that the

Health Assembly was now concerned with the application of the process of medium -term program-

ming to specific WHO programmes, while bearing in mind the directions provided by the Sixth

General Programme of Work. Its application to the medium -term programme for health manpower

development was made in the Director -General's report, which contained the global programme

in an annex.' Copies of the regional medium -term programmes for health manpower development

and of the medium -term programme for research in health manpower development were available

for inspection in the meeting room.
The Executive Board had considered the medium -term programme for health manpower develop-

ment at its sixty -first session, on the basis of a report by the Director -General describing

the process by which it had been developed, a report by its Programme Committee, and accounts

of medium -term programming in health manpower development at the global, regional and, in

certain cases, national levels that stressed how linkages could be achieved between national,

regional and global coordinating mechanisms.
Health manpower development was the first major programme area, as defined in the Sixth

General Programme of Work, for which a complete medium -term programme had been prepared. Its

formulation had necessarily been lengthy, taking three years, and had involved a series of

consultations with national authorities, experts from different disciplines and representatives

of other service sectors, and WHO staff drawn from all parts of the Organization. It had,

moreover, necessitated rethinking every aspect of the former health manpower development

programme and had led to a completely new orientation, guided by the Executive Board document

relating to technical cooperation (Official Records No. 238, pages 181 -209) and endorsed by
the Health Assembly in resolution WHA29.72. The Committee might wish to consider the manner

in which the medium -term programme reflected the policies established by the Twenty -ninth

World Health Assembly.

The Board had been impressed by the quality of the resulting overall medium -term
programme for health manpower development and had recognized that it could serve as a model
for medium -term programming in other major programme areas. It had further noted that the
medium -term programme could provide a basis for technical cooperation not only between Member
States and WHO but also between Member States themselves. It had been evident to the Board
that the new well- integrated medium -term programming was directed towards the achievement of

well- defined country targets and had been the result of close teamwork at all levels within
the Organization and the national health authorities. Such teamwork would have to be con-
tinued, on the basis of appropriate organizational mechanisms, so as to ensure that the
programme could be assessed and adjusted as necessary. Examples of the participation of the

1 Document A31/18, Annex.
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regions in the development of the medium -term programme had been noted, as well as the fact
that a number of countries had been able, at the country level, to develop medium -term
programmes in health manpower development that had already been integrated into the overall
programme.

He drew attention to resolution EB61.R27 and emphasized that, while the report could be
regarded, in the context of the present discussion, as an example of the application of medium -
term programming, the programme for health manpower development was a very real medium -term
one already in operation throughout the Organization.

Dr MAFIAMBA (United Republic of Cameroon) said that the report accurately reflected the
existing difficulties in health manpower development, at least as far as the African Region
was concerned. In spite of all the sacrifices made by governments, health personnel was
insufficient; there was a shortage of qualified national teachers and of teaching materials,
and a certain amount of resistance by teachers to the system of integrated multidisciplinary
training. Contrary to what was stated in the report, not all the regional health manpower
teacher training centres had developed as they should, in spite of the efforts being made by
WHO. There was a need, in view of the resistance to which he had referred, to review the
methodology for teacher training in health sciences.

The question of the funds necessary for planning health manpower development also called
for attention. It had become apparent in his country that the salaries of personnel accounted
for a very high percentage of the health budget and prevented the necessary resources from
being made available for technical equipment and improvement of the quality of the services
available to the population. Accordingly, the setting up of new training centres for health
personnel had been stopped for the time being by the authorities. It was necessary to improve
the existing services and lay increasing emphasis on the training of basic auxiliary personnel
to provide primary health care to rural and peri -urban areas. WHO should play an increasingly
active role in helping national institutions in developing countries by supplying them with
appropriate teaching materials which they urgently needed.

His delegation considered that the matter should be kept under permanent review, and for
that reason supported resolution EB61.R27.

Dr CUMMING (Australia) believed that the aspects of the programme that called for parti-
cular emphasis were the linkage of health manpower development with health needs and therefore
with country health programming and the insistence on the selection of health workers so as to
involve active community participation. Many countries, both developed and developing, had
been stimulated thereby to assess their own needs with regard to health manpower more clearly
and to reflect on the decisions required if their health manpower programmes were to be estab-
lished on the basis of the health needs of their populations. The answers would not be easy,
but facing the problem represented a big step forward.

Particular stress should be placed on the need to develop or strengthen the links
between the production and use of health manpower. WHO was particularly suited to playing an
active role in meeting that need, through recommendations to governments and through its
coordinators, and it should seek to increase awareness of the importance of such an objective.

The medium -term programme in health manpower development could play a useful and produc-
tive role at the country level by assisting in the rationalization of programmes of technical
cooperation, both multilateral and bilateral. It was evident that auxiliary health workers
would have to be produced in greater number and trained under conditions appropriate to their
particular country. The problem, however, lay in convincing already established health
professionals, and indeed the population of the country as a whole, to accept such auxiliary
personnel as the first point of contact. WHO could set the pace in that field and, from its
neutral and apolitical standpoint, play a dynamic role in convincing governments and peoples
of the urgent need for such auxiliary personnel and for the multidisciplinary team approach to
the delivery of health care. That should be seen not as a threat but as a challenge to the
established medical profession, giving its members an opportunity to spread their skill and

experience over a larger section of the population. In order to do that effectively, there

was a need for the medical profession to acquire new skills in such fields as group dynamics.
The programme starting in 1978 was good as it stood but he would welcome further clari-

fication as to future trends. He had some doubts as to what was being achieved when he saw
the target set. That was only a very minor criticism as the document was an excellent one.
Indeed, the Health Assembly should adopt a resolution suitably adapted from resolution EB61.R27,
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since health manpower development was the first major area in which medium-term programming had
become a reality. He would be glad to assist the Rapporteur in preparing a draft resolution,
if requested to do so.

Professor JAKOVLJEVIC (Yugoslavia) considered that the excellent medium -term programme
for health manpower development reflected the new focus, principles and strategies endorsed
by the Health Assembly. The sound philosophy underlying the programme was that health
services had to be planned and developed to meet the health needs of the whole population, and
that health manpower itself should reflect the requirements of those services. The programme
also took due account of the objectives embodied in the Sixth General Programme of Work. It

was particularly gratifying that the first medium -term programme relating to a major WHO
programme area should be one entirely oriented towards technical cooperation with Member States
and aimed at facilitating the achievement of clearly defined national targets with a measurable
impact and national self -reliance as an ultimate objective.

The implementation of the medium -term programme would mean a complete reorientation of

the Organization's programme in that sphere. More important, it would also involve and
stimulate radical changes within Member States. He had noted with satisfaction that the
programme, which had previously been oriented basically towards quantitative aspects and
high academic standards in the field of medical and nursing education, was now concerned with
both the quantitative and the qualitative problems of all elements of the health manpower
development process, i.e., planning, production and management. The criterion for quality
was well- defined, namely, relevance to the health needs and demands of the people, and all
categories of health personnel were involved, particularly primary health care and auxiliary

personnel. The programme now emerged as a comprehensive long -term programme, with clear
objectives and targets relevant to the needs of Member States.

His delegation was prepared to cooperate fully in the implementation of the programme,
and was pleased to see that the Director -General had already taken steps to secure cooperation

with Member States. He hoped that the programme could be published in some appropriate form.
He would also welcome a resolution endorsing the programme and requesting the establishment
of appropriate monitoring mechanisms to ensure its effective implementation and continuing
adjustment so that it could best meet the ever - changing health situation and needs of the

people.

Dr SANKARAN (India) said that much of his country's health manpower development over
recent years had been detailed in the presentation on country health programming. His

Government had made efforts to strengthen health manpower development within the national
health plans of the past several years, concentrating primarily on medical and paramedical

education.
The number of physicians produced yearly in India was 12 500, and a total of approximately

190 000 physicians were registered at present. The loss of personnel, through emigration
and through contractual service obligations to many developing countries, amounted to about
25 000 doctors, or approximately 12% of the national register. Dentists numbered barely

5700. Out of an intake of 31 140 nurses annually, the output was only 9500, the dropout

rate being 66 %. The total number of nurses registered was 98 000, which meant that there

was an acute shortage of that category. Auxiliary nurses and midwives numbered about 9000,

with a loss rate of less than 1 %. Health visitors numbered about 7800 and pharmacists

51 000. It was apparent from those figures that the doctor population ratio was far from
satisfactory in most states and deplorable in rural areas, the "brain drain" being from rural

to urban areas. There had been a disproportionate lack of development in training paramedical
personnel, who were an integral part of hospitals and the health infrastructure generally.

Any medium -term programming should accordingly be adapted to the individual needs of
countries and be such as to correct the inequitable distribution of personnel within a country.
It might be desirable to institute a compulsory period of service in the rural areas for
persons who had been trained in health work at considerable cost to the national budget;
that would contribute to the formation of a basic health infrastructure in the rural areas.
In his own country at least, considerable stress had in the past been laid on postgraduate
courses in clinical subjects, resulting in a gross maldistribution of doctors; but the

situation was now being reviewed.
Medium -term programming of health manpower development would accordingly be of significant

value to India, given the situation he had just described, and his delegation would accordingly

endorse resolution EB61.R27.
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Professor HALTER (Belgium) said that it was gratifying to see the high quality of the
programme established on health manpower development, which was a basic problem at present
when many countries were in the process of drawing up plans for developing their health
services and when WHO had set itself the aim of "Health for all by the year 2000 ". Health
manpower development posed a problem for the developed countries that was as great as, or even
greater than, that facing the developing countries because of the legacy they had inherited
in the form of the empirical training of health personnel in the absence of any real manpower
planning and the pressures of the system of supply and demand, which had led to uneven
distribution between the various specialties. That was so in his own country, where questions
of social security payments and of prestige had further complicated the position with regard
to the availability of various categories of health personnel. WHO could play a valuable role
if it assisted in establishing some sort of system whereby surplus health staff in a particular
country could serve as cadres in countries where they were needed to train national health
personnel. Accordingly, he hoped that WHO would keep a close watch on health manpower
development problems within the broader context of health planning.

In keeping with the suggestion by the delegate of Australia that a resolution by the
Health Assembly would strengthen the policy being followed by WHO, he suggested the following
text:

The Thirty -first World Health Assembly,

Having noted the report of the Director -General and resolution EB61.R27 on the
health manpower development programme,

1. CONGRATULATES, in its turn, the Director -General on the work accomplished;

2. EXPRESSES the hope that the programme will be pursued as speedily as possible;

3. INVITES countries to consider close collaboration with WHO in the interest of
the most rational possible utilization of health personnel;

4. REQUESTS the Director -General to report to the Executive Board and to the
World Health Assembly on the progress made in WHO and the Member States.

Dr TATOCENKO (Union of Soviet Socialist Republics) considered that health manpower
development was one of the most important aspects of WHO's work. The programme under
discussion was the logical and successful outcome of previous discussions at the Health
Assembly and, in particular, of resolution WHA24.59.

His delegation welcomed the emphasis on the basic principle of developing health manpower
within the framework of health services development as a whole (a principle that had proved
fully justified in practice in the USSR), the stress on meeting the needs of the developing
countries, and the importance given to the health team approach. Certain sections of the
programme inevitably duplicated to some extent activities carried out in other WHO programmes,
and every effort should be made during implementation to maintain a clear distinction between
functions. The elaboration of a medium -term programme was a continuing process; quantitative
indicators of targets should be included for evaluation purposes wherever possible, since
the health manpower development programme lent itself particularly well to quantitative
evaluation.

A useful form of technical cooperation would be to set up a bank of data on teaching
methods and curricula for various categories of health personnel, so that countries could
benefit from the experience of others and select any information that might assist them in
their training programmes. There was no need for the bank to be centralized; it might
be composed of a network of cooperating centres.

The USSR had acquired considerable experience in the training of various categories of
health workers, and a number of interregional seminars on the subject had been held in the
USSR under WHO auspices. It was prepared to continue its cooperation with WHO, possibly
by establishing a training demonstration centre and assisting in setting up a curricula bank.

Professor RENGER (German Democratic Republic) welcomed the programme on health manpower
development, which he considered of vital importance. In the German Democratic Republic, as
in other socialist countries, health manpower development was determined according to the
needs of the population for medical care. The development of health personnel was
undertaken on an integrated basis according to the priority tasks to be performed by the
health services. The total number employed in his country's health and social services had
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risen from 292 277 in 1960 to 450 000 in 1977. The main problem lay in the integration of

specialized care with primary care.
Speaking from experience in the German Democratic Republic, his delegation would

recommend that WHO should concentrate its attention mainly on promoting health manpower
development, particularly in the developing countries, attention being given first to primary

health care. Furthermore, a national health service should be built up in the developing
countries with health centres serviced by a team of physicians, nurses, social workers,

midwives and other paramedical personnel, for whom continuing training programmes should be

developed. Only by that method could medical care of the rural population, which amounted

to more than 80% of the total population in developing countries, be guaranteed.
His country was prepared to support a medium -term programme in health manpower

development, according to its possibilities, by conducting courses in the German Democratic
Republic on primary health care, by educating and training physicians and other medical
personnel, and by helping developing countries on the spot.

Professor PHILLIPS (Ghana) endorsed the basic principle of the report, especially the
part stressing that useful health activity should be undertaken at the most peripheral areas,
and he strongly supported the main objective of the integrated and coherent programme.

The emphasis placed on training, especially in- country training, and on the designing of
curricula to meet the needs of the developing countries was gratifying. It was to be hoped

that the undesirable migration of trained manpower would be discouraged thereby; in Ghana

there was evidence that that was probably so, at least as far as the medical profession was

concerned.
His delegation was pleased that auxiliary and community health workers were not

considered substitutes for the "classical" cadres of doctors and nurses, whose role, it was
recognized, would in fact increase in importance in the execution of the health manpower

development programme. Both types of workers were important.
One of the strongest points of the medium -term programme was that it had clearly

indicated many of the thought -provoking problems that had surfaced during the preparation of

the health manpower development papers.

In Ghana modest efforts were being made to apply the health manpower development
although certain problems had come to light in the process. For example, the health centre
superintendent did not appear to be the most suitable cadre for the fundamental primary
health care envisaged; he appeared best suited to urban or rural polyclinics, as the
original plan had recommended. A new type of primary health care worker was now required,
to operate among the peripheral units of population groups, consulting with them, advising
them, and promoting positive health by dealing, inter alia, with maternal and child health
and environmental sanitation. It was to be hoped that such workers would be trained to

recognize their limitations.
Since 1976 Ghana had made some progress in regard to the mutual recognition of

qualifications and diplomas. That progress was admittedly on a small scale and had thus far
been limited to medical practitioners. An examination of registrable qualifications, both
primary and specialist, had been taking place, and it was hoped that it would provide a basis
for comparisons with the qualifications and diplomas of other countries. Ongoing discussions
on schemes for postgraduate studies also implied the consideration of such matters, at least
in West Africa.

The trend of curriculum development in Ghana had been in the direction of strategies
designed to expose students of medicine to primary health care environments. His Government
hoped that such strategies would help to prevent undesirable migration from the country.

Professor TRAPERO BALLESTERO (United Nations Educational, Scientific and Cultural
Organization) referred to the various fields in which cooperation between UNESCO and WHO might

be given concrete expression. The first concerned joint efforts by both organizations to

promote the teaching of human rights at faculties of medicine and medical sciences, which had
taken the specific form of a survey of the subject carried out in cooperation with the
International Institute of Human Rights in Strasbourg, the results of which would be submitted
to the International Congress on the Teaching of Human Rights to be held in Vienna in

September 1978. The preparation of a joint WHO /UNESCO recommendation on the teaching of

human rights at faculties of medicine and social sciences provided scope for effective

cooperation.
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An additional field in which the two organizations could considerably expand their
cooperation was the medium -term programme for health manpower development. A mere comparison
of the objectives laid down in the documentation before the Committee with the educational
objectives established in UNESCO's draft programme and budget for 1979 -1980 was sufficient to
make clear the benefits that could be expected from cooperation between the two organizations.
If account was taken of the targets laid down in areas A.4 and A.5 of the programme before the
Committee - which related to the establishment of career development and continuing education
and the discouragement of undesirable migration of health personnel - the relevance of the
UNESCO project on the mobility of higher educational staff and the validation of studies and
qualifications would be immediately apparent. The UNESCO project was designed to ensure
that movements of students, teachers, research workers and professional personnel of all kinds
should be better balanced and better adjusted to the changing conditions of society and should,
at the same time, satisfy the requirements of international cooperation; it was designed to
promote a more complete evaluation of the training of individuals so that when they began or
continued their studies, took up a professional post, or changed their occupation, they could
do so in the manner best suited to the development requirements of the society of which they
formed part and to their own personal needs. UNESCO was in the process of elaborating, for
the benefit of those responsible for assessing educational attainments, new criteria for
measuring training appropriate to the circumstances, more complete information, and methods and
techniques whereby specific objectives could be attained. The project was also designed to
facilitate and expedite the incorporation of professional persons and students who had been
trained abroad in the economic and social life of their countries of origin, and thereby to
mitigate the brain drain.

It was expected that by the end of 1978 almost 100 countries would have officially
participated in the elaboration of conventions and agreements, prepared under the auspices of
UNESCO, on the validation of studies and qualifications. In fact, a convention for the
Latin American and Caribbean Region had been signed in 1974; it had come into force in 1975,
and some countries from outside the Region had acceded to it. A committee to arrange for the
implementation of the convention had already met, and some countries from the Region had
already adjusted their national legislation accordingly. A second convention between the
Arab States and the Mediterranean coastal States of Europe had been signed in 1976 and was
already in force. A further convention concerning the Arab States would probably be signed
by the end of 1978, and a fourth convention was due to be prepared in December 1978 for UNESCO's
European Region. That information might be of value to the Committee in its consideration of
the health manpower training programme.

Dr ZAPATERO VILLALONGA (Spain) said that the Health Assembly which had laid down valuable
guidelines in resolution WHA29.72, had helped remove some of the difficulties facing the task
of medium -term planning for health manpower development. There had been, and still was, a
general tendency to see all health problems in terms of the medical profession, although that
tendency had been rightfully criticized in recent times. In professional training there had
been, and still was, a marked tendency to copy foreign systems from more advanced countries.
Fortunately, that attitude was now changing, as was shown by the enthusiasm generated by the
International Conference on Primary Health Care.

His delegation was therefore pleased to note the continuing concern expressed in
the report with manpower training systems adjusted to actual health requirements and
with the organization of health teams. Nevertheless, even greater emphasis had to be
placed on the need to renew traditional systems, in view of the manifest lack of planned
and rational manpower training policies at the national level, in which the veiled or open
opposition of professional groups played a part.

Also noteworthy was the view that the universities were generally out of touch with

national realities. In that connexion the Regional Director for Africa had made the
impressive proposal that traditional descriptions such as "faculty of medicine" and
"school of nursing" should be replaced by a more generic and comprehensive term like
"health science institute ". The proposal would, of course, meet with resistance from
forces ensconced in their ivory towers.

His country had benefited from the progressive spirit of WHO through the medical
seminars it had organized. Fortunately, Spain was now in a position to hold such seminars
without recourse to the Organization, using national personnel.

The reform of the general health system recently undertaken in Spain also had elements
in common with what the draft programme before the Committee was advocating. A restructuring
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of the regulations on and qualifications of specialists had already been studied, ana other
projects, such as the renewal of health manpower training systems, the activity of other
professional persons who could not be termed health workers in the traditional sense, and the
training of nongraduate public health workers, were already under way.

His delegation therefore supported the need for a medium -term programme for health
manpower development along the lines of the one annexed to the report before the Committee.

Professor REID (United Kingdom of Great Britain and Northern Ireland) said that his

delegation welcomed the report as a major advance that clearly demonstrated the potential
value of applying medium -term programming to health manpower development - a subject that
was basic to the Sixth General Programme of Work and to the attainment of health for all by

the year 2000.
In regard to the details of the report, first and foremost it was necessary to ensure

that the programme in question led to manpower development that was relevant to the medical

and social needs of each Member State. It was all too easy to perpetuate existing

professional patterns. Fortunately, many developing countries had already demonstrated the

great scope for starting afresh without the restraints that sometimes made developed countries

the prisoners of their own professional and health service histories.
The teamwork referred to in the report was of universal applicability, although the

precise composition of teams of health workers would obviously vary between countries
according to their problems and needs and would also change in any given country with the

passage of time. There was a need in most countries to achieve unified mechanisms for the
review of health manpower problems across the board rather than through a series of separate
arrangements for particular types of health worker. In that connexion the medium -term

programme before the Committee provided some useful guidance. It was also desirable to ensure

that, while there was adequate regulation of the standards and practices of all types of
health worker in order to protect the public, the legislation should not be so rigid as to
fossilize roles. For example, the tasks considered appropriate for an auxiliary, a nurse or
a doctor at present might not be appropriate in the future in terms of the public need for
or the best use of the skills and training of different types of health workers.

The real need for both basic and continuing training was well recognized in the report,
as was the need for a close and ongoing relationship between educational and service interests.
In that connexion, the excellent consultation attended by ministers of health and of education
of the Eastern Mediterranean Region had been most impressive.

His delegation supported the conclusions contained in resolution EB61.R27 and hoped
that the application of medium -term programming to health manpower development would be the
forerunner of a much wider extension of such an eminently logical process throughout the

work of the Organization. If, as had been suggested by the Australian and Belgian delegates,
a draft resolution on the subject of health manpower development was submitted to the
Assembly, the United Kingdom delegation would consider it sympathetically.

Dr CABRAL (Mozambique), agreeing with the principles, methods of work and objectives set
out in the report, said that the medium -term programme for health manpower development was
important because it was particularly relevant to the solution of the shortages and
inadequacies encountered in the Third World, whose peculiarities had to be taken into account.
Those shortages were almost always quantitative, only occasionally qualitative.

When his country had achieved its independence, it had been faced with a shortage of
health personnel, aggravated by the orientation towards curative medicine that had
characterized training in the past. The first concern of the Government had been to keep
the existing health structure in being after so many foreign health workers had abandoned
the country. The early abolition of private medicine had made it possible to plan health
manpower development in keeping with the requirements of a comprehensive national health
service and with the educational facilities available.

The country's specific conditions had led to the development of the concept of the
health team, consisting of various specialized workers under the guidance of a team leader
of higher training. The team had to be defined in accordance with the various levels of
health care delivery. Its official duties covered the health centre itself and the health
area under the latter's responsibility, high priority being given to preventive medicine,
family health and environmental sanitation.

Special attention had been given to primary health care. The duties to be performed
and the personnel needed to perform them had been clearly defined, and steps had been taken
to identify the tasks and educational objectives of the village health worker. The first
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batches of voluntary village health workers, selected by the villagers themselves, had
already graduated from three training centres. Their subsequent development, although
closely connected with that of the communal villages to which they were attached, was also
related to the work of the health centre teams.

Three aspects of the training of health manpower were especially important. The first
was the establishment of comprehensive centres for training various kinds of medical and
paramedical personnel. His country already had some experience of that approach, which had
proved to be an excellent way of maximizing the utilization of teaching staff and of giving
students some knowledge of subjects other than their own. The second aspect was the training
of teachers for the various disciplines along lines appropriate to Mozambique. The third
aspect was the provision of continuous training to all categories of personnel to enable
them to attain higher levels in their own specialty and even to move from one specialty to
another; to that end, steps had been taken to promote a continuous flow of information and to
organize refresher or higher courses for all categories of health personnel.

In an evaluation of the health manpower development programme consideration had to be
given not only to the training programme itself but also to medium- and long -term trends in

health and in health care delivery services. In Mozambique the first part of that process

was already in operation. The job descriptions of different categories of health personnel
had been published and widely distributed, and it was on the basis of those job descriptions

that the health representatives at each level evaluated the performance of health personnel.
His delegation wished to stress the extreme importance of regional, international and

bilateral cooperation in the training of personnel, principally in the developing countries.
Only by cooperation could the latter overcome their shortages of human and material resources.
WHO should take more dynamic action to induce international agencies, both within and without
the United Nations system, to help them create their own local facilities for the training
of health personnel and the implementation of a health manpower development programme.

His delegation supported resolution EB61.R27.

Dr MATTHEIS (Federal Republic of Germany) noted that there was sometimes a conflict of
goals between the educational system and the health system. In her country, for instance,
the educational system aimed at providing training facilities for as many persons as possible
on the principle of the free choice of profession. That often meant overcrowded classrooms
and long waiting lists for students. In the health system the quality of training of health
workers was often difficult to guarantee if there was too much pressure on teaching institutions;
a further problem was that of finding employment for a surplus of trainees.

An open choice of training courses was a generally accepted goal, but it became a
problem if training facilities were insufficient to cope with the number of applicants. As
long as students who had not yet received any professional training at all had to be excluded,

there was a natural reluctance to offer others the chance of a second or even third kind of
training.

It was generally agreed that primary care should be the basis of each health care system,
with the result that during training, emphasis had to be placed on general medicine and ambulant
care. That was difficult in a country like the Federal Republic of Germany, which had thus
far provided a largely hospital- oriented health care system. Her country was also having
problems in drawing up appropriate curricula for future general practitioners and in training
them for multidisciplinary teamwork, the importance of which had been stressed by a number of
delegates. One or two universities in the Netherlands concentrated on those issues, for a
discussion of which WHO might wish to provide a forum, proper training for primary care being
a pressing problem by no means for developing countries only. Her delegation was prepared to
cooperate fully in the implementation of the programme, which was of fundamental importance
for the improvement of health care.

Dr SIWALE (Zambia) said that the report before the Committee was particularly important
because manpower was the key to every development programme at the micro -level. The shortage
of manpower worldwide was relative, but at the micro -level it could be absolute. The health
care industry was by nature labour -intensive, and the effects of manpower shortages were
accentuated by the multiplicity of specialties and the high costs involved, although it might
be possible to effect certain economies of scale by establishing regional training centres.

A characteristic of manpower training was the illusion that quality should be placed
above the real needs of a country, an illusion that led to inappropriate training procedures.
There was also a multiplicity of loyalties - to medical authorities and councils and to the
bodies involved in certification and registration. Moreover, legislation could, if used
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inappropriately,aggravate the scarcity of manpower. The relationship between the different
echelons of the profession was often inadequate, while the correct blend of the different
levels of health care was not always easy to achieve, perhaps because medical personnel were
often trained to work in isolation, with adverse effects on their ability to delegate
responsibility. In a situation of scarcity continuing education was a problem because it
was difficult to spare the time to take courses. It might therefore be desirable to make
the provision of such education part of the functions of supervisors. Furthermore, training
did not change people if the system into which they went was itself unchanged and did not
allow for the new kind of team spirit.

The problem of retaining workers after training was worldwide and was affected by a
number of factors - economics, changes in demand, and the relative political stability of
the country concerned. The rational utilization and distribution of medical personnel were
always a problem, particularly in the case of women, who were usually unwilling to be posted
to new locations once they married.

To enable those problems to be solved, all the institutions concerned would have to
display a common interest in them. His delegation was anxious to know what solutions other

countries had found.
Although little or no space in the report had been devoted to the training of multi-

purpose workers, the document was so important that it should be widely distributed,
particularly to universities and health training centres.

Dr HERMIDA (Ecuador), commenting on the recommendation that the development of all
categories of health personnel should be oriented towards the satisfaction of the health

needs and demands of the people and not towards professional interests, pointed out that

there were two alternative situations: either the State was able to integrate health

services and the training of the human resources required for them in accordance with the
needs of its citizens, or the State was unable to carry out such integrated planning because
of independent programming by social security institutions, the freedom granted to private
initiative in respect of training, the independent policies of State universities, or the

freedom enjoyed by private universities. In Ecuador, for example, although practical
coordination had been achieved between the universities and the Ministry of Health as far as
the last two years of the degree course and the first years of professional practice were
concerned, the universities had an "open door" policy with no limit on the number of students.
More than 1000 doctors graduated annually from the country's medical schools. The State

employed them all for two years and was thus able to reach the most remote spots However,

owing to the social conditions obtaining in Ecuador, most doctors, after completing their
social service, still chose the most profitable field of specialization, one that enabled

them to compete advantageously on the open market. Moreover, universities had their own

training policies and the State could only programme for intermediate and auxiliary personnel.
Thus there were substantial differences between different countries. Some planned for

the needs of the people; others were subject to the problems posed by the social classes

of which they were constituted. In other words, their ideological values were different.
In Latin America the social forces were in a constant state of struggle to change their

condition; every year new problems emerged as a result. The programme should therefore not

be identical for all countries in each region. A draft resolution supporting the programme and
allowing specifically for the diverse conditions obtaining in different countries and for
the exchange of information on how to deal with them should be introduced.

Dr PATTERSON (Jamaica) said that the management of health was beginning to look like an
integrated process aimed at achieving a given goal in a coordinated manner. The goal of

"Health for all by the year 2000" was ambitious and would need systematic management, a
flexible approach, adequate funding and appropriately prepared local  manpower.

The highly commendable medium -term manpower development programme was very encouraging
and dealt in real terms with what was for many Members an everyday experience. In most

circumstances programmes built on new concepts and reoriented attitudes moved slowly.
Jamaica had been working hard at the programme but was aware that it was only at the
beginning and was encouraged to find that the parent body held similar views. It would

continue to work to bring the programme of self -reliance to fruition, so that the process
of health management would not be impeded by the lack of appropriate personnel trained to

work effectively as a team.

Nevertheless, attention needed to be drawn to two problems. The first was related to

the stated objective of the programme, "to promote the development of appropriate health
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personnel, to meet the needs of entire populations ". That objective represented a plan

moulded on needs and not on resources. Resources were, of course, taken into consideration,

but it could happen that the burden of the recurrent cost of the expanded health manpower

personnel would be underestimated, especially if sudden and unexpected economic stringencies

recurred. In the recent past many countries had suffered such stringencies and national

finances had had to be reshuffled, there being a shift to the protection of more economically

productive sectors. The programme before the Committee, however, could not be curtailed at

very short notice.
The second objective was "to promote the development and application of relevant

processes for basic and continuing education ". That was an ongoing process which, for each

trainee, might last one, two, or three years, depending on the level of training. In an

adverse economic situation, such as might arise from currency fluctuations, the maintenance

of the training facilities and employment of the persons trained could be difficult, since

the recurrent costs inherent in the programme were the concern of individual Member States.

Her delegation hoped that such problems would be considered by the governing bodies and

that, if possible, some sort of buffer mechanism would be elaborated to assist Member States

in which circumstances were jeopardizing the programme.
Her delegation supported resolution EB61.R27.

Dr YANG Tsun -hsing (China) supported the report's view that the first priority of
health manpower development was to contribute to the solution of the health problems of
the most seriously affected population groups, particularly in the developing countries,
with special attention to the rural areas.

Owing to the corruption of the government that had been in power before liberation,
the health of China's working people had been neglected; doctors had been confined to
the cities, whereas vast areas of the countryside had been without nurses or midwives, not
to speak of more highly trained personnel. After liberation, however, and under the
leadership of Chairman Mao and the Chinese Communist Party, new principles had been laid
down for the provision of health care. Priority was given to the needs of workers,
peasants and soldiers, prevention was put before cure, and traditional Chinese medicine
took its place alongside western medicine. An appeal had been issued for medical staff
and health workers to serve in the rural areas, and some 1.8 million barefoot doctors and
4 million health auxiliaries and midwives had been formed into health teams for that purpose.
At the same time, doctors from city hospitals had been drafted into mobile medical teams
that were sent out to country districts.

China was now endeavouring to develop training courses for doctors of the higher and
middle grades. There were at present 90 medical colleges, most of them offering a five -year
course and also providing postgraduate training facilities. In addition, there were
several hundred middle -grade colleges for the training of health auxiliaries, nurses,

midwives, laboratory workers and public health workers. China was still a developing
country, and great efforts were needed if the goal set by the Eleventh National Congress of
the Chinese Communist Party was to be attained and if the modernization of China's industry,
agriculture and technology was to be realized within the century.

China believed that, since countries differed from one another in their social and
economic systems as well as in their manpower resources, it was for each nation to work out
its own programme of health manpower development. However, the chief objective of such
programmes should always be to meet the needs of the most underserved groups in the
population, notably in the rural areas. WHO should do its utmost in that context to
promote technical cooperation among its Member States.

Professor PACCAGNELLA (Italy) said that health manpower development was of basic
importance because the efficacy of a health service depended on both the quantity and the
quality of its staff. Manpower problems existed not only in countries where there was a
shortage of manpower but also in countries where there was an excess, notably the European
countries, where there were as many as 150 different categories of staff. Both types of
problem should be seriously considered. The problem of conflict between educational
institutions also existed in his country.

The health needs of populations had changed as a result of changes in social structure
following industrialization, which had brought about an increase in degenerative diseases
and more recently in behavioural disorders, and it was necessary to retrain existing
personnel to meet those needs. In addition, continuing education was needed to keep
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personnel up to date with the latest scientific and technological advances. Training
activities should be coordinated in order to make the best use of available medical
knowledge. If the mental and social health problems of communities were to be successfully
tackled, different types of health team should be planned for and trained, some to serve
the schools, others the workers, others the rural areas, etc. What was needed was
multidisciplinary teams composed of staff qualified not only in medicine but also in social
and cultural fields, but such teams were often difficult to create in practice because of
the problem of finding a common language between the different disciplines.

His country was now endeavouring to create family health teams in some regions, with
the aim of tackling family health problems in a comprehensive way. While family planning was
one of the services offered by the teams, their main task would be to give families psycho-
logical and social support, stimulating them to take an active part in protecting their own
health. His delegation appreciated the Director -General's efforts to avoid sectoralism and

hoped that it would be possible to achieve the maximum integration between the programmes for
mental health, family health, and manpower development.

His delegation was prepared to support a draft resolution along the lines of resolution
EB61.R27, but was also prepared to consider sympathetically the different draft proposed by the
Belgian delegation. If the Committee preferred a draft along the lines of resolution
EB61.R27, paragraph 4 should be amended to read "REQUESTS the Director -General to organize
continuous monitoring to foster implementation and to allow continuous assessment and any
necessary readjustment of the programmes; and to report to the Programme Committee of the
Executive Board as deemed necessary ".

Mrs BRUGGEMANN (Secretary) pointed out that at present resolution EB61.R27 was a
resolution of the Executive Board; it contained no recommendation for the Assembly. Did the
Italian delegate intend to propose that the Assembly consider that resolution or did he agree
to consideration of the resolution proposed earlier by the Belgian delegate?

Professor PACCAGNELLA (Italy) said previous speakers had expressed support for the Board's
resolution. If the Committee were to take it up as its own, he felt that it should be
modified as he had suggested.

Dr ARAUJO (Cuba) expressed his appreciation of the dynamic and changing character of

the health manpower development programme as expressed in the report. Although in Cuba

fundamental changes in the socioeconomic and political structure had made it possible for
the problems mentioned in the report as obstacles to the development of the programme to

be solved in large measure, his country was interested in participating in the programme
as a means of achieving a higher level of public health.

One of the chief obstacles to the progress of such a programme was the lack of
continuing education for all grades of health personnel. While a country might have

sufficient numbers of such personnel, their lack of up -to -date knowledge in the medical and
scientific field made the situation worse than it would have been with fewer but better

trained staff. Lack of further training often meant resistance to the new approach to
medicine, which was to view health care as an essentially social science, dealing with
both sick and well as members of a specific social group rather than in isolation and

from the purely medical viewpoint.

He proposed that a new subparagraphshouldbe inserted between subparagraphs (d) and (e) on

the third page of the medium -term programme, drawing attention to the importance of the
problem of the lack of continuing education, among the problems interrelated with each other

and with a wide range of political, socioeconomic, cultural and health service problems.
He supported the proposal made by the delegate of Australia in regard to the drafting of

a resolution for submission to the plenary meeting.

Dr TRONCE (Argentina) said there had been various changes in the approach to the

training of health personnel in his country. In general, the objectives and strategies

outlined in the report were in line with those followed by the public health authorities of

his own country in health manpower development. The manpower section of his country's public

health department proposed to follow the recommendations of the medium -term programme for

improving the country's manpower resources, both in regard to the principles enunciated and in

regard to the three programme areas: A, manpower planning and management; B, promotion of

training for all categories of health staff; and C, educational development and support.
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Special attention, however, would need to be paid to the programme area C.2, the preparation
and provision of relevant health instructional material, including textbooks. Even the
existing programme in that area in Argentina would have to be reviewed in view of the potential
danger of having the market flooded with cheap material that might promote ideas not in
accordance with the true situation in the country.

His delegation warmly supported the Director -General's report and endorsed its
conclusions.

Dr SINCLAIR (New Zealand) said that the report reinforced one of the central principles
of WHO's philosophy, namely that health activities even at the most peripheral level should
be carried out by properly trained personnel. Although the report rightly emphasized the
problems of developing countries in regard to health manpower development, the question was
of increasing concern also to developed countries.

He strongly endorsed the statement in section 4.1 of the Director -General's report that
the programme needed to be adjusted to meet ever - changing needs. Since those needs were
constantly changing with changing trends in the population and the incidence of disease, much
research was needed if they were to be accurately defined. He did not think that the report
laid sufficient stress on the need to quantify the actual functional role of existing
personnel. His country had taken steps to meet that need by means of a system of confidential
records for each different professional group, which gave full details of each individual's
qualifications and experience.

With regard to the examples from the regions illustrating the problems listed in the
programme's manpower planning and management situation analysis and in particular to the
statement that in two countries in the Western Pacific Region the planned expansion of
training institutions would be unable to meet staffing needs in a few years' time, he warned
that an oversupply of health manpower could be as dangerous as a shortage. There was need
for caution in overcoming shortages of health manpower, and educational programmes should not
be allowed to develop to such a point that imbalance resulted.

His delegation supported resolution EB61.R27, and would be glad to be associated with
any appropriate draft resolution to be submitted to the Assembly.

Dr SMITH (Nigeria) said that in his country health manpower shortage was one of the
critical constraints on development. If the goals of the national health plan were to be
achieved, intensive efforts were needed to train and utilize intermediate and auxiliary
health cadres, including traditional healers and birth attendants. The technical cooperation
being provided by WHO in that field would be devoted to establishing schools of health
technology to train such cadres, thus supporting the Government's efforts to achieve a more
balanced coverage of the population by trained health manpower.

During the period covered by the current five -year plan, 7 new teaching hospitals and
medical schools and 19 schools of health technology were to be established, in addition to
5 tutor -training schools. Emphasis was being given to a new category of health worker who
would be trained alongside existing health cadres but in terms particularly of community
health planning. WHO should continue its efforts to promote cooperation in the field of
manpower development.

He was glad to note that the programme annexed to the Director -General's report covered
all aspects of manpower development and was directed primarily towards meeting the health

needs of populations. The programme document would be useful in helping other countries to
improve the planning of health teams as well as training facilities, to bridge the gap
between educational systems and health care delivery systems, and to encourage changes in
professional attitudes - changes that were necessary in the interests of the health of the

majority. However, he would appreciate some clarification of the evaluation component of

the programme.
His delegation endorsed resolution EB61.R27 and would give sympathetic consideration to

any draft resolution put forward by the Committee.

Dr TUCHINDA (Thailand) said that his country's Ministry of Public Health considered
health manpower development a crucial part of the overall health programme. Emphasis was
being placed on integrated health care for the rural population.

In order to achieve a more equitable distribution of doctors throughout the country,

his Government had instituted compulsory two -year service in rural areas for all medical
graduates. Nurses were being trained as nurse -practitioners to provide certain types of
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health care on a district basis, and training was also being given to junior health workers
and midwives at subdistrict level so that they could supply improved basic care.

Efforts were being made to secure the participation of local people in maintaining their
own health through the primary health care programme. Local health volunteers and health
communicators had been trained to provide a limited form of health care at village level,
under the supervision of government health workers. Special attention was also given to
training in health planning and management for certain categories of health workers. Post-

graduate training programmes in several specialist fields had also been developed, so that
professional staff did not need to go abroad for long -term training.

His delegation endorsed resolution EB61.R27 and supported the Australian delegate's
proposal that a resolution should be drafted on the subject of health manpower development.

Dr AGUILAR (Philippines) said he would welcome information from the Secretariat on
how the programme outlined in the document had been arrived at. On the subject of the
addition of a new cadre of health worker to the health team, he felt that there would be
need also for retraining and reorienting other members of the team. The new approach
would require active promotion at the administrative level of the health care delivery
system as well as with the public.

His delegation too endorsed resolution EB61.R27.

Dr MUREMYANGANGO (Rwanda) said that the developing countries in particular suffered from
shortage of health manpower, as well as from problems caused by inadequately trained personnel.
He therefore endorsed the stress laid in section 1.4 of the Director -General's report on the
need for the reorientation of health manpower development in order to respond to the needs of
countries for the effective planning, development and management of community services. It

was vital that doctors, nurses and other medical staff should be trained in a way which was
consonant with the real situation in the country, and further training was therefore essential.

The "brain drain" was a special danger for developing countries, and he was glad to note
that the Director -General had urged Member States to try to stem the loss of health manpower

from their countries, in line with the present trend for individual countries to take on
greater responsibility for the solution of their own problems. Technical cooperation, both
with WHO and with other countries, could be of great value in correcting past errors in that

respect. In addition, the provision of health education experts at regional level was
necessary if collaboration and research in the field of medical teaching were to be fostered.

Health planners should not overlook the importance of midwives and traditional healers in
public health, and should use them to promote the collaboration that was essential if the

health of the population was to be safeguarded. If the programme as a whole was to succeed,

developing countries would need to train the general public to support and to participate in

the activities undertaken on their behalf.
His delegation endorsed resolution EB61.R27, and hoped that the Committee would adopt

a resolution on the medium -term programme for health manpower development.

Professor BENADOUDA (Algeria) said that the report rightly emphasized a fundamental problem,
that of the relation between training and health programming as a means of improving and

promoting the health of populations. It also outlined a general methodology, which would

be valuable in promoting a dynamic process of change in varying situations and at different

levels.
He believed that the report should have laid more emphasis on how those being trained

in the new approaches towards health care were fully to understand their role. It was

easy to define the various tasks of the health team that would meet the essential needs of

the population, and it was also easy to convey to teachers the relation between a training
programme and the need to define objectives. What was difficult was to find a means of

enabling students to achieve those objectives. The use of university hospital centres as
community health care units would greatly contribute to more effective health manpower training.

Dr GUZMÁN (Chile) said that there were two important aspects of any programme to

promote health manpower development in the overall context of national planning. The first

was the need to meet existing and future health needs with personnel adequate in both

quantity and quality. The second was the avoidance of overproduction of health personnel

notably of professionals, since their training was lengthy and costly. In Chile, thanks

to a system of economic incentives, an excellent geographical distribution of doctors over
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the country had been achieved, especially in the rural areas. At present efforts were
being made to achieve a better balance of professional health personnel in the periphery
of the major cities.

Experience had shown the importance of coordination between the educational sector,
which produced the personnel, and the health sector, which employed them. It was also
important to ensure that the number of staff produced, notably professional staff, was in
keeping with the number that the country could employ. Just as Chile was becoming more
akin to the developed countries in the diseases from which it suffered, so it was now
suffering, as were the developed countries, from the problem of unemployment for its
qualified young people, largely because of the mistakes committed by the previous government,
whose slogan had been "The university for all ".

The Director-General's report was valuable in showing how each country should identify
its own health needs and develop its own facilities for the training of the health manpower
necessary to meet those needs. It would be valuable in promoting greater international
cooperation through coordination between countries and WHO and its regional offices.

The meeting rose at 12h25.
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1. MEDIUM -TERM PROGRAMME FOR HEALTH MANPOWER DEVELOPMENT (continued) Agenda, 2.6.7

Mrs BRÜGGEMANN (Secretary) drew the attention of the Committee to the draft resolution
proposed by the delegations of Australia, Belgium, Italy, Jamaica and Spain, which read:

The Thirty -first World Health Assembly,

Having noted the Director -General's report on the medium -term programme for health

manpower development and resolution EB61.R27,

1. CONGRATULATES the Director -General on the preparation of the first medium -term
programme in one of the major programme areas of the Organization;

2. URGES that this programme be carried out as rapidly as possible;

3. INVITES Member States to consider close cooperation with WHO with a view to making
as rational a use as possible of already existing health manpower;

4. REQUESTS the Director -General to report periodically to the Executive Board and the
World Health Assembly on the progress made in WHO and the Member States.

In the process of translating that draft resolution, a number of minor editorial changes had
been made, notably the addition of the words "of the Organization" to the first operative
paragraph. If any of the changes were not acceptable to the originators of the draft
resolution, they could be re- examined when the text was considered by the Committee.

Dr MICHELSEN (Colombia) said that the Director- General's report was excellent in both
practical and theoretical terms. His country had a programme similar to that described in
the report, and it had yielded very good results so far. Colombia had a good infrastructure
for health manpower planning, thanks to continuous programming supported by administrative
processes and in accordance with the national health programme. At the end of 1977, his
Government had set up a national council for human resources for health, composed of members
of the ministries of education and health, and of others entrusted with coordinating and
recasting educational strategies in the health field. Statutes for health personnel, covering
such important components as stability and incentives, were in full operation. Various
institutions provided training in health administration at all levels. The curricula of
medical faculties were being redesigned, and efforts were being made to train more nurses,
since the greatest gap in health personnel was in nursing. Thus Colombia was on the right
road as far as health personnel was concerned. He supported the WHO medium -term programme

for health manpower development described in the report and hoped for the full cooperation of
WHO in providing his country with full health coverage. He also supported the draft resolu-
tion before the Committee.

Dr CAMOV (Bulgaria) noted that changes had been made in WHO's health manpower development
programme in accordance with resolution WHA29.72 and in line with the Organization's new
policy, with its emphasis on technical cooperation. His delegation fully supported the
programme, which was well thought out and realistic, and also approved the Board's resolution
EB61.R27 on the subject.

New medical schools had been established in a number of countries, with a view to over-
coming the shortage of trained national medical personnel. WHO had an important role to play
in that connexion, by helping to establish training programmes based on the real medical needs
of the people. It was a sphere in which the Organization had acquired considerable experience
and provided most valuable assistance.
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WHO had also achieved striking success with regard to the training of teachers of medical
and health personnel. The fact that eight regional teacher training centres were now operating
in five regions indicated that WHO was working along the right lines; the activities of those
centres certainly greatly helped national efforts in that field.

Several previous speakers had referred to the longstanding problem of the international
migration of health personnel from developing countries; it was a difficult problem, which
might possibly be solved at the international level, with the help of WHO. The Organization
had now completed the first stage of the study on the causes and extent of the problem, and
the various factors involved. The results should be published as soon as possible, so that
WHO might proceed to the second stage: to find ways of stopping the "brain drain ". It was
true that considerable national efforts were required, but WHO, as an intergovernmental
organization, could play a vital role.

Dr SAMBA (Gambia) noted with satisfaction that WHO considered health manpower development
to be sufficiently important to include it among the major programme areas of the Organization.
The Director -General's report was stimulating and comprehensive. In most cases, health
manpower management lay in the hands of politicians and lay administrators. There was an
unfortunate tendency towards an antiprofessional phenomenon in newly independent countries,
and the medical profession had been singled out for special treatment in that respect. In

many developing countries, health was accorded a low status in national socioeconomic plans.
The results were a low budgetary allocation to health; erosion of the status of health
workers at all levels; unattractive working conditions for health personnel, especially in
rural areas; poor career prospects; and lack of job satisfaction. Unless that trend were
halted or indeed reversed, no amount of planning and programming would achieve the desired
result, and the brain drain would continue. He therefore requested the Director -General
to intensify his efforts to improve the status of workers in the national health service.
He supported the draft resolution.

Professor ORHA (Romania) said that many of the activities foreseen in the WHO programme
were already taking place in his country, though some of the subjects and priorities
mentioned in the document were not directly relevant his

country, there were national socioeconomic development programmes and health development was
a part of national planning, as proposed in the document. Health service activities and
manpower were intrinsically linked with the objectives of health policy, according to the
country's needs and resources. Efforts aimed at improving training programmes and continuing
education had followed the creation, in 1971, of a national system of advanced professional
training, covering all sectors including health.

WHO should adopt a systematic approach towards the improvement of training programmes,
and give direct or indirect assistance to interested countries. The activities foreseen by
WHO in educational planning and processes needed to be further developed by the creation of
education centres for health personnel, the organization of meetings of specialists, and the
dissemination of documents on educational studies. WHO should play a more active role in
overcoming the difficulties in effecting changes from traditional educational methods in the
European Region. In addition to training, modern methods of educational planning should be
formulated and applied, involving students so as to achieve a change in attitudes towards
health training establishments.

He expressed satisfaction that the WHO medium -term programme paid due attention to
better coordination between the development of health services and the various categories of
health personnel; health management training; methods of organizing and administering
research in health manpower development; training of specialists in public health; a study
of factors resulting in more economical use of qualified personnel; fellowships; and the
development of learning materials. Romania trained many students and physicians from
developing countries, and the teaching process required specific activities in which WHO
would cooperate. Those activities aimed at better adaptation of training programmes to the
needs of the countries concerned, the preparation of teachers to meet the new needs of the
programmes, and the provision of audiovisual equipment for teaching tropical medicine.

In view of the complexity and diversity of health manpower development in different
countries, emphasis should be laid on the development of a WHO network to provide scientific
and technological information and to share experience and documentation. It was to be hoped

that the suggestions made by Member States would enable the medium -term programme of WHO to
become even better adapted to ever -changing health needs, so as to ensure its success.
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He supported resolution EB61.R27 and wished his delegation to be included among the
co- sponsors of the draft resolution before the Committee.

Professor WOJTCZAK (Poland) said that the Director- General's report rightly laid stress
on the training of health professionals, who were needed for the successful implementation of
other WHO programmes. The education of health personnel should be closely interrelated with
the organization of health services and should be an integral part of the health care delivery
system in order to meet the changing health needs and demands of the community. The

programming of medical education could therefore not be left to medical schools alone.
Although it was difficult to break the centuries -old tradition of autonomy of the medical
schools and universities, it was crucial to do so for the successful implementation of the

WHO programme for health manpower development. Experience in Poland had shown that it was
more easily accomplished by placing the full responsibility for health manpower development,
at both undergraduate and postgraduate levels, in the hands of the Ministry of Health. That

also allowed the professional profiles of health personnel to be better adapted to health
needs and the organization of health services. A further advantage of the approach was that

it made the training of health personnel more effective and less expensive. He therefore

urged that particular stress be laid on manpower planning and management (programme area A, of
the medium -term programme), which should be continuously improved and evaluated. Special

attention should also be paid to the education and training of health personnel for primary
health care - an area that required multinational action with WHO playing a leading part.
He stressed the importance of continuous postgraduate education of medical personnel as a

centrally planned and managed process fully integrated with the health services.
The undesirable tendency towards overspecialization was due to the increasing body of

medical knowledge and technology, and did not correspond to the real health needs of the

population. It was gratifying that a trend towards a more comprehensive approach in
medical specialization, taking into account not only professional ambitions but also the need

to meet the health needs of society, was growing in various countries including his own.

That approach was based on the principles that health personnel were trained for the complex

task of promoting physical, mental, and social health, and that such training should be

coordinated according to health needs, with particular attention to primary health care.
The problems that he had mentioned deserved an important place in the WHO medium -term

programme, since they were relevant to developed and developing countries alike. He

emphasized the significance of research into the numbers of the various kinds of manpower with

a view to obtaining a proper "mix" of the various categories, and the importance of conditions

of employment, including educational and training levels, specialization, management, and the

team approach to health care delivery. Such research programmes were beyond the scientific

potential of any individual country, and required international cooperation and coordination by

WHO.
He asked what the Secretariat considered to be the most important practical steps in the

complete reorientation of the health manpower development programme. His delegation
supported the proposed programme and pledged the active help of Poland in its implementation.

It also wished to be included among the co- sponsorsof the draft resolution.

Dr TABA (Regional Director for the Eastern Mediterranean) was gratified to see the high
priority allotted to the programme by delegations and countries. WHO, in collaboration with

governments, was playing an active role as regards the training of all categories of health
manpower and the sensitization of governments to the need for reorientation. Governments,

in that context, did not mean only the health authorities, but also the educational authorities.
WHO could play a role in making the latter realize the need for reorientation of the whole
question of training, whether at medical schools or at other institutions concerned with

education of health personnel. Coordination between the health services and education
authorities in that matter was very important. WHO had recently sponsored, in collaboration
with the Government of Iran, a regional ministerial consultation in Teheran on health services
and manpower development, which had been attended by the ministers of health and of education,

and by the deans of medical faculties. Interesting exchanges of views had taken place,
especially as the group had been able to discuss the problems of production and consumption

quite freely.

The Eastern Mediterranean Region had been one of the first to sponsor the medium -term
programme for health manpower development and to put it into operation, because of its
importance to the Region. In the programme up to 1983, an effort had been made to state
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objectives as clearly as possible so that the programme could be monitored, evaluated, and
adjusted as required. In the Eastern Mediterranean Region, and probably in other regions,
the whole approach and curricula of medical schools needed to be reoriented with special
emphasis on public health teaching and community health. Four regions of WHO (Africa,
South -East Asia, Eastern Mediterranean, and Western Pacific) had for years been holding
biennial interregional meetings in which all those teaching public health participated under
WHO sponsorship and exchanged views on the introduction of more community health in the
curricula of medical schools.

The migration of doctors, or brain drain, which had been mentioned many times, was a
complex problem that could not be solved by any one approach. However, if postgraduate
education in countries and regions could be strengthened, there would be less need for doctors
to go abroad for specialization. Nursing services and training had not been advancing at
the same rate as medical education and related areas, and that whole question, including the
role of the nurse in the health team, required much more attention. Teacher training was
another important field, since most teachers, eminent though they might be in their fields,
were not necessarily good teachers. The teacher training centres that existed in all the
regions were extremely active, and in his Region more than one thousand teachers at all levels
of the health professions had been exposed to medical pedagogy. He drew attention

to the regional directories of training institutions - not only WHO collaborating centres of
WHO and centres of excellence - that were potentially suitable for training people from
neighbouring countries. There was also a World Directory of Medical Schools in which all
such regional institutions were to be included.1 The development of information services on
health manpower was extremely important and useful.

Dr ACUNA (Regional Director for the Americas) said that the problem of the development of
human resources had long existed in the Americas and had been approached in various ways.
Within the past ten years two Latin American Centres of Educational Technology in Health had been
set up, one in Rio de Janeiro and the other one in Mexico, by groups of countries that, indivi-
dually, could not have afforded such a luxury. The former had concentrated its activities
on the production of teaching materials for the instructors of auxiliary and medium -level
personnel, and the latter had focused particularly on the training of teachers in the health
sciences. Attempts to associate the educational and health sectors had often failed in the
past because the health sector had immediate needs, and, by the time the curricula of educa-
tional institutions had reached a certain stage, health plans and programmes had changed
radically. Such had been the case with primary health care and the extension of coverage,
which demanded rapid and energetic action to train staff at all levels. The Latin American
educational technology centres, in turn, were supported by a series of national centres
established in most countries of the Americas, which dealt both with teaching materials and the
training of teachers in modern educational techniques. The national centres, with the support
of the Latin American centres, had set up in certain countries a network of centres in each
university or institute of higher education. The system had made it possible to meet the
ever increasing needs of the countries of the Region. Compared with some other regions, the
Americas had a high doctor /population ratio, but there was an immense need for medium -level

and auxiliary health personnel and at least twelve countries had embarked on national programmes
of increased coverage with primary health care. The medium -term programme under discussion
had been referred to the governments of the Americas, and the Regional Committee had approved,
by means of a resolution, the part relating to the Region. It was to be hoped that that
would be only the beginning in a continuous process of consultations between governments and
the Organization, so that the medium -term programme for health manpower development might be
an example of an active programme adapted to the constant variations and increasing needs of

countries.

Dr FERNANDO (Sri Lanka) said that his country, with the active help of the Regional Office
for South -East Asia, had carried out a health manpower study five years earlier. As a result,
projections had been made and a medium -term programme had been drawn up, with three alternative
routes of development of manpower. Unfortunately, especially as far as doctors were concerned,
even the lowest target had not been fulfilled. In the public sector, Sri Lanka had a cadre

1 World Health Organization.
in preparation.

World Directory of Medical Schools: 1975, Geneva,
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of 2368 medical officers, which had not been increased for 10 years because it had not been
possible to fill all the posts. The manpower study and its projections had made no difference
to the doctor shortage in Sri Lanka because certain factors had not been taken into account,
notably the large numbers of doctors leaving the service for various reasons. A similar

shortage existed in the private sector. The situation was paradoxical, since there had been
no shortage of doctors in 1969 - indeed there had been a surplus. As a part of medical man-
power development, it had been decided at that stage to stop the training of assistant medical
practitioners, since there were enough doctors to provide health care for the population. The

programme of training of assistant practitioners and doctors had since been resumed. Two more
medical schools were planned, and it was hoped that a number of new doctors would have qualified
in five years. However, at that stage, if there was no longer a shortage of doctors, the man-
power plan would again go wrong, possibly resulting in another excess of doctors. The delegate
from New Zealand had also mentioned the problems caused by overtraining. Thus no manpower
planning could be undertaken without taking that important factor into account. He asked for
guidance from the Secretariat on how the factor could be incorporated into the mechanism of
manpower development.

The Sri Lankan delegation supported the draft resolution before the Committee.

Dr MUZIRA (Uganda) welcomed the emphasis placed in the medium -term programme on the health
needs of the entire population rather than the satisfaction of a few professionals whose
training had been mainly hospital- and disease -oriented and who were for the most part resistant
to change.

Health teams should be trained under the conditions of the area where the members of the
team would eventually work. The training of field personnel had started in 1967 at Makerere
and targets and funds for health manpower development were provided under Uganda's third
development plan (1971- 1976), in which the emphasis was on serving the rural population.
Because their resistance to change could make for difficulties in the programme, it was neces-
sary to train the conventional types of health personnel first before primary health care
workers. That phenomenon had been seen in Uganda where paediatricians had not approved the
training of the nutrition scouts who had successfully shown that monovalent primary health
care workers could very part in the prevention of malnutrition, at a fraction
of the cost.

He paid tribute to the very useful role that the WHO regional teacher training centre was
playing in the training of tutors for nurses, midwives and other paramedical personnel, which
had begun in 1972 in Uganda. Those categories of personnel, as well as physicians, should be
trained in management and administration; and care had been taken to see to that. His Govern-
ment was aware of the importance of ensuring optimum utilization of health personnel and
orienting them to meeting the needs of the majority, and had formed a special committee to
review all training programmes from that point of view.

His delegation deplored the absence from the medium -term programme of any mention of ways
of reducing the undesirable migration of health manpower.

He had noted with great appreciation the efforts made to develop the medium -term programme
and could fully endorse the draft resolution.

Dr KLIVAROVÁ (Czechoslovakia) considered that the programme under review constituted a
successful response to resolutions WHA24.59 and WHA29.72 on the training of health personnel
and a step towards the implementation of the Sixth General Programme of Work, while being
fully consonant with the requirements of resolution WHA29.48 on the reorientation of the
programme budget. Noting that it constituted the first attempt to elaborate a concrete and
comprehensive programme of activities to be undertaken by WHO at both headquarters and
regional office levels, and in cooperation with Member States, she welcomed the emphasis laid
on the need to train workers within the health systems they were to staff.

The purpose of the programme was twofold: to support the development of the health
manpower required to meet the needs of the whole population, trained to work in teams, on the
basis of a coherent, unified plan for the training and national utilization of all health
personnel; and to support the rational development and use of all effective methods and
available resources in the basic training and further education of health personnel.

Commenting on the 11 interrelated global targets and the tables indicating the tasks of
headquarters and the regional offices, in cooperation with Member States, she expressed
approval of the main objectives of the programme, which corresponded to those of her own
country's training activities. She offered the cooperation of institutions in her country
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in the global and European aspects of the programme. That cooperation was offered particularly
for the development of mechanisms for integrating health service and manpower development
(programme area A), for the promotion of national training of all types of personnel, particu-
larly primary health care workers (programme area B), and for the development of effective
methods of teacher training (programme area C). She endorsed Dr Tatocenko's suggestion that
the Organization compile a data bank of curricula.

Her country had so far participated actively in the Organization's health manpower
development programme and hoped to continue doing so.

Mr IMO (Samoa) expressed his satisfaction with the format of the medium -term programme,
which covered the health manpower requirement in any one country; the development and appli-
cation of relevant processes for basic and continuing education; the targets, activities and
advantages of medium -term health manpower development planning, and the role of WHO in
cooperation with Member States. The translation of the plan into action would be welcome and
timely for every country reviewing its health manpower development situation.

While expressing his support for resolution EB61.R27, he pointed out that countries, like
his own, following the guidelines would need to show flexibility in tailoring them to their
own special needs.

Concluding, he wished to ask whether the medium -term programme was not a part of the
Sixth General Programme of Work and to associate himself with the other delegations in sup-
porting the draft resolution.

Professor DOCRAMACI (Turkey) said that judging from his experience of a comprehensive and
elaborate plan for bringing health care to all the people, which had started some 15 years
previously and was expected to achieve its aims in another seven or eight years, the main prob-
lem was number and kind of manpower.

Whenever manpower development was discussed, the need for reform in teaching methods and
training programmes, and for the modernization of curricula was emphasized. It was recog-
nized that the teaching systems in use in developed countries, which often did not meet even
their needs, should not be applied elsewhere, and that new systems were needed to meet the
needs of different societies. But so far little had been achieved, owing to three main
obstacles.

The first was the lack of cooperation between training institutions, particularly those in
the universities, with the health administration and its services. The second was the atti-
tude of the teachers who had to be taught to modify their teaching systems and widen their
interests to include the more general tasks of primary health care. Certain WHO activities
were to be warmly commended from that point of view. He had in mind the activities mentioned
by the delegate of the United Kingdom and the Regional Director for the Eastern Mediterranean:
the regional ministerial consultation in Teheran, which had been attended by leading personnel
from the ministries of health and of education and from the universities, and similar meetings

organized in the European Region where a working group on continuing education and specialized
training in relation to community health needs was to be held in October 1978 in Budapest.
The third obstacle to progress was the lack of practical models of methods, systems, programmes
and syllabuses to be used in schools of medicine, nursing and health care in place of the
time -honoured but now inappropriate models. He suggested that WHO should prepare a large
spectrum of such models for use in institutions training health workers of all levels.

His delegation supported the draft resolution and wished to be included among the
co- sponsors.

Dr JOSHI (Nepal) said that his country was in many respects, including health manpower
development, among the least developed among the developing countries.

With its 400 or so physicians, oriented to work in towns and hospitals, Nepal had
experienced the difficulties of providing coverage for rural areas, especially as it produced
no physicians of its own, all of them being trained in China, Bangladesh, India, Pakistan or
USSR. Even when the physicians were posted to outlying areas they would find pretexts to
return, particularly to the Kathmandu valley where half the total number of physicians served
less than 5% of the population.

In future, Nepal would therefore be relying largely on village health volunteers and

village health workers who collected information about communicable diseases and vital statistics,
tracing defaulters and distributing drugs in the village panchayats. In addition there were
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health posts, staffed by auxiliary health workers and assistant nurse midwives under the super-
vision of a health assistant who had undergone two- and -a -half years' medical training after

high school.
A seminar on the community physician that had been held in Nepal and another meeting, on the

regional medium -term programme, in New Delhi had provided opportunities for several meetings
between the personnel from ministries of education and health and from university institutes
of medicine, as a result of which a course for community health physicians was to start in

Nepal in July 1978. The four -year course, with its specially designed curriculum, would pro-

duce physicians specifically to meet local needs. Only health assistants who had already
graduated and served in the community for at least one year would be admitted to the course

which would not lead to a degree.
His delegation considered that resolution EB61.R27 pointed out the right direction to take

and endorsed the draft resolution which it would like to co- sponsor.

Dr MARKIDES (Cyprus) considered that the main objective of countries such as his own
should be to train a new public -health minded type of worker to staff the primary health care

system.
In the case of Cyprus, there were a number of constraints. Cyprus was a small newly

independent developing country and it had many of the same political, social and economic

problems as others in that situation. As yet there were no health training institutions,

except a school for nurses and public health inspectors. All the country's medical practi-
tioners were trained abroad in almost all countries of Europe - though places for medical
students were becoming more and more difficult to find - and it was impossible to control

their total number, the number trained in each specialty, or their educational achievements.
Consequently there were, for example, too many practitioners in the lucrative and prestige
subjects of internal medicine and surgery and too few general practitioners, public health
physicians, public health nurses, and so on.

Another drawback of training abroad was that studies were directed to work in the host
country, and were often disease- and hospital- oriented rather than adapted to work in the

country of origin. In addition, there was no uniformity in the academic attainment owing to
the curriculum differences between foreign schools, sometimes even when the degree was the
same. Lack of textbooks and educational materials could also be a problem, where schools

existed.
In that situation, his delegation strongly supported the draft resolution in the hope that,

in bilateral and multilateral cooperation with the developed countries, the country's problems

could be solved.

Dr HOULD (Canada) said that, in his country's experience, it was preferable to substitute
new categories of personnel for old, rather than attempt to add a new category to those in
existence, thus promoting a proliferation of professional staff that would not contribute in

lowering the costs of medical care.
Another Canadian experience was that the efforts to help other countries through technical

and financial cooperation in health manpower development could, paradoxically, harm them by
drawing off their potential health professionals, who often failed to return to their countries

after training. Again, although his country practised a policy of zero -growth for foreign

physicians, 2000 applications were received annually from them. To diminish the migration of

qualified health personnel, who were more useful in their countries of origin than in his own,

Canada would wish to have close cooperation with other Member States. Resolution WHA29.72

requested the Director -General "to collaborate with Member States . . . in the development of

measures to control undesirable migration of health manpower ". It was up to WHO to find ways

and means of doing more in that line. Such possibilities should be explored as contracts

with individuals requiring them to return, or the award of qualifications not carrying with

them or opening up the right to practise in the host country.
In conclusion he expressed his support for resolution EB61.R27 and his wish to join in

co- sponsoring the draft resolution before the Committee.

Professor DE CARVALHO SAMPAIO (Portugal) said that health manpower development was the key

to success in the achievement of the Organization's objective of "Health for all by the year

2000 ", and as such was perhaps the most important subject before the current Health Assembly.

He fully agreed with all the proposals in the medium -term programme; the problem would

be to implement it. He had little to add to the points raised by previous speakers, except
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to say that health manpower development should be given absolute priority because if that pro-
gramme failed, all other programmes might fail. Within that programme, the prime need was
for a change of attitude, among teachers and health workers, because without such a change all
its other aspects would come to nothing.

His delegation would like to be included among the co- sponsors of the draft resolution.

Dr FULOP (Director, Division of Health Manpower Development) expressed his appreciation
of Committee members' comments, assuring them that they would all be considered during the
continuing review of the medium -term programme. The dialogue with Member States during the
preparation of the programme had continued in the Health Assembly and the adjustment process
was also continuing drawing on the wealth of experience manifested during the discussion.

Three main questions had been raised. The first, from the delegate of the Philippines,
concerned the process by which the medium -term programme had been prepared. It had been pre-

pared by strict application of the provisional working guidelines for WHO's medium -term

programming, which were annexed to the Director -General's report on the subject.1

The planning had been conducted along the classical lines of first defining the problems,

to be dealt with by WHO and Member States; a list was included in the programme. Priorities
were then defined by selecting, among the most serious problems, those for which acceptable
solutions or approaches to solutions could be found during the programme period. Then
observable and measurable targets - a new departure this - were defined; as stated in section
2.1 of the Director -General's report, that had proved to be possible at country and regional
level, but not at global level. Annexes to the programme, giving details of regional
programmes, were available for consultation, in the meeting room, and examples of quantified
regional targets were cited - in the case of Africa, for instance - in programme area C -
targets C.1 and C.2. All targets expressed, not what WHO would do, but what Member States
would achieve towards solving their highly relevant social problems and what the impact of
that would be; that too was something new. All efforts would be directed towards national
self -reliance in health manpower development, so that the targets became a basis for technical
cooperation aiming at socially relevant national health goals.

On the basis of the targets, activities had been worked out for cooperation with Member
States towards the achievement of their socially relevant goals, in which the WHO contribution
would be just one among those of other agencies, bilateral and multilateral, but the basic
responsibility for achieving those targets remained entirely a national one. In the report
submitted to the Twenty -ninth World Health Assembly, which contained the philosophy behind the
medium -term programme and which was endorsed by resolution WHA29.72, lists of activities that
the countries themselves might wish to undertake were accompanied by corresponding lists of
activities for WHO, in order to show recognition of the fact that countries' problems would be
and should be solved by the countries themselves.

The process of building up the programme had been characterized by continuous consultation
with constant review, the programme annexed to the Director -General's report being the fourth

and not the last version. It was the outcome of teamwork in the Secretariat and close and
constant collaboration with Member States, the regional meeting mentioned by the delegate of
Nepal being one step in the dialogue with Member States. Discussions had been held in five
of the regional committees, three of which had adopted resolutions on the subject. There was
also a continuous exchange of ideas and review of the programme with the 100 members of the
Expert Advisory Panel on Health Manpower.

As the Director, Programme Promotion, had explained, there was an inherent relationship
between the various elements of the programme development management process, of which medium-
term programming was one element and which had been discussed under item 2.5 of the Committee's
agenda. As the delegate of Australia had indicated, the entire medium -term programming
process should be based on country health programming, which could be expected to supply more
and more material as it went ahead, in each of the Organization's major programme areas.

References to the training of national personnel in planning and management for country health
programming were frequent in the medium -term programme for health manpower development.

The next element in the planning process was evaluation which, as could be seen from any
of the targets, was built in to the programme, to permit continuous monitoring of implementa-
tion. Reading across any of the tables of the global breakdown of activities by region 1978-

1983 in the medium -term programme would show that the activities were not isolated but were all
chains of activities, directed to the achievement of the target at the top of the page. Most

1 Document A31/8, Annex 3.
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of these activities also had built -in evaluation elements. Output indicators were also given

for national and regional programmes.
On the question raised by the delegate of Romania, he agreed that the monitoring required

by EB61.R27 could not be carried out without information systems. There were many references

to those systems in the programme, often in the titles of the proposed activities; that was

the case with Activities A 2.2, B 1.1 and C 3.2. A health manpower information service had

already been set up in the Secretariat to help Member States with the generalization and
dissemination of information at the national level.

In reply to the delegate of Poland, who had asked what was new in the reoriented health
manpower development programme and consequently in the medium -term programme, Dr FUl'dp

explained that, over and above the new elements to which he had already referred, the most
significant new development would be obvious from a comparison of the summary records of the

current meeting with those of meetings only a few years ago. Then the programme had been a

WHO output- oriented series of unrelated activities, with no clear objectives, geared to high,

but uncertain academic standards, mainly for physicians and nurses. That programme had been

superseded by a holistic, integrated programme drawn up in response to resolution WHA29.72,

which itself followed on resolution WHA24.59. The new programme was based on a clear

philosophy of integrated development of health services and health manpower (called the health
services manpower development - HSMD - concept) for the development of all types of personnel,
in the quantity needed by Member States, with social relevance instead of uncertain academic
standards as a measure of quality. This programme now dealt with all the three main
components of the health manpower development process (planning, production and management of
health personnel) and not only with the education and training elements as previously. The

new programme had clear targets and objectives for technical cooperation between WHO and its
Member States, and among Member States themselves, with self -reliance as the aim.

In reply to the Australian delegate's question as to what came next, he said that,
briefly, the answer was implementation, which meant a continued dialogue with Member States,
stimulation of and cooperation in country health planning and implementation efforts, organiza-
tion of coordination meetings between the Secretariat and representatives of Member States
(the first of which would take place from 11 -15 December 1978 in Brazzaville), development of
mechanisms for monitoring, evaluation and continuous adjustment to changing needs and demands
and raising of extrabudgetary funds, because, without such funds, the programme would hardly
be feasible.

In conclusion he said that because of lack of time he could not reply fully to some
questions but he would be happy to provide any further information that delegates desired.

Dr CASSELMAN (representative of the Executive Board) said that the discussion on agenda

item 2.6.7 had been most worthwhile. The fact that over 40 persons had spoken on it showed
the interest of and importance attached to the matter. The Committee had heard views on the
medium -term programme itself and on the application of the medium -term process to one of the

major programme areas in the Sixth General Programme of Work. It had also heard of Member
States' and WHO's experiences, concerns and priorities in respect of health manpower develop-
ment and how they related to the delivery of health services in general, all of which had been

clearly summarized by the Director, Division of Health Manpower Development in his reply to

the questions: how was it done, what was new about it and what were the next steps.

The SECRETARY said that, since several amendments had been proposed to the draft

resolution, it seemed worthwhile setting up a drafting group to deal with them rather than

spending time on them in the Committee.

Professor HALTER (Belgium) said that, since he was partly responsible for the draft

resolution, he wished to explain it.
The Committee had been presented with an excellent report by the Director -General, as

well as with resolution EB61.R27 prepared by the Executive Board. Although the Executive

Board had not suggested that the World Health Assembly should adopt a resolution on the matter,

in the light of what the Committee had done the day before with regard to the medium -term

programme for mental health, it had seemed expedient that the Health Assembly should also adopt

a resolution showing its satisfaction with the development of the medium -term programme for

health manpower development. The text he had read that morning had been very simple and he had

perhaps been mistaken in allowing the Secretariat to modify some of his proposals when it was

being typed. His aim was not that the Health Assembly should comment on either the Executive

Board resolution or the problem, but merely that it should express its satisfaction with what
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was being done. A paragraph asking Member States to take an interest in the matter, with a
view to giving more impact to the Director -General's work, had then been added by the authors.

It therefore seemed inappropriate to accept a series of amendments necessitating an
extensive resolution dealing with all the important points of the programme. The preamble to
the draft resolution was roughly that which he had proposed, except that he had said "Having
noted the documents, the report and the Executive Board resolution ", which the Secretariat had

altered. Paragraph I had read merely: "Congratulates the Director -General on the work

accomplished "; he had not asked that the "first medium -term programme ", etc. should be

mentioned, for that was irrelevant. His draft had requested the Director -General to proceed

as rapidly as possible (paragraph 2) and invited Member States to consider close cooperation,
which was always necessary. Other delegates had asked for "monitoring ", but that was
provided for in the Executive Board resolution, which his draft was not intended to modify;
it merely requested the Director -General to report to the Executive Board and the Health
Assembly on the progress made. His draft resolution had been very simple but very important,
because it reflected the Committee's enthusiastic consensus on the Executive Board's
resolution. If other delegates were of a different opinion, the Committee would have to
accept the draft to which the Secretary had drawn the Committee's attention, but he hoped that
could be avoided and that the Committee would merely express its satisfaction, ask that rapid
progress be made and invite Member States to help to achieve the aims.

Dr CUMMING (Australia) agreed with the Belgian delegate's comments, because the whole
purpose of the Australian delegation's original proposal to have a resolution was that the
Committee should express its satisfaction with the rate of progress of the programme of health

manpower development. However, a number of delegates had expressed the desire to add points,
perhaps with a view to making the draft resolution clearer. He had been satisfied with the
first text, presented that morning, and supported the Belgian delegate's plea for the
Committee to avoid establishing a drafting group. However, he was willing to join such a
group if the authors of the amendments felt these should be maintained.

The SECRETARY asked the authors of the amendments whether they would accept the Belgian
delegate's suggestion that the Committee merely endorse that which was stated in the Executive
Board resolution, as it had done in respect of the mental health programme.

Professor DOGRAMACI (Turkey) said that his was one of the delegations which had proposed
an amendment, with a view to encouraging Member States to develop models of curricula and
systems, such as existed in Edinburgh, Paris and Boston. The purpose of that amendment had
been to avoid giving the impression that such models might have been imposed by the
Secretariat. However, if the other authors of the amendments were willing to withdraw them,
the Turkish delegation would do likewise, provided its views were recorded.

Professor PACCAGNELLA (Italy) said that his delegation had endorsed the resolution of
the Executive Board. However, it had subsequently agreed to both the draft resolution proposed
by the Belgian delegate and the amendments proposed thereto. He therefore suggested that the
amended text of the draft resolution be distributed and discussed at the next meeting.

Dr HERMIDA (Ecuador) said that, in view of the fact that the draft resolution, if it were
to be adopted, must contain some of the points brought up by the Committee, his delegation was
in favour of setting up a drafting group.

Dr GUZMAN (Chile) said that he had wanted to suggest that the draft resolution be amended,
but did not now wish to provoke a debate by so doing. Paragraph 3 seemed to disregard all
that had been said, since it invited Member States to make use of already existing health
manpower, but not to participate actively in medium -term programming. At least that was the
impression he got from the draft before him. However, he would not make an issue of the
matter.

The SECRETARY remarked that the situation was not easy to sum up. The Italian delegate
had proposed that a new text be distributed, but no new text had as yet been made available to
the Secretariat and that was why it had suggested setting up a drafting group. Thus the
alternatives were either to return to the Belgian delegate's original text or to convene a
short meeting of a drafting group very early the following morning to settle the matter.
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Professor SENAULT (France) said that, since it was clear from the Belgian delegate's

explanations that he had proposed a draft resolution expressing general appreciation, but that the

text prepared by the Secretariat was not exactly what he had intended, the only way to settle
the matter was to distribute a copy of the Belgian delegate's original text.

The SECRETARY said that, if the Committee so desired, she would read out the Belgian
delegate's original text in French forthwith.

Professor PACCAGNELLA (Italy) pointed out that, since the Committee appeared to agree on
the new text, it could be distributed if the Belgian delegate agreed to it as well.

Professor HALTER (Belgium) said that the sole purpose of his previous statement had been
to try to avoid further discussion in a drafting group. However, he had no author's vanity

and if that were the Committee's desire, he would not oppose it.

The DEPUTY DIRECTOR- GENERAL said that it was up to the Committee to decide on the sort of
draft resolution it wished to approve and that the compromise proposed by the Turkish delegate

seemed reasonable. Draft resolutions could be modified ad infinitum. The important thing was
that all statements, views, preoccupations and issues were recorded and would be taken into
consideration in the implementation of the programme, so that nothing would be lost. The Turkish

delegate had mentioned the need to look into the whole area of curricula designing for medical
schools, universities and institutions, but that was already being done by the Division of

Health Manpower Development. Nevertheless, that was an innovative approach that would be

recorded. The Secretariat felt that a short, precise resolution would suffice, since any
concern expressed would be noted in the summary records.

Professor DO6RAMACI (Turkey) said that he had had certain reservations about the draft

resolution, which had been shared by other speakers. He had, for instance, been concerned

about the reference to already existing health manpower and about new curricula. However,

since he was assured that those reservations would be recorded, he was prepared to withdraw

his amendment if the other authors of amendments would do likewise. If not, he would be happy

to have a drafting group meet the following morning.

The CHAIRMAN asked if all the authors of amendments would be prepared to withdraw them

so as to leave the draft resolution as it stood. The Belgian delegate's text of the draft

resolution would be reissued and all the comments made would be recorded. The discussion of

item 2.6.7 of the agenda was thus kept open.

(For continuation, see summary record of the fifteenth meeting, section 2.)

2. PROCEDURES FOR INTRODUCING CHANGES INTO THE SIXTH GENERAL PROGRAMME Agenda, 2.4

OF WORK COVERING A SPECIFIC PERIOD (1978 -1983 INCLUSIVE)

The CHAIRMAN, recalling that it had been decided to postpone consideration of that item
until matters such as programme development and the two medium -term programmes on mental health
and health manpower, which were related to the policies expressed in the Sixth General
Programme of Work, had been discussed, called on Dr Violaki -Paraskeva to introduce the subject.

Dr VIOLAKI -PARASKEVA (representative of the Executive Board) said that the Sixth General
Programme of Work covering the period from 1978 -1983 inclusive, was the Organization's work
plan for six years. Delegates might recall that resolution EB59.R27 had requested the
Programme Committee of the Executive Board "to study procedures for introducing changes

into the Sixth General Programme of Work in order to reflect new programme policies, and to
present its recommendations thereon to the Executive Board ".

The Director -General's report on these procedures for introducing changes into the
Programme of Work had the report of the Programme Committee annexed to it. At its meeting in
1977, the Programme Committee had recalled that it was the function of the Executive Board
to submit a general programme of work covering a specific period to the Health Assembly for
its consideration and approval. In fulfilment of its constitutional function, the Executive
Board had submitted the Sixth General Programme of Work to the Twenty -ninth World Health
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Assembly in 1976. The Board also had the responsibility of observing whether any changes
had become necessary in the Sixth General Programme of Work as a result of new policy or
strategy decisions of the Health Assembly and, if so, of presenting them to the Assembly.
However, in order to be able to do that, the Executive Board needed a mechanism and a formal

procedure for introducing into the Sixth General Programme of Work any changes that became
necessary in the future. In that respect, the Committee should note that there was no question
of any programme changes as such at the present time, since the Sixth General Programme of
Work was only just starting to be implemented. Therefore, the Executive Board had approved
the procedures advocated by the Programme Committee, which would make the introduction of
changes into the Sixth General Programme of Work possible in the future.

The Executive Board had proposed a draft resolution for consideration by the World Health
Assembly in resolution EB61.R23,1 setting out the procedures for future changes, which the
Committee might wish to consider. The draft resolution proposed for the Committee's
consideration would provide the Executive Board with adequate procedures for recommending
necessary changes in the General Programme of Work to the World Health Assembly whenever new
programme policies and strategies called for such modifications.

Dr CUMMING (Australia) said that his delegation regarded that as an eminently logical
way of handling the possible need to introduce changes into the Sixth General Programme of

Work. The procedure recommended in the draft resolution recommended in resolution EB61.R23
seemed to be entirely in accordance with the constitutional roles of the various bodies of
WHO and the Australian delegation would therefore vote in favour of it.

Dr BEAUSOLEIL (Ghana) said that no plan, programme or even activity could be considered
complete unless it had a built -in mechanism for effective periodical and terminal evaluation.
In other words, a plan, programme or activity should not be rigid but sufficiently flexible
to allow for appropriate modification or changes in the light of foreseeable or unforeseeable
developments, and there was no reason why the Sixth General Programme of Work should be

exempted from that rule. The Ghanaian delegation therefore supported the draft resolution

recommended in resolution EB61.R23 and proposed that the Committee immediately take a decision

on the matter, since a long debate was not necessary.

Dr MAFIAMBA (United Republic of Cameroon) said that, since his delegation had always

considered the procedure for preparing the six -year programme and other programmes very

complicated, and since it felt that a mechanism for reviewing the changing situation in

Member States was a good idea, it would vote in favour of the draft resolution.

Dr HARRIS (United Kingdom of Great Britain and Northern Ireland) said that his delegation

supported the draft resolution. In view of the late hour, and since there seemed to be

general support for that resolution, he proposed that a vote be taken on it immediately.

Decision: The draft resolution recommended by the Executive Board in resolution EB61.R23

was approved.2

The meeting rose at 17h30.

1 WHO Official Records, No. 244, 1978, p. 15.

2 Transmitted to the Health Assembly in the Committee's third report and adopted as

resolution WHA31.30.



TENTH MEETING

Friday, 19 May 1978, at 10h30

Chairman: Dr N. N. MASHALABA (Botswana)

1. PROGRAMME BUDGET FOR 1978 AND 1979 (FINANCIAL YEAR 1979) (continued) Agenda, 2.2

General programme policy (continued from the first meeting, section 3)

Dr MWAKALUKWA (United Republic of Tanzania) introduced the following draft resolution on
the monitoring of the implementation of programme budget policy and strategy:

The Thirty -first World Health Assembly,
Considering the progress made in the implementation of the new programme budget

policy embodied in resolutions WHA28.75, WHA28.76 and WHA29.48;
Reiterating that resolutions WHA28.75, WHA28.76 and WHA29.48 form a historical and

conceptual whole, and that
(1) their fundamental objective is to unify the potentials, resources and
experiences of many countries with different social patterns and cultural traditions
and at different stages of development in order to make it easier to bridge the
health gap between the developed and the developing countries and to raise the

overall level of health in the world; while

(2) their quantitative objective is to redistribute WHO's regular programme budget
resources in order to increase substantially in real terms the allocations for
technical cooperation;
Realizing that direct technical cooperation between WHO and its Member States can

assume many forms, ranging from participation on request in developing and applying
national health development processes, to the provision of staff, equipment and supplies

as part of national health programmes;
Emphasizing the importance of regularly providing the Executive Board and the World

Health Assembly with relevant factual information to enable the Executive Board and the
World Health Assembly to assess progress, detect shortcomings and introduce improvements;

Referring to resolution EB61.R6 adopted by the Executive Board at its sixty -first
session on monitoring the implementation of programme budget policy and strategy;

1. CONCURS with the Executive Board's conclusion on the importance of keeping under
constant review the implementation of the programme budget policy and strategy;

2. REQUESTS the Director -General, within the general framework of monitoring the
implementation of resolutions WHA28.75, WHA28.76 and WHA29.48, to provide the World Health
Assembly and Executive Board with all relevant information to illustrate how the new
programme budget policy and strategy is being applied in Member States, and in particular

in developing countries; and to what extent WHO's regular budget resources are being

used for this purpose.

He said that, like the Executive Board in its resolution EB61.R6, the sponsorsl also

recognized that it was still too early to evaluate the operational implementation of the
programme budget strategy beginning in 1978, but nevertheless considered that real progress
had been made in implementing the relevant resolutions on which the new programme budget
policy was based. It was possible to discern a reorientation in the programmes and working
of the Organization, particularly in the direction of increased technical cooperation and
social relevance, with particular emphasis on technical cooperation among developing countries.

1 These were the delegations of Cuba, Mozambique, Panama, Philippines, Rwanda, United
Republic of Tanzania and Yugoslavia.

- 416 -
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As the Programme Committee of the Executive Board had noted, it was now possible to confirm
that the reorientation of the regular budget was steadily proceeding towards the 60% technical
cooperation target set in resolution WHA29.48. The implementation of that resolution was
crucial to the attainment by the Organization of the goal of "Health for all by the year 2000 ".

Dr TATOCENKO (Union of Soviet Socialist Republics) said he had no objection to the
adoption of the draft resolution but for the sake of clarity he wished to propose a few minor
amendments. In the first preambular paragraph he thought it would be appropriate to make
a reference also to resolution WHA30.30. Secondly, he suggested that the third preambular
paragraph might end after the words "can assume many forms ". The rest of the sentence was
not sufficiently specific, and might lead to some misunderstandings: there were other
important forms of technical cooperation that were not mentioned, but to add them would
overburden the resolution. Thirdly, he suggested that in the fourth preambular paragraph
the words "of technical cooperation with individual countries in order to" should be inserted
after the words "to assess progress ", and that after the words "introduce improvements" the
following should be added: "as well as to assist WHO and all countries to gain from thus
accumulating valuable experience ".

Professor JAKOVLJEVIC (Yugoslavia) reinforced the comments of the delegate of the United
Republic of Tanzania on the draft resolution and said that one of its most important aims
was to emphasize the need to provide the Executive Board and the Health Assembly regularly
with relevant factual information in order to enable those bodies to assess progress, detect

shortcomings and introduce improvements. He also emphasized the importance of operative
paragraph 2, which reflected the most important requirements for monitoring the implementation
of the Health Assembly resolutions referred to. He agreed with most of the amendments
proposed by the delegate of the USSR but did not see any reason why some important forms of
technical cooperation should not be mentioned in the third preambular paragraph.

Dr YANG Tsun -hsing (China) noted that reference was made in the draft resolution to
resolution WHA28.75. At the Twenty- eighth World Health Assembly his delegation had made
clear its reservations with respect to that resolution and he did not intend to repeat them.1

Dr TATOCENKO (Union of Soviet Socialist Republics), replying to the delegate of

Yugoslavia, explained that he had proposed the deletion of part of the third preambular
paragraph because the range of technical cooperation activities referred to was limited and
did not include, for example, coordinating activities at all levels, and carrying out and
coordinating scientific research in the interests of Member States. If the sponsors of the
draft resolution did not wish to make that deletion, he suggested that they should also add
the activities he had just mentioned. In his opinion, however, that would overload the
paragraph and make it less readable.

Dr GALEGO PIMENTEL (Cuba) thought that the proposed amendments merely reinforced the
intentions of the sponsors. With regard to preambular paragraph 3 she agreed with the delegate
of the USSR that other forms of technical cooperation could be mentioned, although, like him,
she did not feel that that was really necessary. However, she was prepared to meet together
with the other co- sponsors of the resolution to discuss the matter if they so wished.

Dr MARTINS (Mozambique) said his delegation had no difficulty in accepting the amendments
proposed by the delegate of the USSR, with the exception of that to the third preambular
paragraph. If the last part of the paragraph were deleted as the delegate of the USSR had
proposed, certain activities that the sponsors had thought it important to single out would
not be mentioned. He saw no reason, however, why coordination of activities at all levels
and coordination of research should not be added.

The CHAIRMAN said that in order to arrive at a consensus on the proposed amendment to
the third preambular paragraph, a short meeting would be held at 14h00 attended by the

1 See WHO Official Records, No. 227, 1975
>

. 1975, pp. 309 -311 and 490.
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delegations of China, Cuba, Mozambique, United Republic of Tanzania, Union of Soviet Socialist
Republics, Yugoslavia and any other interested co- sponsors.

(For continuation, see summary record of the eleventh meeting, section 1.)

2. DRUG POLICIES AND MANAGEMENT Agenda, 2.6.1

The CHAIRMAN, introducing the item, recalled that it had been discussed at the previous
session of the Executive Board and that a progress report had since been prepared by the

Director -General. "Drug policies and management" had also been the subject of the Technical
Discussions during the present Health Assembly and detailed statements had been made on
12 and 13 May 1978. Since she assumed that most of the delegates who had a particular
interest in the subject had participated in the Technical Discussions, she suggested that the
Committee could perhaps concentrate its attention on the policy questions involved and look
carefully at the draft resolution for an action programme for essential drugs.l At a later
stage, the Committee would also have to consider the draft resolution on "Drug policies and
management: medicinal plants ".2

Dr BUTERA (representative of the Executive Board) said that the Board had discussed at
length the new orientation of the drug policies and programmes in which not only the technical
aspects were being considered, but also the social and economic environment of the countries
in which the programmes were to be implemented. In the course of the discussion, it became
clear that extension and improvement of the provision of health care in developing countries
would not be possible in future without the development of an infrastructure for the dispatch
and distribution of essential drugs and, wherever feasible, their local production. To

achieve that, it would first be necessary to identify those drugs and vaccines that were most
needed for health care and that were of proven efficacy, reasonably safe, and not too expensive.
Such a selection could be made only in the countries themselves in the light of a number of
factors, including the prevalence of diseases, trained health manpower, and available resources.
The Board agreed with the criteria that had been proposed by the WHO Expert Committee on the
Selection of Essential Drugs and with the recommendations made in its report.3 The basic

list of drugs contained in the report was primarily indicative and did not exclude the
introduction of new drugs; there was a need to maintain a balance between the economic
realities of a particular country at a particular time and the needs of patients, without
losing sight of the importance of research and development for the progress of medicine.
The Board had pointed out that it was important to ensure that all those concerned, including
the medical profession and the pharmaceutical industry in particular, should understand the
concept of essential drugs and that the aims pursued by WHO were to meet the basic needs of
broad masses of the world's population who did not have access even to the most essential
drugs and vaccines. Although effective drugs for many diseases afflicting millions of
people in developing countries were already in existence, they were not available in the
countries that needed them and some were still too expensive for the developing countries.
There were also shortcomings in distribution systems and the proper use of drugs. In

certain cases, better use could be made of natural resources, in particular medicinal plants.

Two points emerged from the Board's discussion. First, responsibility for drawing up a
national drug policy for meeting the health needs of the majority of the population lay with
the government of each country. Secondly, WHO must not only act as the catalyst of such a
policy but should also be the instrument for technical cooperation between countries and for
practical support in various fields, ranging from assessing needs to the supply of essential
drugs, including, wherever feasible, local production. WHO should also be involved in
quality control, improved utilization of local resources, and research and development and
training of technical personnel. Consequently, in resolution EB61.R17, the Board had
proposed the establishment of an action programme of technical cooperation on essential drugs
aimed at mobilizing resources to support the developing countries' efforts to contribute to
extended health coverage by developing essential drugs. That proposal also involved the

1 Reproduced below.

2 Reproduced on p. 429.

3 WHO Technical Report Series, No. 615, 1977.
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opening of a dialogue with the pharmaceutical industry to improve understanding of the scope
of the programme and to secure the industry's cooperation. An ad hoc committee, which had
been set up by the Board to study the programme, had already met twice under the chairmanship
of Professor Jakovljevic and it was hoped that a full report on its work would be submitted to
the sixty -third session of the Executive Board in January.

Dr CH'EN Wen -chieh (Assistant Director -General) provided some additional information on
the progress so far achieved and on possible future developments of the new programme. The
first step in the formulation of a national drug policy aimed at meeting the real health needs
of the majority of the population through primary health care was the identification of those
needs and determination of the measures to be taken to improve the pharmaceutical supply system
in order to meet the needs. The regionalmeetingsreferredto in the Director -General's progress
report stressed the importance of such country surveys and identified six main areas for

technical cooperation with and among the countries. The first area was the selection of the
most essential drugs of proven efficacy, acceptable safety and reasonable cost that could best
meet the needs of the majority of the population, particularly with regard to primary health

care. After selection of the most essential drugs and vaccines, there was a need for quality

assurance of the products imported or produced locally. The building up of an efficient drug

procurement and distribution network was very important in many developing countries and
required storage and transportation facilities, and skilled personnel at all levels. An

important step towards self -reliance was the strengthening of local production of essential
drugs and vaccines based on feasibility studies, taking into account the health, economic,
technological, and logistic aspects. The use of drugs of natural origin, particularly
medicinal plants, could be improved in many developing countries through the proper evaluation
of their usefulness in health care, the development of appropriate technology for the collec-
tion, cultivation, and processing of the most widely used crude drugs, together with
specifications for them. Finally an important area for technical cooperation was the
stimulation of research and development of drugs and vaccines most relevant to the health needs
of developing countries, including clinical and field studies on such drugs under local condi-
tions of utilization and the development of appropriate technology for local production. In

all those areas, information transfer, and education and training activities were crucial to
the strengthening of national capabilities and of technical cooperation among developing
countries. In the least developed countries, there was also a need to improve the supply
position of essential drugs and vaccines through the establishment of a buffer stock and the
provision of selected products under special conditions.

The planning of such an action programme was at present under study by an ad hoc
committee of the Executive Board. Its implementation would require, in addition to the
resources available to WHO through its regular budget, the mobilization of a wide range of
resources and the full collaboration of governments, agencies and other cooperating parties.
Multisectoral approaches were required, but as the programme was primarily oriented towards
health development, it would seem appropriate for WHO to take the initiative and leadership
within the United Nations system. Although the matter was being considered by the Executive
Board, the review of the progress report by the Director - General might provide an opportunity
for the Health Assembly to discuss the programme and offer further guidance on its development.

Dr MORK (Norway) introduced the following draft resolution:

The Thirty -first World Health Assembly,

Recalling resolutions WHA28.66 and EB61.R17;

Having considered the progress report by the Director -General on Drug Policies and
Management;

Realizing that large segments of the world's population do not have access to the
most essential drugs and vaccines that are indispensable to ensure effective health
care;

Recognizing the importance of an adequate supply of essential drugs and vaccines
to meet the real health needs of the people, through the implementation of national
programmes of health care;

Deeply concerned by the high proportion of health budgets spent on pharmaceuticals
by governments, particularly of developing countries, thereby limiting the remaining
funds available for the provision of adequate health care to the whole population;

Stressing the need to provide essential drugs of adequate quality, in sufficient
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quantity and at reasonable costs to meet the health needs of these countries;
Considering that local production of essential drugs and vaccines is a legitimate

aspiration which developing countries have expressed on many occasions, and that con-
siderable progress has been achieved in some countries;

Considering that the establishment of a pharmaceutical industry in countries where
it does not exist requires transfer of appropriate technology and investment and that
most developing countries cannot afford this without international cooperation;

Recognizing the importance of objective information about pharmaceuticals and the
risk of uncontrolled promotional activities by manufacturers, particularly in developing
countries;

Convinced that collective purchases of large quantities of pharmaceuticals would
substantially reduce their costs;

Convinced that urgent international action is required to alleviate this situation
through the establishment of an action programme of technical cooperation on essential
drugs aimed at strengthening the national capabilities of developing countries in the
field of selection and proper use of essential drugs to meet their real needs, and in
local production and quality control, wherever feasible, of such drugs;

Highly appreciating the steps already taken by the Director -General to make available
essential drugs and vaccines necessary for the extension of the health care coverage of

the population;

1. ENDORSES resolution EB61.R17;

2. URGES Member States, particularly developing countries, to:

(1) establish adequate drug procurement and distribution systems in order to make
available drugs of adequate quality, at reasonable prices, to the population;

(2) establish national drug formularies by generic names including essential drugs
selected on the basis of the health needs of the countries and taking into account
the criteria of the WHO Expert Committee on the Selection of Essential Drugs
(Technical Report Series No. 615);
(3) enact appropriate legislation covering drug registration, prescription by

names, of drug information, including therapeutic indications and
mention of side effects, price control and definition of the type of drugs
authorized for prescription by different levels of health personnel from specialists
to auxiliaries;

(4) collaborate in the exchange of information on drug policies and management
through bilateral or multilateral programmes and WHO;

3. REQUESTS the Director -General:

(1) to continue to identify the drugs and vaccines which, in the light of
scientific knowledge, are indispensable for basic health care and disease control
in the vast majority of the population, and to update periodically this aspect of
the report of the Expert Committee on Essential Drugs;

(2) to cooperate with Member States in formulating drug policies and programmes
that are relevant to the health needs of populations, aimed at ensuring access of
the whole population to essential drugs at a cost the country can afford;

(3) to improve existing WHO supply services for drugs, including vaccines, and
medical equipment through closer collaboration with UNICEF, and to ensure that

developing countries take full advantage of such services;

(4) to ensure collaboration with UNDP, the World Bank and regional Development
Banks and Funds, UNICEF and UNIDO with a view to ensuring that technical expertise
and financing are made available to interested countries to establish local produc-
tion corresponding to their health needs, it being understood that financing should

be independent of the source of technology;

(5) to develop further the dialogue with pharmaceutical industries in order to
assure their collaboration in meeting the health needs of large underserved segments

of the world's population;
(6) to study how prices of pharmaceutical products are determined and possible
strategies for reducing such prices with special emphasis on pharmaceutical products

essential for the populations of developing countries;

(7) to take appropriate steps to cooperate with Member States in developing
quality control systems for drugs, either imported or locally produced, and to

establish regional quality control networks;
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(8) to foster exchange of information among Member States on drug policies and
management and on technical aspects of pharmaceutical products;
(9) to submit to the sixty -third session of the Executive Board a comprehensive
action programme as outlined above aiming at fostering technical cooperation among
developing countries and to stimulate bilateral and multilateral cooperation in this
programme;

(10) to invite governments directly interested in the implementation of this action
programme in their own countries, governments willing to provide support, relevant
United Nations agencies and other appropriate cooperating parties to participate;
(11) to submit a report on the progress achieved in the implementation of this
action programme to subsequent sessions of the Executive Board and World Health
Assembly.

That resolution had been drawn up by a group of the sponsoring countries.1 The work of
WHO in identifying the problems of the developing countries with regard to adequate drug
treatment was highly appreciated, and provided a good basis for further activities. Those
problems were enormous, as shown by the fact that many of the products in the list of essential
drugs could be used rationally only by physicians. A further selection from that list was
therefore necessary for areas where physicians were not available, the scope of that selection
being related to the level of training of the personnel providing health services to the
population.

National drug policies should include all the links in the chain necessary for providing
adequate drug care, including the training of personnel in the technical and administrative
aspects of drug policies and management of a pharmaceutical supply system. The concept of
essential drugs had introduced a new dimension into drug policies and a new approach to
pharmaceutical products. Drugs were no longer viewed purely from the scientific and technical
points of view, but also in the light of health priorities and health care delivery to the
population as a whole.

His delegation supported the report on the selection of essential drugs, since the
approach, though firm, was flexible enough to allow for application to suit the different
situations in different countries. It was important for both the developed and the
developing countries. The selection process must be a continuous one, and the subject must
therefore be reviewed by WHO at regular intervals.

He stressed the importance of ensuring that the drugs supplied to the population were of
the necessary quality. Since many developing countries could not afford to build up a
complete quality control system, WHO should assist Member States in developing such systems
and establishing regional control networks.

The need to provide essential drugs had been emphasized by many speakers during the
Technical Discussions, and it was essential to study how prices of pharmaceutical products
were determined and possible strategies for reducing the prices.

WHO should disseminate information on various aspects of the subject so as to help
countries in developing national drug policies. Attention should also be drawn to the
possibilities of intercountry cooperation. Since conditions varied greatly, approaches might
also vary. Bilateral agreements between industrialized and developing countries could often
give rapid results, and Member States should offer assistance, by means of agreements on
cooperation, to facilitate the development of drug policies and management.

Dr MARTINS (Mozambique) said that drug policy had been something of a forbidden subject
in WHO, but his delegation did not see how it was possible to talk about health without
mentioning drugs. A very timid resolution had been adopted on that subject at the Twenty -
eighth World Health Assembly but it had enabled the work reported by the Director -General and

the Executive Board to be carried out. That work deserved praise, since it had provided the
basis for the Technical Discussions at the present Assembly and for the present discussion.

His delegation, as co- sponsor of the draft resolution, wished to stress the importance

of a national drug policy. The coordinating efforts of WHO were very important, but those
efforts would come to nothing if Member States failed to define such a policy. Mozambique,
although it had been independent for only three years, had given immediate priority to
defining a national drug policy, in which the first step had been to draw up a national

1 These were Bangladesh, Bolivia, Cuba, Denmark, Finland, Ghana, Italy, Malaysia,
Mozambique, Nepal, Norway, Panama, Philippines, Poland, Romania, Rwanda, Somalia, Sri Lanka,
Swaziland, Sweden, United Republic of Tanzania, Venezuela, Viet Nam and Yugoslavia.
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formulary. That had been published in January 1977, even before the report of the WHO experts,
and was based on the same criteria as that report. Such a formulary was essential for the
developing countries. It was a restricted list of drugs, and that was what the developing
countries needed, since only rich countries could afford the luxury of exhaustive lists which
even gave detailed information on each product.

International nonproprietary, i.e., generic, names should be used in the formulary
otherwise it would be impossible to escape the influence of the large drug companies. Such
generic names must also be used in prescriptions. Their use in advertising and on packages
had been mentioned during the Technical Discussions. That was important, as was the
introduction of legislation compelling manufacturers to give generic names on packages, but was
not nearly enough for the developing countries. If such legislation was introduced in a small
developing country, for example, the company concerned could simply stop marketing its drugs
in that country. For that reason, countries must act together, and WHO's coordinating role
was important. Even without such coordination, however, each country should educate its
doctors and health workers to use generic names in prescribing; that would be a decisive
step, since there were countries which had nationalized the importation and production of
drugs, but where doctors were still under the influence of publicity and therefore prescribed
the commercial products, thereby forcing the State company to import them. In Mozambique, a
law had been passed in 1977 compelling doctors to use generic names in prescriptions and,
apart from some initial resistance, that law had not given rise to any problems.

As a further step, it was necessary, especially in the developing countries, to prepare
a therapeutic guide, since some treatment regimes were too costly. Such a guide had been
prepared in Mozambique and would be made available to WHO and to Member States. In a country
like Mozambique, where malaria, tuberculosis and leprosy were major problems, it would not be
practicable to allow each doctor to treat cases as he saw fit. For that reason, for five
diseases, therapeutic schedules and treatment criteria had been laid down, together with some
suggested schedules for other diseases.

That raised the problem of the freedom of doctors, and especially of those brought up to
think of medicine as a liberal profession, to prescribe as they pleased. Doctors would have
to be convinced of the need, in the interests of the community, for some limitations of that
freedom.

In Mozambique, in addition, for tuberculosis, three levels of treatment had been defined.
The first, which could be provided both by doctors and by medical auxiliaries, was used when
bacteriological tests had given a positive result, the second when, six months later, those

tests were still positive; in the latter case, treatment was the responsibility solely of
doctors, but they had to justify their actions. Finally, the third level applied to the 1%
of cases for which the second level treatment was not enough; at this level treatment was

entirely the responsibility of lung specialists. What had been done in Mozambique might not
be possible in other countries, but that was the direction that should be followed in the
future.

It was also essential, in the Third World countries, to determine what drugs could be
prescribed by medical auxiliaries, and what drugs could be sold over the counter.

His delegation as a co- sponsor of the draft resolution, stressed the need, in the
developing countries, to establish appropriate systems for the procurement and distribution

of drugs. WHO's role in coordinating the drug policies of the different countries was very

important; it could also make available to Member States those services that they could not
provide themselves, e.g., quality control, which was very difficult to organize at the

national level.
Every country had the right to manufacture its own drugs, and in Mozambique the aim was

to establish a national drug industry by 1980. WHO should help countries like Mozambique in

achieving that aim. In that connexion, it was particularly important that the agency
providing the finance for such an industry should be separate from that providing the

technological input.

Professor KOUMARE (Mali), while endorsing the proposals of the Executive Board, noted with
some bitterness that the concept of essential drugs was limited to the so-called modern

medicines. Some, if not all, of those medicines had to be prescribed by doctors. For

countries like Mali, where medical auxiliaries were very important, the list of essential

drugs could not be considered as an end in itself; WHO should take that into account.

In relation to drug policies and management, he regretted that enough importance was not

given to the use, in the developing countries, of traditional drugs. It was also clear from
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the draft resolution and the Technical Discussions that the concerns of developed countries
were far from being identical with those of the developing countries. It was unnecessary to
comment on the consequences of that situation to a country as poor as his own. The draft
resolution gave the impression that the main concern was to open up discussions with the
pharmaceutical industry. Even if those discussions were successful, which was doubtful, they
would certainly be a long and dangerous process. A solution to the problem was more likely to
be found at the level of the users rather than in an approach to those who sold drugs. For
that reason, he preferred the rapid utilization of local resources and efforts to achieve
self- sufficiency.

He was glad to note the establishment, at least on paper, of a network of centres for
research on medicinal plants. In that connexion, it was time to reduce the number of meetings
that merely kept on passing the same resolutions and making the same recommendations; that
was of no benefit to the populations concerned. The time had come to prepare a precise
minimum programme of work based on those recommendations so that the new centres did not remain
on paper but really helped to train research workers and to study traditional medicines.

The use, by the developing countries, of traditional medicines was sufficiently important
to justify the preparation of a draft resolution so that the Director -General could report on
the matter to the Thirty- second World Health Assembly. It was for that reason that Mali
supported, and wished to be one of the co- sponsors of the draft resolution.

Professor JAKOVLJEVIC (Yugoslavia) said that the Director -General's report showed that
a new social dimension had been introduced into drug policies and management; pharmaceuticals
had long since ceased to be considered in WHO only from the technical and clinical points of
view. As the Director, Division of Prophylactic, Diagnostic and Therapeutic Substances had
written in World Health, drugs were now seen in the light of health priorities and the delivery
of health care to the population as a whole.1

Three years after resolution WHA28.66 had provided guidance to the Director- General on
the reorientation of the programme on prophylactic, diagnostic and therapeutic substances,
it was clear that the main problems of drug supply in the developing countries had been
identified and that an action programme of technical cooperation was being developed. Before
resolution WHA28.66 had been adopted, however, the Director -General's report had identified
as the major problems the inadequate availability of essential drugs, especially in the rural
areas of the developing countries, where more than 80% of the population did not receive
adequate care, the maldistribution of drug production between the developed and the developing
countries, 90% being located in the former, and the excessive, inadequate or inappropriate use
of drugs by health workers. Against that background, it was still not possible to consider
the existing situation as satisfactory, though it was an improvement in that action was being
taken to solve the problems.

The results ultimately achieved would depend largely on activities in the countries. He
therefore agreed with the statement in paragraph 11 of the Director -General's progress report
that the success of the programme would be determined mainly by the political will of
governments in identifying and tackling the problems of their countries and in cooperating in
solving the urgent problems of the least developed countries; those problems could not be
solved without an adequate supply of the most essential drugs. Success would also depend on
new initiatives by governments and the drug industry in the light of the New International

Economic Order. His delegation supported the draft resolution, as a co- sponsor.

Professor POGGIOLINI (Italy) said that his delegation acknowledged the importance of
drug policies, particularly to developing countries, and therefore appreciated the clarity of
the Director -General's report. His country, which was one of the largest drug producers, was
ready to help developing countries by supplying essential drugs under favourable conditions
and packaged to support the climatic conditions of each country. The quality of drugs
manufactured and exported by his country was controlled by the National Institute of Health

and a certificate, based on WHO international certification recommendations, accompanied each
batch of drugs exported.

His Government was ready to cooperate with developing countries by training personnel, by
providing assistance in the selection of equipment and by providing know -how. Each year, his
Government offered fellowships to health personnel from developing countries for training in
pharmacology, toxicology and quality control amongst other subjects. In other words, his

1 World Health, April 1978, p. 8.
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Government was planning a series of coordinated actions to help developing countries to achieve
self -reliance, within a reasonable period of time, in all the operations involved in the
manufacture and distribution of drugs, and to start research programmes aimed at meeting local

health needs.
His delegation hoped that WHO would prepare a detailed action programme based on: a plan

of international coordination of national drug policies; a programme of drug selection and

procurement; and participation of developing countries in the implementation of the action
programme on essential drugs, together with governments willing to contribute to the programme

and with the pharmaceutical industry. His delegation therefore co- sponsored the draft

resolution.

Dr FIELD (United Kingdom of Great Britain and Northern Ireland) said his delegation
appreciated the clear and precise progress report and the excellent lead document prepared

for the Technical Discussions. His delegation endorsed the proposed action programme

outlined by the Executive Board in resolution EB61.R17. The Technical Discussions and the

introduction to the item under discussion had clearly set out the problems facing developing
countries in providing effective basic drugs for the treatment of serious diseases. His

delegation agreed that it was vital to ensure a supply of drugs of adequate quality at
reasonable cost, and therefore agreed that the WHO programme was one of the most important
activities of the Organization. The Assistant Director -General had already outlined the many

facets of the programme to be covered.
His delegation supported the draft resolution but wished to propose certain amendments

that would strengthen and clarify it. There appeared to be some confusion on the text between

the terms "drug" and "pharmaceutical product ". He suggested that the term "drug" only should
be used, in accordance with the definition given in the twenty -fifth report of the WHO Expert
Committee on Specifications for Pharmaceutical Preparations.) That definition covered
everything from the active ingredient and the excipients to the finished pharmaceutical

product.
With reference to operative paragraph 2(2) of the draft resolution, the delegate of

Mozambique had already referred to the use of the word "formularies" and had explained why his
country could not accept the word "lists" alone. In the English language the word "formulary"
had a specific meaning, which implied not just a restricted list of drugs but a list setting
out the actual formulae of the drugs and how the drugs must be presented to the patient. He

was not sure that such'a meaning was desirable, since not all countries would wish to
introduce formularies. He therefore proposed the replacement of the word "formularies" with
the words "lists or formularies ". He suggested that the term "generic names" be qualified
where it first appeared. He therefore proposed that in operative paragraph 2(2) the words
"generic names" be replaced by the words "international nonproprietary names (generic names) ".

He proposed that in operative paragraph 2(3), the words "enact appropriate legislation"
be replaced by the words "enact legislation as appropriate ", in order to emphasize that

legislation should be appropriate to each Member State. The word "prescription" had a
specific meaning in the English language, indicating a written instruction to someone who

would dispense it. However, many health workers would give drugs directly to patients, without
using prescriptions. He therefore suggested the replacement of the word "prescription" by the

words "use or prescription ". The term "health workers" was now widely accepted as the proper

terminology for health personnel at different levels. He therefore proposed that, in
operative paragraph 2(3), the words "health personnel from specialists to auxiliaries" be
replaced by the words "health workers ".

His delegation supported the principle underlying operative paragraph 3(4). However,
it should be recognized that it would not be feasible for many small countries to establish a
viable independent system for local production. He therefore suggested the introduction of
words already employed in the preamble and proposed that the third line (in the English text)
be amended to read "are made available to interested countries to establish local production,
wherever feasible, corresponding to their health needs . . . ".

Reference had been made, during the discussions, to problems arising from marketing
practices in certain parts of the world. He therefore proposed strengthening operative
paragraph 3(6) by amending it to read "to study how prices of drugs are determined and
possible strategies for reducing such prices, including the development of a code of marketing
practices, with special emphasis on drugs essential for the populations of developing

countries; ".

1 WHO Technical Report Series, No. 567, 1975, p. 17.
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His delegation hoped that implementation of the action programme would be treated by the

Organization as a matter of extreme urgency.

The CHAIRMAN, in accordance with Rule 49 of the Rules of Procedure, invited the
representative of the International Federation of Pharmaceutical Manufacturers Associations
to address the meeting.

Mr TIEFENBACHER (International Federation of Pharmaceutical Manufacturers Associations)
said that his organization agreed with the Director -General that the pharmaceutical industry
had an important part to play in the overall drug policies and management programme and in the
action programme on essential drugs. He had gathered that some delegations felt that the
pharmaceutical industry had been slow to respond to the appeal of the Executive Board
contained in resolution EB61.R17. He gave an assurance that the industry was most sensitive
to the need, in the least developed countries in particular, to extend health coverage.
Since the start of 1978, the industry had been discussing programmes and projects in line with
WHO proposals and were considering making contributions that were beyond its raison d'être,
which was to discover, develop, produce and market quality pharmaceuticals. The project
foremost in delegates' minds appeared to be the supply of basic pharmaceuticals to the primary
health sector of the least developed countries. No firm proposal had actually been formu-
lated and further dialogue with WHO was needed. For legal reasons, the International
Federation of Pharmaceutical Manufacturers Associations itself was unable to become involved
in programmes because of the cartel laws existing in many countries. However, national
associations and drug companies were in a position to respond to the appeal of WHO, and many
of the latter had already done so in a most encouraging way. Some were considering supplying
a short list of basic drugs to the primary health sector of the least developed countries, to
include, for example, penicillin, tetracycline, ampicillin, one or two basic analgesics,
antimalarials such as chloroquine, oral contraceptives and standard vaccines. They were
considering supplying at special prices that would exclude allocation of research and
development, marketing and certain administrative expenses. Special packaging would be used,
depending on local requirements. It was not necessarily suitable to use bulk packaging in
all cases. Negotiations would continue, with WHO acting as a catalyst, between national
governments and the industry.

The industry could also make a contribution in the area of quality control. The

General Chairman of the Technical Discussions, in his report to the Health Assembly, had
stressed the need for developing countries to set up their own, or regional, quality control
laboratories. The pharmaceutical industry could assist anyone wishing to plan, equip and
set up such a laboratory. The industry could also contribute to specific areas of manpower
development; particularly quality control. Pharmaceutical companies in some countries in
Europe were assisting the Regional Office for the Eastern Mediterranean to develop technical
expertise in inspection for good manufacturing practices, quality control, handling of drugs,
drug logistics and drug management.

Research and development in tropical diseases were breaking new ground. Twenty of the
industry's top scientists were participating in scientific working groups of the WHO Special
Programme for Research and Training in Tropical Diseases. Discussions with developing
countries had started to determine how the use of existing drugs could be extended. Further
discussions were under way at international and national levels to determine how the overall
efforts of the industry in tropical research could be extended.

He stressed that, while private industry was eager and willing to cooperate, it could not
undertake work in the public domain that was the responsibility of international or national
authorities. He begged delegates to be careful, since he feared that some of the elements
under discussion implied the destruction of the basis of the pharmaceutical industry, an

industry making a major contribution to the welfare of mankind by engaging in research for
the development of new products.

Dr JENNINGS (United States of America) said the progress report was a useful survey of
a topic of universal concern. His delegation fully supported the action programme proposed in

resolution EB61.R17. His country was prepared to work with WHO and Member States in the
following areas: technical cooperation in assessing the drug needs of countries; training
of administrative and technical personnel in drug regulation, including assessment for safety
and efficacy, quality control, information and surveillance; research in areas related to
national drug policy, including biomedical research on safety and efficacy under varying
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conditions, distribution systems, utilization and dissemination of information. It should be

borne in mind that the dosage of many common drugs was based on their effects in a standard

man of 70 kg, with a haemoglobin value of 15 000 ml, who had a high animal protein diet,

conditions that did not apply in many countries.
His delegation supported the intention of the draft resolution with regard to the need

to recognize the problems of the supply of drugs to treat the most serious illnesses,

especially in the least developed countries, and had welcomed the statement of the

representative of the International Federation of Pharmaceutical Manufacturers Associations in

this connexion. He agreed with the delegate from the United Kingdom that the draft resolution

required some clarification and strengthening. A WHO resolution carried great weight with

the Member States and should therefore be drafted carefully to take into account the differing

economies and cultural and government systems of different countries. For example, his

Government had only limited federal authority. Many responsibilities were the province of

the state, including regulation of the professional practices of medicine and law. It would

be impossible to enact a federal law to require physicians to prescribe using generic names.

He could not therefore accept that aspect of the draft resolution. Since his delegation was

completely in accord with the aims of the draft resolution, he hoped that difficulties of

wording could be resolved.

Dr LECLERC- CHEVALIER (Canada) said that the preparatory work for the Technical
Discussions had been extensive and of high quality. She had noted the great interest shown

during those Discussions. Drug policies and management played an important role in all

countries, particularly in developing countries, who were entitled to essential drugs as an
integral part of health services. Although drug policies were essential, they should take
into account the social and cultural characteristics of countries and their existing
legislation.

Her delegation supported the proposed action programme and the draft resolution, although
the latter required some amendment, since certain aspects ran counter to the existing legis-
lation of some countries. She agreed with the proposal to amend operative paragraph 2(2) by
replacing the word "formularies" by the words "lists or formularies ". Some countries had
lists that varied from province to province. Further, the term "list" was more flexible and
would permit Member States to establish initial lists to meet urgent needs, to be followed by
a second stage, the addition of other drugs as needed.

The words in operative paragraph 2(3) reading "prescription by generic names" were not
acceptable to her delegation. In certain provinces in her country, there was such a requirement,

in the contexts of reimbursement of drug expenses and hospital use. However there was no
federal requirement. She suggested replacing the words "prescription by generic names" by
the words "use of generic names ". With regard to the type of drug to be prescribed by

personnel at various levels, federal and provincial legislation in her country was highly
specific. Further, the terms "specialists" and "auxiliaries" did not have the same
significance in all countries. She therefore agreed with the proposal to replace the words
"health personnel from specialists to auxiliaries" with the words "health workers ". She also
agreed with the proposal to replace the words "pharmaceutical product" with the word "drug"
throughout the draft resolution. In view of the difficulties in establishing local produc-
tion of drugs in all countries, implementation should be preceded by cost /benefit analysis.
She had already outlined, during the Technical Discussions, the achievements of her country
as regards distribution systems, quality control and cooperation with the pharmaceutical
industry. Her country would be pleased to provide information to any country interested,
since she believed that her country's programme could well be adapted for application in other
countries.

(For continuation, see summary record of the eleventh meeting, section 2.)

The meeting rose at 12h32.



ELEVENTH MEETING

Friday, 19 May 1978, at 14h30

Chairman: Dr N. N. Mashalaba (Botswana)

1. PROGRAMME BUDGET FOR 1978 AND 1979 (FINANCIAL YEAR 1979) Agenda, 2.2
(continued from the tenth meeting, section 1)

Dr MWAKALUKWA (United Republic of Tanzania), Chairman of the drafting group,
introducing the group's amendments to the draft resolution presented at the beginning of
the tenth meeting, said that a consensus had been reached on the deletion of the references
to resolution WHA28.75 in the first and second paragraphs of the preamble and in operative
paragraph 2; and on the addition at the end of the first paragraph of the preamble of a
reference to resolution WHA30.30. The phrase beginning at "ranging from" and ending "health
programmes" should be deleted from the third paragraph of the preamble, which would thus
end with the words "many forms ". And the fourth paragraph of the preamble (second half)
should read:

. . to enable the Executive Board and the World Health Assembly to
of technical cooperation with individual countries in order to detect
introduce improvements, as well as to assist WHO and all countries to
valuable experience thus accumulated ".

Dr KLIVAROVÁ (Czechoslovakia) said that, since everyone had agreed to
forward at the tenth meeting, including the references to resolution WHA28
prefer that the reference should remain.

assess the progress
shortcomings and
benefit from the

the amendments put

.75, she would

The CHAIRMAN asked if the Chairman of the drafting group would agree to retention of
the reference to resolution WHA28.75.

Dr MWAKALUKWA (United Republic of Tanzania) replied that the Chinese delegation had not
wanted any reference to resolution WHA28.75 in the draft resolution.

Dr YANG Tsun -hsing (China) thought that the Committee should abide by the decision of the
drafting group to delete the reference to resolution WHA28.75. The first paragraph of the
preamble was unacceptable to the Chinese delegation, which had already made its stand clear
in the United Nations General Assembly, the Health Assembly and many other international
organizations. In its view, resolution WHA29.48 was the important resolution, and reference
to resolution WHA28.75 was unnecessary.

Dr KLIVAROVÁ (Czechoslovakia) said that resolution WHA28.75 had been acceptable to all
the delegates at the Twenty- eighth World Health Assembly when it had been adopted. It would
seem unconstitutional to reject an amendment merely because it was unacceptable to one
delegation.

The CHAIRMAN asked if the delegate of China would be prepared merely to have his
reservation recorded.

Dr YANG Tsun -hsing (China) said that, since the question had been brought up again, he
felt obliged to repeat his delegation's stand, which was that to speak of reducing military
budgets by 10% (as was done in the third paragraph of the preamble to resolution WHA28.75)
was idle talk that merely deceived people, because it did not signify genuine disarmament.
It was therefore unacceptable to the delegation of a country such as China, which believed in
real disarmament.

-427-



428 THIRTY -FIRST WORLD HEALTH ASSEMBLY, PART II

Mrs BRÚGGEMANN (Secretary) said that, during the discussion in the drafting group,
attention had been drawn to the fact that the second paragraph of the preamble referred to the
historical events leading up to the revised concept of programme budget policy and strategy.
Those events were considered as having been mainly due to resolutions WHA28.76 and WHA29.48.

In view of the fact that the draft resolution under discussion dealt with the policy and
strategy of the Organization and its monitoring, the drafting group had felt that, from the
point of view of the historical development, the reference to resolution WHA28.75 was less
relevant. That, at least, had been the Secretariat's impression.

Professor JAKOVLJEVIC (Yugoslavia) said that although very important from the point of
view of technical cooperation with developing countries, resolution WHA28.75 was not as
relevant as resolutions WHA28.76 and WHA29.48 from the point of view of programme budget
policy and strategy. As he understood it, that had been the only reason for deleting the
reference to resolution WHA28.75 from the draft resolution. He recalled that resolutions
WHA28.76 and WHA29.48 had been prepared by the Group of 77.

The CHAIRMAN asked if the Committee was prepared to accept deletion of the reference to
resolution WHA28.75 from the draft resolution.

The SECRETARY read out the draft resolution as amended.

Dr KLIVAROVÁ (Czechoslovakia) said that to delete the reference to resolution WHA28.75
showed a lack of understanding of the whole concept of technical cooperation, which had
been based precisely on that resolution, which indicated how the necessary resources could be
found for such cooperation. It might be advisable to read out the text of resolution
WHA28.75 since the vast majority of the delegates were perhaps unaware of the aspects that
were unacceptable to the Chinese delegation.

Dr YANG Tsun -hsing (China) reiterated that all the members of the drafting group had
agreed to deletion of the reference to that resolution: it was not only his delegation that
had objected to it. However, he did not wish the position of the Chinese delegation to lead
to further lengthy discussions and controversy.

The CHAIRMAN asked if the delegate of Czechoslovakia would accept that explanation.

Dr KLIVAROVÁ (Czechoslovakia) said she could not agree with the drafting group's
decision. Since no one in the full Committee had objected to the reference to resolution
WHA28.75, the group must have been swayed by the Chinese delegation's objection. She
again proposed that the resolution should be read out.

Professor JAKOVLJEVIC (Yugoslavia) said that it was not only the delegate of China who
had objected to the reference to resolution WHA28.75: the whole drafting group, i.e. the
delegates of Cuba, China, Mozambique, the Soviet Union, the United Republic of Tanzania and
Yugoslavia, had unanimously agreed that it should be deleted. He therefore proposed that
the discussion cease and that, if necessary, the matter be put to the vote.

Dr MUREMYANGANGO (Rwanda) formally moved that the debate be closed and that the
Committee immediately vote on the draft resolution as amended.

The SECRETARY said that in that case, the Committee should first vote on the proposal
made by the drafting group to delete the reference to resolution WHA28.75, since that was the
proposal farthest removed from the original resolution.

Dr KLIVAROVA (Czechoslovakia) formally proposed that the reference to resolution WHA28.75
should be included in the first paragraph of the preamble to the draft resolution, and asked
that her amendment be voted on first.

Professor SENAULT (France) said he had understood the delegate of Rwanda to have moved
the closure of the debate and asked whether, in accordance with the Rules of Procedure, the
Committee should not proceed to a vote.
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The SECRETARY said that the Committee had two proposals before it: (1) the inclusion

of a reference to resolution WHA28.75 in the draft resolution; and (2) the drafting group's

amendments to that draft resolution. According to the Secretariat's interpretation, the second
proposal, which included the deletion of the reference to resolution WHA28.75 should be voted

on first.

Professor SENAULT (France) said that the Committee should first vote on the point of

order moved by the delegate of Rwanda.

The SECRETARY concurred. Under Rule 63 of the Rules of Procedure, once a delegate had

moved the closure of the debate, the Committee should first vote on that motion. Two

delegates were entitled to speak against the closure of the debate but, since no delegates
opposed the present motion, there was no need for a vote. The Committee might therefore

proceed to vote on the deletion of the reference to resolution WHA28.75 from the draft
resolution, since that was the proposal farthest removed from the original.

Decision:

(1) It was agreed, by 54 votes to one, with 23 abstentions, to delete the references
to resolution WHA28.75 in the first and second paragraphs of the preamble to the draft
resolution.

(2) The draft resolution, including all the other amendments of the drafting group,
was approved.1

2. DRUG POLICIES AND MANAGEMENT (continued from the tenth meeting, section 2) Agenda, 2.6.1

The Committee, in addition to the draft resolution on an action programme on essential
drugs presented at the tenth meeting, had before it a draft resolution on medicinal plants
sponsored by the delegations of Italy, Malaysia, Rwanda, Togo and Viet Nam, and reading:

The Thirty -first World Health Assembly;

Having considered the ever -increasing importance of medicinal plants in health care,
particularly in developing countries;

Noting with satisfaction that WHO has already organized meetings on medicinal plants
in the regions;

REQUESTS the Director -General:

(1) to compile a list of medicinal plants used in the different countries and to
establish international nomenclature for the ones most widely used;
(2) to establish international specifications for the most widely used crude drugs and
simple preparations thereof;
(3) to collaborate with countries desirous of improving the use of medicinal plants and/
or their derivatives;
(4) to coordinate regional efforts in the screening, scientific evaluation and better
use of medicinal plants;
(5) to disseminate information on methods of scientific evaluation of vegetable drugs;
(6) to designate regional research centres for the study of medicinal plants;
(7) to ensure collaboration with other United Nations specialized agencies;
(8) to report on the subject to a subsequent Health Assembly.

The CHAIRMAN said that the representative of the Council for International Organizations
of Medical Sciences had asked to make a statement.

Dr GELLHORN (Council for International Organizations of Medical Sciences) said that the
adoption and implementation of the guidelines set out in the perceptive and far- reaching resolu-
tion proposed to the Health Assembly would have a significant impact on the delivery of
medical care to the peoples of the world at present denied the benefits of advances in
medicine; and would make it possible for physicians and other health professionals to make
better use of the knowledge gained in the course of their training. CIOMS, which comprised 68

1 Transmitted to the Health Assembly in the Committee's third report and adopted as

resolution WHA31.31.
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international organizations of the medical sciences and 23 national members, had long been con-
cerned with the issues that were being discussed by the Thirty -first World Health Assembly. In
1968, it had organized a round -table conference in collaboration with WHO, entitled "Evaluation
of drugs: Whose responsibility ?" Even a decade ago, progress in the drug field had required
that governments consider the scientific and socioeconomic problems of modern drugs: the 1968
conference had been particularly concerned with the roles to be played by basic medical
research, the pharmaceutical industry, government regulatory agencies and medical
practitioners in the evaluation of the safety of drugs and their therapeutic value. It had
concluded that there was a pressing need to establish a central repository of such information,
which could be internationally disseminated as needed. Despite the complexity of such an
information centre, WHO had undertaken to fulfil that international obligation.

In December 1977, CIOMS had organized another conference in collaboration with WHO
entitled "Trends and prospects in drug research and development ", which had dealt with many

of the issues set out in the draft resolution before the Committee and been attended by
representatives of the pharmaceutical industry, national drug regulatory agencies, academic
medicine and the international organizations, as well as health officials from both developed

and developing countries. The discussions that had taken place on the reasons for the

disparity in drug research on the problems of importance to different parts of the world were

particularly pertinent to the deliberations of the present Health Assembly. Over two billion

dollars was annually invested in drug research, but only a very small proportion of those

funds were spent on research into drugs for the treatment of major diseases endemic in most

tropical countries. The conference had also discussed possible ways of ensuring a more

equitable research effort directed to world health needs, and immediate measures to make
existing useful drugs available at a reasonable cost to the people of developing countries.

Also iñ collaboration with WHO, a follow -up meeting of experts to implement the conclusions of

the conference was now being organized.
CIOMS, which was a nongovernmental organization, had the means to communicate with

medical research and professional health personnel throughout the world through its

international and national membership, and was prepared to continue its collaboration with

WHO in all aspects of drug development and in ensuring the accessibility of drugs to those who

needed them - and indeed, in any other health issue that required collaboration between

governments and the professional health community.

Dr GAUDICH (Federal Republic of Germany) stated that considerable progress had been made

since the Health Assembly had taken up the matter of drug policies three years ago. The

delegation of the Federal Republic of Germany welcomed the activities of WHO and related

organizations in respect of prophylactic and therapeutic substances, activities that were

based on resolution WHA28.66 - one of the Health Assembly's most important decisions.

Drug policies covered far more than the list of essential drugs: research, drug

monitoring, and education and training should not be disregarded. Nevertheless, the

satisfaction of the basic needs in drugs of large segments of the world's population - which

totally lacked or had only inadequate supplies of the 10 or 15 vital drugs (such as analgesics,

antimalarials and antibacterial and tuberculostatic drugs) included in the long list of

essential drugs- was of even greater importance.

As it had done the year before, the delegation of the Federal Republic of Germany wished

to stress that the only way to solve the problem was to launch a worldwide campaign to provide

essential drugs at cost price to the underserved populations in the least developed countries.

Over the past year, governments, technical cooperation agencies and the pharmaceutical

industry had had discussions on whether and how such a campaign could be rapidly carried out,

since immediate action and cooperation between all the parties concerned was essential.

Those discussions had shown that a number of pharmaceutical firms in European countries were

prepared to cooperate in such a campaign and to provide the 10 -15 basic drugs of high quality

most needed in primary health care. It was now incumbent on the governments and agencies

concerned to ensure that those precious and delicate goods reached the people who required them

in good condition. That called for an effective distribution system, comprising not only

transport facilities such as trucks, freight trains and cargo boats, but also trained manpower,

such as storekeepers, quality control staff and dispensers, capable of making the best

use of the transportation, storage and quality control facilities available.

Those should be the two main activities of WHO's action programme, in order to ensure

achievement of the common objective of attainment by all the citizens of the world of a level
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of health that would permit them to lead socially and economically productive lives.
The sponsors of the draft resolution on an action programme on essential drugs were to be

congratulated on having framed it in such a way as clearly to show the crucial points on which
WHO should concentrate its activities. However, operative paragraph 2(3) urging Member
States to "enact appropriate legislation covering . . . prescription by generic names . . .5nd7
price control ", if it were meant exclusively, would make it difficult for the delegation of the
Federal Republic of Germany to accept the resolution, since it might conflict with the Federal
Constitution. It therefore supported the amendments proposed by the delegates of the United
States of America, Canada and the United Kingdom and hoped that a compromise would be found to
which everyone could agree, for the Federal Republic of Germany would very much regret being
unable to support the draft resolution as it stood, particularly as it was anxious to cooperate
in the action programme.

Dr MEEVITINOV (Union of Soviet Socialist Republics) said that the recent Technical
Discussions and various WHO meetings of experts had demonstrated the urgency and importance

of the action programme on essential drugs. The Organization's programme deserved full

support, and he congratulated the Director -General on the concise report now before the

Committee.
There was clearly a need for a list of essential drugs that would enable physicians to

provide the necessary medical care, particularly as a number of developing countries did not
yet have adequate facilities for ensuring proper evaluation of drug safety and efficacy. It

was vitally important that each country should have the drugs necessary for the prophylaxis
and treatment of the diseases that called for priority attention, and lists of essential
drugs based on therapeutic classification would be useful. The lists would need to be

constantly revised by countries as some diseases vanished and others appeared. In preparing

such lists steps should be taken to ensure that there was not too great a variety in the

drugs included. In the Soviet Union, for example, new drugs were not only examined for their

effectiveness and safety, but also to compare their efficacy with that of already existing
drugs, so as to avoid duplication and keep the number of drugs within reasonable bounds. It

was important that, along with recommendations regarding essential drugs, information should be
available concerning drugs whose use had been forbidden in some countries, owing to adverse

side effects.
Advertising of drugs - which encouraged self- medication and unnecessary use of drugs -

was prohibited in the Soviet Union. Scientific symposia were held regularly to acquaint

practising physicians with new drugs, and detailed instructions regarding their administration

were distributed.
The Soviet delegation supported the draft resolution on an action programme on essential

drugs and was prepared to assist developing countries - through WHO and also on a bilateral
and multilateral basis - in training specialists, so as to enable those countries to set up

their own national pharmaceutical industries.

Professor KAYAALP (Turkey) expressed satisfaction with WHO's efforts over the past three
years to identify the main obstacles preventing large segments of the world's population from
having access to the most -needed drugs. Since the problems of pharmaceutical supply,
particularly in the developing countries, were already known the action programme proposed by
the Executive Board in resolution EB61.R17 should be implemented without delay. He praised
the report of the WHO Expert Committee on the Selection of Essential Drugs (Technical Report
Series No. 615), which contained a list of the drugs most needed for basic health care delivery

systems. In the expectation that WHO would take more concrete action to achieve its goals in
that field, he supported the draft resolution on the action programme on essential drugs, as

amended by the delegate of the United Kingdom. Pharmaceutical supply systems and the
selection of essential drugs for primary health care would, he hoped, be considered at the
International Conference on Primary Health care to be held in Alma -Ata (USSR).

Dr SPAANDER (Netherlands) commended WHO on the progress it had made in work under
discussion, which would have an enormous impact, not only for the Organization, but also at the
national level.

As regards the draft resolution on the action programme on essential drugs, he endorsed
the suggestions made by the United Kingdom delegate, and had the same attitude as his colleagues
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from Canada, the United States of America, and the Federal Republic of Germany towards the
implementation of the programme. The action proposed by the Board in resolution EB61.R17
included continued identification of drugs and vaccines, drug legislation and regulatory control,
and the establishment of a regional quality control laboratory. Without internationally
accepted, uniform procedures for quality control and biological standardization, such proposals
would be impossible to implement, especially if the aim was decentralization to regional
and national laboratories. Biological standardization was one of the oldest activities

in the international field, since it had been dealt with by the Office International d'Hygiène
Publique, and by the League of Nations, before the WHO Expert Committee on Biological
Standardization took it over in 1948. The twenty -ninth report of that Committee was in

preparation, and the documents for the decisions to be taken at the thirtieth meeting had
already been distributed for comment to the 83 experts from 26 Member States, who were on the
expert advisory panel. He was disturbed to note from Official Records No. 236 that no
budgetary provision had apparently been made for future meetings of the Expert Committee, and
asked if it was intended to discontinue those meetings. His delegation considered the regular
activities of WHO in biological standardization to be essential. The continuation of the
regular yearly meetings of the Expert Committee were of basic significance for the action
proposed in EB61.R17, particularly that indicated in operative paragraph (7), which requested
the Director -General "to assist in the development of a system of quality control of the

products provided under such a programme of technical cooperation ".

Dr FALLER (Hungary) said that his Government regarded the promotion of the development of
national drug policies and practices as a very important task of WHO. Every country aspired to
establish a national drug policy, institute an adequate drug procurement and distribution
system, and ensure the quality control of drugs. The first step in that direction was for each
country to set up a national institute to select and control drugs and to provide drug registra-
tion, free from commercial interests. Such institutes should carry out their work exclusively
in the interests of the population, take decisions independently, and be subordinated only to
the highest health authorities.

The experience gained in many Member States had shown that an action programme on essential

drugs should include all means for achieving an up -to-date national health policy with an

efficient drug supply system. The draft resolution on an action programme on essential drugs

served that purpose well; he therefore supported it, together with the amendments proposed by

the delegations of the Soviet Union and United Kingdom, and pledged his country's assistance in

its implementation.

Professor RENGER (German Democratic Republic) believed the list of selected essential drugs

to be a useful first step. Additional lists were needed for subregional groups of countries

having a similar spectrum of diseases. The cooperation of those countries should be promoted

and should include quality control and the local production of drugs. His own country had a

central institute of drug control and an expert committee for drugs. The latter - an organ of

the Ministry of Health - received recommendations from specialized medical associations and was

responsible for deciding what new drugs were needed and what less effective drugs could be

eliminated. As a result, the tendency towards a rapid increase in the number of drugs used

was inhibited and the national register included only the really essential drugs. He commended

WHO on the progress report and fully supported resolution EB61.R17.

Dr VALLE (Bolivia) thought that the draft resolution might have paid more attention to the

high cost of drugs for developing countries, especially landlocked countries such as his own.

Dr KLIVAROVÁ (Czechoslovakia)emphasized that an adequate supply of drugs was a prerequisite

for efficient prophylaxis and therapy. Her delegation supported the recommendations in

EB61.R17, particularly with respect to assistance to developing countries in the selection of

essential drugs. The establishment of a list of such drugs was the first step to reducing the

great number of drugs available, whose commercial significance exceeded their real significance

for health. She had been interested in the statement of the delegate of Mozambique regarding

the wider use of international nonproprietary names of drugs. Conditions in that respect were

favourable in Czechoslovakia because the pharmaceutical industry was responsible to the Ministry

of Health, which selected the drugs to be produced and ensured quality control (the strictness

of the Czechoslovak pharmacopoeia was well known). She agreed with the recommendations on

drugs made at the meetings of experts held in Manila and Colombo in March 1978, particularly
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those regarding cooperation with countries in ensuring adequate drug supplies. The
recommendation of the Colombo meeting to set up a stock of drugs for use in emergencies or to
alleviate currency difficulties was fully justified. It could be objected, of course, that
setting up such a stock might result in financial speculation that would negate the right of
many populations to health.

Her delegation supported the conclusions of the progress report. Results would depend on
the approach adopted by the individual countries. Czechoslovakia was ready to cooperate, both
by supplying drugs and by organizing a course in clinical pharmacology. She supported both
draft resolutions - on the action programme on essential drugs and on medicinal plants - as
they stood. An excessive number of amendments might, in her view, obscure the positive
recommendations made in those resolutions.

Dr NGUYEN VAN DAN (Viet Nam) as co- sponsor expressed his support for the draft resolution
on the action programme on essential drugs, particularly operative paragraph 3(4), which called
for the establishing of local production corresponding to the health needs of interested
countries, and paragraph 3(9) regarding the fostering of technical cooperation among developing
countries.

He had also co- sponsored the draft resolution on medicinal plants. In its health policy,
Viet Nam gave priority to prophylaxis, while promoting curative medicine and it aimed to achieve
a systematic alliance between modern and traditional medicine, both preventive and curative.
Doctors and pharmacists were trying to make the fullest use of the country's own resources in
all branches of medicine and pharmacology, especially that concerning medicinal plants, which
were a simple but effective remedy accessible to all. With the help of WHO, his country hoped
to collaborate with other countries in enriching the pharmacopoeia at a time when the creation
of synthetic drugs was causing popular remedies of vegetable origin to be overlooked.

Dr GOTHOSKAR (India) emphasized that no health care programme could succeed without an
adequate supply of drugs, which countries had either to import or manufacture - or both. While
local production of drugs might not be feasible for all countries, as many countries as possible
should try to produce at least some of their requirements locally, depending on the demand, the
expertise available, and the infrastructure of the country. There was considerable scope for
collaboration among developing countries and between developed and developing countries in the
field of drug manufacture, either on a bilateral basis or through a United Nations agency. It

was gratifying that such collaboration had been mentioned in the draft resolution on the action
programme on essential drugs.

The report of the WHO Expert Committee on the Selection of Essential Drugs (Technical
Report Series No. 615) did not fully meet the needs of a developing country which, as the
delegate of Mozambique had pointed out, chiefly needed a national formulary. However, the
report did provide a basis for the list of essential drugs that would need to be drawn up for
such a formulary.

Suitable quality control machinery was necessary to ensure the quality of drugs imported
into or produced in a country. The WHO Certification Scheme on the Quality of Pharmaceutical
Products in International Commerce guaranteed to some extent the quality of drugs imported,
but as soon as Member States began to produce drugs locally they needed to establish their own
quality control systems. However, the WHO certification scheme was a good interim measure and
India had decided to participate in it.

The action programme on essential drugs was comprehensive. His delegation therefore
supported the draft resolution, but agreed with the delegates of the United Kingdom, the United
States of America and Canada that drafting changes might be necessary; if a drafting group was
constituted, he wished to be a member. The draft resolution on medicinal plants was of
particular interest to India, where such plants were used extensively, especially in the
traditional systems of medicine. There was a need for clinical evaluation of medicinal plants
used in various parts of the world, but such evaluation was a long and arduous matter. Of the
2400 medicinal plants investigated for pharmacological activity at the Central Drug Research
Institute, Lucknow, only about 10 to 15 had shown any promise. Medicinal plants were an area
where there might be useful collaboration between developed and developing countries and among
developing countries. The Lucknow Institute was already cooperating with certain other
countries in that field, and was prepared to extend its collaboration within the South -East
Asia Region and with other regions. He supported the draft resolution, though he thought that
some of the operative paragraphs might be difficult to implement.

Dr FERNANDO (Sri Lanka) said that his delegation was pleased to be among the co- sponsors
of the draft resolution on the action programme on essential drugs.
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In developing countries such as his own, the supply of essential drugs depended on the

budgetary provision made for them. In Sri Lanka, between 7% and 10% of the health budget

was set aside for that purpose. A rationalization process for drugs had begun as far back
as 1959, when the 1000 drugs used in the public sector had been reduced to 500 by a

formulary committee. Similarly, in the private sector, in 1962, 4000 drugs with 6000
dosage forms had been rationalized to 2100 and later, in 1972, to about 630. In addition,
there was a special list of life- saving drugs. The National Formulary Committee met
monthly to review the drug list and amend it as required. Unfortunately, because of
financial constraints, the population's need for drugs had to be subordinated to the amount
of money available, and imports of drugs fell short of requirements. Consequently, those
engaged in importing drugs tended to import the maximum amount that could be afforded. The

cost of drugs was thus extremely important, and there was little point in importing drugs of
inferior quality. The key factors in choosing drugs were efficacy, cost, and safety.

All the drugs imported into Sri Lanka were completely formulated, and 19 others were
formulated in the country. In some 60% of cases drugs were imported by tender, the
remainder being subject to restricted or monopolistic quotations. Quality control was a
greater problem with the former group. Despite the stringent criteria for passing imported
drugs as satisfactory, some of those drugs were found by clinicians to be relatively
ineffective. He therefore urged WHO to set up regional quality control laboratories to
which drugs could be submitted for testing. Collective purchases would substantially
reduce the cost, and WHO should play a more positive role in identifying suitable
manufacturers, so that developing countries with a fixed budget could obtain more safe and
effective drugs at reasonable cost. No programmes of primary health care or preventive and

curative medicine could succeed unless developing countries could obtain adequate supplies
of drugs with the budgets available to them.

Dr GALEGO PIMENTEL (Cuba) said that, no matter how intensive were the efforts made for
health, little could be achieved without an adequate supply of essential drugs, efficiently
distributed and reasonably priced. The local production of drugs was a legitimate right of
all countries, depending on their resources. The pharmaceutical industry was complex,
since it might begin as a processing industry and move on to more complex activities
connected with the chemical industry. A basic principle had to be borne in mind: local

production or procurement of drugs should depend on the health needs of the country. She

agreed with previous speakers about the need for research into medicinal plants, which was
very important because it could lead to self- sufficiency in raw materials as well as to
exchanges with other countries.

The draft resolution on the action programme had her full support as co- sponsor and she
shared entirely the opinions expressed by the delegate of Mozambique.

Dr MUREMYANGANGO (Rwanda) said that it would be impossible to develop drug policies and

management that would ensure health for all unless Member States planned their health
programmes and solved the problem of training. A list of essential drugs was indispensable

for developing countries. The local manufacture, quality control, and utilization of drugs
were steps towards achieving national self -reliance. Inflation and the specific conditions

in Rwanda had lately aggravated the problem of drug supply in that country. Most drugs

were flown in. A list of essential drugs had therefore been drawn up and would be
implemented as from 1978. Traditional medicine was being reorganized, and a department of
Rwanda's university laboratory had extracted from medicinal plants products that were already
being used. His country would be glad to cooperate with anyone interested in that field.

Only by the application of a sound policy and management for pharmaceuticals would it
be possible - at least for developing countries - to attain the goal of "Health for all by
the year 2000 ". Efforts to achieve a dialogue between WHO, the pharmaceutical industry,

and Member States required special attention. His delegation supported the arguments contained
in the progress report and was a co- sponsor of both the draft resolutions before the meeting.

Mr LI Chao -chin (China) said that drugs were the basic material for preventing disease

and could not be separated from the overall structure of medicine. When instituting a

health policy, it was important to take into account the drugs essential for carrying out

the programme in question and take adequate measures to make them available. A list of

essential drugs, corresponding to the real needs of developing countries, was an absolute

necessity. It could serve as a reference in choosing drugs to combat endemic diseases,

besides making it possible for countries to develop their own pharmaceutical industries to

meet their real needs. In connexion with bilateral or multilateral cooperation, it was of
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prime importance that developing countries should make full use of their resources
(including medicinal plants), develop their scientific research, and train health personnel.
WHO should play a major role in that area.

Quality control of drugs should be increased. Each country should set up its own drug
control centres so as to provide effective drugs. Increased cooperation in that field also
was necessary. It was particularly important to provide developing countries with reliable
and effective drugs of high quality at reasonable prices. It was essential to oppose the
acquisition of excessive profits in that area. WHO could play a useful role in drawing up
a list of essential drugs, and in so doing, it should stress the quality and price of drugs.

The delegation of China supported the progress report, resolution EB61.R17, and the
two draft resolutions before the Committee.

Mr WONDEMAGEGNEHU (Ethiopia) appreciated the understanding shown in the progress report
of the major problems of the developing countries in the field of drug policies and manage-
ment and commended the background document to the Technical Discussions for the commitment
it showed to meeting the needs of the world's underserved populations.

His delegation endorsed resolution EB61.R17 and supported both the draft resolutions
before the Committee. He requested that his delegation be added to the lists of sponsors.

Dr BLANC (International Pharmaceutical Federation), speaking at the invitation of the
Chairman, said that the Federation was made up of the national pharmaceutical associations
of over 60 countries representing about 300 000 pharmacists. Its statutes stipulated that
close contact be maintained with WHO. Several of its members had served, or were serving,
on WHO expert committees and other groups concerned with pharmaceutical products. The
Federation held annual scientific congresses of 1500 to 2000 pharmacists, at which WHO was
represented. A delegation from the various branches of the Federation had participated in

the Technical Discussions.

In connexion with the draft resolutions before the Committee the Federation wished to
make a number of points. Many drug policy and management problems were directly related to
the practice of pharmaceutics and pharmaceutical technology. In that connexion a distinction
should be made in quality control between the active ingredient and the finished pharma-
ceutical product. The pharmacist was equipped by training to make a useful contribution to
the solution of the problems of selection and cost of drugs including local production,
quality control, keeping qualities, management, storage, and distribution. He could also
take his place in the health team and play a useful part in the education of the public and
of health personnel in the proper use of drugs. Accordingly, WHO and many countries could
with advantage collaborate more closely with professionals in pharmaceutics.

The Federation would be holding its General Assembly in Cannes in September 1978 and the
delegation that had taken part in the Technical Discussions would take that opportunity to
propose to the Federation's member associations that they work out practical means of helping
to solve the often dramatic drug supply problems of several of the developing countries.

Professor ORHA (Romania) said that drug policies and management in their various aspects
had far -reaching socioeconomic implications for the majority of Member States. He had in
mind particularly the selection, control, use, distribution and cost of drugs, as seen
against the spectacular development of the pharmaceutical industry and the proliferation of
its products in recent decades. However, given broad collaboration and a sound under-
standing of the situation, it would be possible for the Health Assembly to adopt resolutions
and programmes that would be a starting -point for international cooperation, based on the
principles of a new economic order, that would lead to achievement of the purposes of
resolutions WHA28.76 and WHA29.48.

Alluding to his Government's policy of making proven high- quality drugs available to the
entire population, he said that the recommended list of essential drugs could be of great
assistance to developing countries in the establishment of their drug policies and could
also be of economic interest to industrialized countries. All the drugs in the list should
meet uniform quality requirements established in the form of technical specifications. The
packaging should be standardized and carry the international nonproprietary name and the
statement that the drug was on the WHO list and had been manufactured to standards approved

by WHO. WHO should also periodically make available information on the prices and price
trends of finished and semi- finished products and raw materials, and WHO technical and
informational publications about drugs should be expanded and supplemented.



436 THIRTY -FIRST WORLD HEALTH ASSEMBLY, PART II

The medicinal plants used in traditional systems of medicine and known for centuries for
their therapeutic properties had so far not received the attention they deserved. His

delegation therefore particularly welcomed the support that WHO was providing to the
developing countries in establishing their own laboratories for the study of such plants.
It would also be useful for the Organization to compile an inventory of that valuable
phytotherapeutic heritage and set up an information system based on WHO methodology.

Dr FOG (Denmark) emphasized the importance of providing continuing information to and
training health workers in the proper use of drugs and in drug utilization surveillance

throughout their career. That point, which was dealt with in the background document to the
Technical Discussions, was only indirectly reflected in the draft resolution that he was co-
sponsoring, but it should be included in national drug policies in order to ensure that,
through the discriminating use of drugs, pharmacotherapy remained as rational, effective and
cheap as possible in the interests of all, especially the developing countries. It was not
enough to provide current information about new drugs and about recent experiences with those
already introduced, however well presented, objective and of high quality; health professionals
of all levels should regularly attend well - planned short courses. Such courses were particu-
larly important at the primary health care level, where most drug consumption began and came
under supervision. His own country and, he thought, other Nordic countries had had encourage -
ing experience of how prescribing habits could be changed in the interests of effectiveness and
economy. Local drug committees attended by hospital health workers, primary health workers,
pharmaceutical experts and health administrators met to select a suitable range of drugs for
use in their area and played an important part in disseminating their knowledge systematically
and regularly to their colleagues. Even the working of the committees had provided useful
experience.

One of his reasons for emphasizing continuing education was the crucial problem of
recruiting teachers and providing teaching materials, especially in small countries. Others

might wish to follow the example of the Nordic countries which, by pooling their teaching
resources, had always been able to recruit teachers for the short courses in rational
pharmacotherapy for primary health physicians that were repeated twice or three times a year
in order to cover the whole country. The Nordic countries were committed to sharing with
developing countries their experience in that field, not only at the level of ideas but also,
on request, in the form of manpower support.

WHO also had an important role to play as initiator and coordinator in cooperation
between Member States and as an important source of knowledge and support.

Resolution WHA28.66 urged "governments and professional bodies to ensure that the health
personnel and the public are adequately educated and kept informed as to the proper use of
prophylactic and therapeutic substances ". He assumed that that resolution was still in
force and was not being overlooked. His delegation would not therefore propose amendments
along those lines to an already long and complicated draft resolution. However, it
supported the amendments proposed by the delegate of the United Kingdom.

Dr MWAKALUKWA (United Republic of Tanzania) agreed with previous speakers on the

importance to all countries of the item under discussion.
Noting that the report of the WHO Expert Committee on the Selection of Essential Drugs

(Technical Report Series No. 615) provided the scientific basis for making a selection of
such drugs, he requested WHO to continue cooperating with Member States in establishing
lists of drugs for use at the various echelons of health care; his own country had already
established such lists as well as a national formulary. The Organization should also enlist
the cooperation of the drug companies so that some control could be achieved over their

promotional methods. He welcomed the emphasis placed in the draft resolution on the use of
generic names; the policy of his country was to use them.

As far as drug production was concerned, with one small plant producing valuable drugs
and one vaccine plant producing BCG and smallpox vaccine, his country was far from self -

sufficient. It looked forward to increased technical cooperation with the Organization and

with other Member States.
His delegation supported the programme on essential drugs and welcomed the opportunity

of co- sponsoring the draft resolution on the subject.

Mr YEAP Boon -Chye (Malaysia) expressed his appreciation of the progress made in the

implementation of resolution WHA28.66, noting in particular the establishment by the Executive

Board of an Ad Hoc Committee on Drug Policies. The Organization had now developed a programme



COMMITTEE A: ELEVENTH MEETING
437

that Member States could each take up at the stage appropriate to its development, in coopera-

tion with WHO.

His country had found that central procurement and distribution of drugs, combined with
local production for the public sector, was a useful system for optimizing expenditure on
drugs. It was currently expanding production and distribution facilities and completing
a study with a view to the use of electronic data -processing in its stock control system.

Plans for central procurement and distribution systems called for a multisectoral
approach taking into account, for instance, the port and transport infrastructure. He

therefore welcomed the establishment of the intersecretariat task force with UNCTAD and

UNIDO. It should direct its attention to such problems as the industrial property protection
system, and the cost of transfer of technology and its effect on drug prices.

Much had been said about economy of scale in connexion with the local production of
drugs. When the pros and cons were evenly balanced, the decision should, in the interests of
self -reliance, be in favour of establishing local drug industries.

Where quality control was concerned, the WHO Certification Scheme went some way towards
protecting the consumer in the developing countries, but it did not obviate the need for
facilities in those countries because so much could happen to drugs - particularly vaccines -
on the way to the consumer. However, developing countries should beware of oversophistication
in quality control, which could play into the hands of those who, applying modern marketing
methods in countries where growing affluence was producing a demand for a choice of more
sophisticated consumer goods, were encouraging the erroneous belief that the more expensive
a drug the more effective it would be.

His delegation had welcomed the opportunity of co- sponsoring the draft resolution on
essential drugs because it reflected the views expressed in the Technical Discussions and in
the General Chairman's report to the Health Assembly, and because it would sustain the
impetus of WHO's efforts in the important programme under discussion.

Dr LEPPO (Finland) commended the reorientation of the WHO programme under review, which
broke new ground in a sphere of vital importance to Member States.

His alternate in the Executive Board had stated his views (Official Records No. 246,
p. 131) and the main points that he had had in mind at the current meeting had already been

made by the delegate of Norway in his introduction and by other speakers, and were reflected
in the draft resolution that his delegation was supporting as a co- sponsor. His delegation
could accept the amendments proposed by the delegate of the United Kingdom if they were
acceptable to the other co- sponsors, because they did not affect the substance of the

resolution, but it could not subscribe to the other amendments. He expressed the hope that
the draft resolution would be approved by consensus, without a vote or referral to a drafting
group, because it was already a thoroughly discussed and well thought out compromise.

i
Dr CLAVERO GONZALEZ (Spain) said that his Government was well aware of drug problems - of

the inadequate supply in some countries and overconsumption in others and of the short-
comings in their use - and it realized that the problems were particularly acute in countries

with limited resources where access to even the most essential drugs was difficult. His
delegation endorsed the view expressed in the report that essential drugs and vaccines were
indispensable elements in health care and disease control; drugs accounted for too big a

proportion of national health budgets, and the rationalization of drug supplies was of great
importance in meeting the needs of Member States.

Pharmacotherapy, within the framework of integrated health care, was part of the State's
response to the community's demand for health. The recently established Ministry of Health
and Social Security in his country had embarked on the task of bringing up to date
national drug policy and management in order to make the necessary drugs accessible to the
entire population regardless of economic status and place of residence. The Government had
recently approved standards in a number of specific fields. His delegation therefore
supported the draft resolution on essential drugs and urged the Organization to pursue the
implementation of the programme as a matter of urgency.

Expressing its continued interest in the fullest cooperation with the Organization and
other Member States, he announced that, in agreement with the authorities of the
Organization, his Government would increase its contribution to cooperation with developing
countries by supplying documentation on standards and regulations on such matters as drug
registration and advertising; providing information on standards and systems of quality
control and good manufacturing practice, training specialist personnel; providing means of
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promoting full technical cooperation and supplies of essential drugs on the most favourable
terms; and ensuring quality control of pharmaceutical specialities to WHO standards.

Professor CHRUSCIEL (Poland) considered that, as the General Chairman of the Technical
Discussions had suggested, the Organization should study the feasibility of drawing up a
standard therapeutic classification of registered drugs to include guidelines for

classification and a list of all the essential, life- saving and other registered drugs in
the world, divided into therapeutic classes, groups and subgroups. The drugs should be
listed singly, not as preparations, and the classification should be frequently revised to
bring in newly registered drugs. Such a standard classification could serve as a basis for
the selection of drugs essential to primary health care. WHO had already taken the first
steps in that direction and the WHO International Centre for Monitoring of Adverse

Reactions to Drugs was using such a classification; it did, however, need review and
modernization.

His delegation considered that the existing programme of information on new drug
registration should be expanded to include all registered drugs.

The Organization's programme of drug consumption studies should be expanded to cover
the new pharmaceutical discipline of social pharmacology. He hoped that the studies in
social pharmacology taking place in his country would be of assistance in working out new
methodologies applicable by other countries in developing better drug policies. His

country would also provide assistance with the organization of drug control laboratories at
the request of WHO or of its Member States.

He would welcome information on the future of the drug consumption programme. The
cumulative list of International Nonproprietary Names would be more useful if it contained
indications of the therapeutic category to which each drug belonged and in the case of
registered drugs, of the country of registration.

He endorsed the comment of the delegate of Denmark on the need for training in clinical
pharmacology. His Government was willing to provide assistance to developing countries in
the form of training opportunities in all areas of pharmacology, clinical pharmacology and
drug control.

As a co- sponsor of the draft resolution he accepted the amendments proposed by the
delegate of the United Kingdom, and he joined the Finnish delegate in expressing the hope
that the draft resolution would be approved by consensus.

Dr SIWALE (Zambia) suggested that the Secretariat comment on the points made in the
discussion and that the Committee then proceed immediately to approval of the draft
resolution.

Professor SULIANTI SAROSO (Indonesia) said that such a procedure might be acceptable
provided that there were no further amendments to the draft resolution. Her delegation
wished to propose the substitution of the words "control of diseases prevalent in" for the
words "disease control" in operative paragraph 3(1) and the addition of the word "management"
before the word "programmes" in operative paragraph 3(2).

Professor SENAULT (France) said that he would oppose a motion for the closure of the
discussion.

The DEPUTY DIRECTOR -GENERAL outlined various procedures from which the Committee might
wish to choose.

Dr AUNG THAN BATU (Burma) suggested that it might in future be desirable to limit the
number of speakers by applying Rule 60 of the Rules of Procedure.

The CHAIRMAN asked the speakers remaining on the list if they wished to be heard and
if they had any amendments to propose.

The delegations of Angola, Kenya, and Madagascar expressed their wish to become
co- sponsors of the draft resolution.

Dr GAUDICH (Federal Republic of Germany) proposed the replacement of the word "control"
in operative paragraph 2(3) by the word "regulation ".
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Dr BAMGBOSE (Nigeria) proposed the addition of the word "storage" after the word
"procurement" in operative paragraph 2(1).

A brief discussion ensued, in which the delegations of Cape Verde, France, Ghana, Iran,
Iraq, Mozambique, Norway, Panama and Switzerland took part, on whether the debate should be
closed or continued; whether a fresh text was required for the draft resolution and, if so,
whether a working group should be set up to consider it; and whether the amendments to the
draft resolution should be voted on separately or the draft resolution be adopted, as amended,

by consensus.
It was agreed to continue the discussion to seek approval by consensus.

Dr MORK (Norway) said that he and his co- sponsors accepted all the amendments except
that of the French delegation.

Professor SENAULT (France) considered the original version of the draft resolution accep-
table but for the mention of "generic names" in operative paragraphs 2(2) and 2(3). If the
reference to generic names was maintained the recommendation would not be applied in his
country, since it would then be incompatible with its legislation and in opposition to the
principles of prescription and the free exercise of medicine in France. Accordingly, if the
draft resolution was approved his delegation would wish to vote against it. If it had been
decided that a working group should be set up, he would have wished to be a member of it.

Professor AUJALEU (France) added that, in order to enable the Committee to approve the

draft resolution without resorting to voting, it would be sufficient to have a statement
in the summary record that his delegation was opposed to the words "by generic names" in
operative paragraphs 2(2) and 2(3).

The CHAIRMAN asked whether the Committee was prepared to approve the draft resolution
which was now co- sponsored by the delegations of Angola, Bangladesh, Bolivia, Cuba, Denmark,
Ethiopia, Finland, Ghana, Italy, Kenya, Madagascar, Malaysia, Mozambique, Nepal, Norway,
Panama, Philippines, Poland, Romania, Rwanda, Somalia, Sri Lanka, Swaziland, Sweden, United
Republic of Tanzania, Venezuela, Viet Nam and Yugoslavia, as amended by the delegations of
the Federal Republic of Germany, Indonesia, Nigeria and the United Kingdom.

Decision: The draft resolution, as amended, was approved.1

Dr FATTORUSSO (Director, Division of Prophylactic, Diagnostic and Therapeutic
Substances), speaking on the comment by the delegate of the Netherlands, said that there
would be no meeting in 1979 of the WHO Expert Committee on Biological Standardization.

The Director -General, however, would examine the situation in the light of that comment.
With regard to the question by the delegate of Poland about the future of the drug

consumption studies programme, he would reply to him directly after the meeting had risen.

Dr CH'EN Wen -chieh (Assistant Director -General) thanked the delegates on behalf of the
Director -General for their support for the new WHO programme on drug policies and
management. The programme was now becoming extremely important, not only for developing
countries but also for developed countries, because it was impossible to extend health care
without an adequate supply of essential drugs. The first step had been to identify the
problems through visits to many developing and some developed countries. It was now clear
that action could take place only in the countries themselves, with WHO acting as a
catalyst, a coordinator and, most importantly, a means for fostering technical cooperation
with and among countries.

1

Transmitted to the Health Assembly in the Committee's third report and adopted asresolution WHA31.32.
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Reference had been made to the importance of developing countries making the best
possible use of locally available medicinal plants. Action to enable them to do so already

formed part of the drug policies and management programme. A meeting would be convened by
the end of 1978 to consider selecting the most widely used medicinal plants, and a network
of WHO collaborating research and training centres for the use of medicinal plants in health
care would be established.

The meeting rose at 18h10.



TWELFTH MEETING

Saturday, 20 May 1978, at 9h30

Chairman: Dr N. N. MASHALABA (Botswana)

1. DRUG POLICIES AND MANAGEMENT (continued) Agenda, 2.6.1

The CHAIRMAN drew attention to the revised draft resolution on medicinal plants proposed
by the delegations of Ghana, Italy, Malaysia, Romania, Rwanda, Switzerland, Togo, United
States of America and Viet Nam, which read as follows:

The Thirty -first World Health Assembly,

Recognizing the importance of medicinal plants in the health care systems of many
developing countries, especially where scientifically proven drugs are not readily
available;

Noting the increasing awareness of governments and the scientific and medical
communities of this matter;

Considering that these plants contain substances which may be of therapeutic value
but which may also possibly show potential toxicity when improperly used;

Realizing that the use of medicinal plants is likely to continue even where modern
methods are available;

Noting with interest the efforts of the World Health Organization to deal with this
matter;

REQUESTS the Director -General:

(1) to compile a list of medicinal plants used in the different countries and to
standardize nomenclature for the ones most widely used;

(2) to review the available scientific data relating to the efficacy of medicinal
plants in the treatment of specific conditions and diseases, and make available, in
summary form, the results of the review;
(3) to coordinate the efforts of the Member States to:

(a) develop and apply scientific criteria and methods for proof of safety

and efficacy of medicinal plant products;
(b) develop international standards and specifications for identity, purity
and strength for medicinal plant products and for manufacturing practices to

achieve these ends;

(c) develop methods for safe and effective use of medicinal plant products,
including labelling that contains adequate directions for use and criteria for
use or prescription by various levels of health workers;

(4) to disseminate information on these matters among Member States;

(5) to designate regional research and training centres for the study of medicinal
plants;

(6) to report on the subject to a subsequent World Health Assembly.

Professor PENSO (Italy), introducing the revised draft resolution, said that medicinal

plants were assuming increasing importance: consumption was increasing and, for certain plants,
demand often exceeded supply. In primary health care, particularly in developing countries,
medicinal plants formed the basis of therapy. WHO should therefore consider the matter in a

systematic way, in order to promote better use of medicinal plants; the Organization should

determine their taxonomic classification and establish international specifications so as to

eliminate or regulate the use of toxic plants. Currently, there was some confusion in

nomenclature, different botanical names being used for the same plant: in one national

pharmacopoeia the same plant was described twice under two different names. The co- sponsors

-441 -



442 THIRTY -FIRST WORLD HEALTH ASSEMBLY, PART II

of the resolution therefore proposed (as already recommended by ad hoc meetings held in the
Western Pacific and South -East Asia Regions) that WHO should draw up a list of medicinal
plants in common use and, for those used most frequently in primary health care or in the
preparation of derivatives, should establish official names. WHO should also establish
international standards for basic medicinal plant products and simple preparations;
coordinate regional efforts for selection, evaluation and better utilization of medicinal
plants; and cooperate with countries wishing to put them and their derivatives to better use.

Dr GOTHOSKAR (India) proposed the deletion in the first preambular paragraph of the words:
"especially where scientifically proven drugs are not readily available ". The phrase implied
that medicinal plants were being used because modern drugs were not available. That was not
necessarily the case. In many cities in his country and elsewhere where modern drugs were
readily available, medicinal plants were used both by traditional healers and by practitioners
trained in modern medicine. For the same reason, he proposed in the fourth preambular para-
graph the deletion of the words, "even where modern methods are available ", which appeared to
question the use of medicinal plants where modern methods were available. It would not be
desirable to pass any judgement on the use of medicinal plants in a resolution adopted by the
Health Assembly.

Dr PHAM VAN GIAN (Viet Nam) said that his delegation had co- sponsored the draft resolution
and thought that the text was clear and concise. Although minor amendments might be necessary,
they should not interfere with the underlying purpose of the draft resolution.

Dr JENNINGS (United States of America) said that his delegation co- sponsored the draft
resolution for several reasons. Medicinal plants were important to both developing and
developed countries. Some 80% of the world's population depended primarily - in some instances
exclusively - on traditional healers and medicinal plants for their primary health needs. The

Health Assembly had had many prolonged discussions on modern scientific drugs, including their
safety and efficacy, legislative control, labelling, quality control, etc. It would be
remiss to ignore the medicinal products that were used by so many of the world's population.
Although in some quarters there might be ambivalent feelings towards medicinal plants, the
role of traditional healers in primary health care systems had been accepted and would continue
to be so for a long time to come. Medicinal plants would therefore continue to be used. The

possibility of finding new potent drugs of plant origin comparable to morphine, digitalis,
quinine, or belladonna, or of using plants as a starting material for other drugs such as
steroid hormones, was not an important element in the discussion.

He was concerned lest medicinal plants and their derivatives be seen as being of a
different and perhaps lower order than modern drugs. The primary effort should be directed
towards providing an adequate supply of proven essential drugs. It should be recognized that
medicinal plants might continue to be used even where a choice was available. The time had

therefore come for a systematic and scientific approach to the investigation of medicinal
plants and their derivatives, since there was already considerable international commerce in

those products. Unfortunately, there had been cases of exploitation and deliberate adultera-
tion. Such incidents could only be averted by a systematic approach to nomenclature and

standardization. He hoped other developed countries would express interest in a matter that
was important to so many of the world's population, and would cooperate with WHO as outlined in
the draft resolution.

Dr TATOfENKO (Union of Soviet Socialist Republics) agreed that the time had come to
introduce some order into the matter of medicinal plants, which were used in developing and
developed countries alike, and were prescribed by both traditional healers and physicians with
modern university training. He himself prescribed laxatives, expectorants and sedatives
derived from medicinal plants just as often as modern chemical compounds having the same
effects. He therefore fully supported the amendments proposed by the delegate of India.

WHO should draw up not only a scientifically -based list of medicinal plants, but also a
therapeutic classification. It was particularly important to avoid contrasting medicinal
plants with "modern" medicines; comprehensive lists should therefore be compiled, with
therapeutic classification, including both modern drugs and traditional medical substances.
Doctors trained in the use of modern drugs could then see that more simple and sometimes more
reliable and cheaper substances derived from medicinal plants were available, and health workers
used to employing medicinal plants would appreciate their limitations and be aware of the other
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more potent drugs that were available. Such a joint therapeutic classification would enable
doctors to become better acquainted with preparations made directly from medicinal plants and
with substances derived from those plants, through various refinement and other processes. It

would also allow them to compare their effectiveness. He therefore suggested amending opera-
tive paragraph (1) to read "to compile and periodically update complete lists of therapeutically
classified drugs, including medicinal plants used in different countries, and to standardize
the nomenclature of such plants as were most widely used ". It should not be too difficult for
the Organization - with the use of the computer and the available lists of nonproprietary names
for pharmaceutical substances - to prepare such lists by adding information on medicinal plants.
His country was ready to cooperate in any way possible; it possessed a classification and
description of a large number of medicinal plants, and relevant atlases, which could be made
available to the Organization.

Professor KOUMARE (Mali) said that it should be remembered that traditional pharmacopoeias
included substances of animal and mineral origin as well as medicinal plants. However, he
appreciated that a start had to be made somewhere. The present proposal was to consider
medicinal plants: he hoped that in future years the other substances would be included.

His delegation supported the suggestions of the delegations of India and the USSR and
thought that the term "modern" could be added in the first preambular paragraph, if a
qualification was thought necessary. That would be in accordance with the fourth preambular
paragraph. Alternatively, it might be possible to leave only the words "especially where
drugs are not readily available ".

His delegation proposed that operative paragraph (3) be replaced by operative paragraph
(4) from the original text of the draft resolution, which read:

"to coordinate regional efforts in the screening, scientific evaluation and better use of
medicinal plants ".

Dr JOSHI (Nepal) said his own country, rising as it did from 500 to 29 000 ft (150 m to
8800 m) above sea level, was endowed with a wide variety of medicinal plants. However, it
had not been possible to investigate them all. The draft resolution was a stimulus for
investigations to go ahead. His delegation wished to co- sponsor the draft resolution, with
the amendments proposed by the delegations of India, the USSR and Mali.

Mr PEARCE -BINEY (Ghana), as co- sponsor, expressed his support for the draft resolution
and appreciated the recent efforts of WHO to highlight the use of medicinal plants in health
care, particularly in developing countries. For large sections of the population,
particularly in rural areas, the first contact in time of illness was the traditional healer.
Despite rapid progress in extending health coverage in rural areas the traditional healer
would continue to make a significant contribution to health care for a long time to come.
Every effort should be made to improve traditional systems by retaining useful and safe
practices and eliminating harmful ones. Plants had long been the source of many therapeutic
substances, some of which were not produced synthetically. The screening of preparations
used in traditional medicine might lead to the discovery of new and potent drugs.

In his own country, the Centre for Research into Plant Medicine and the Faculty of Pharmacy
of the University of Science and Technology were actively screening and evaluating medicinal
plants, with the assistance of traditional healers. Recently, plants with a high content of
anthraquinone compounds had been identified. The drug had proved effective against constipa-

tion, and mass cultivation of the plants was being encouraged. Certain local species of yams
were being investigated with a view to possible extraction of cortisone. He understood that

work was also under way in other countries in the African Region, for example, in Mali,
Nigeria, Senegal, the United Republic of Tanzania, and Zaire. Regrettably, little or no

information on progress or achievements had been made available. WHO could make a most useful

contribution in that area by providing a simple, inexpensive information system.
Other areas where technical cooperation would be of use were: training of research

scientists and technicians; and establishment of collaborating centres for selected research

activities.

Dr FERNANDO (Sri Lanka) supported the amendments proposed by the delegation of India.
In his country, the ayurvedic system of medicine, which employed medicinal plants, had been in

use for 2500 years or more. Very little research had been done on the system although inves-

tigations were now under way in India and in Sri Lanka. The science of medicinal plants
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should not be relegated to second place, and he agreed with the delegates of India and the USSR
that the phrasing of the draft resolution did not do it justice. His delegation wished to
co- sponsor the draft resolution, with the proposed amendments.

Professor SULIANTI SAROSO (Indonesia) asked whether the co-sponsors would be prepared to
accept an amendment to operative paragraph (1), replacing the word "used" in the first line by
the words "and their use "; although the amendment proposed by the delegate of the USSR might
cover that point. Her delegation supported the draft resolution, with the amendments
proposed by the delegation of India.

Dr AUNG THAN BATU (Burma) supported the draft resolution with the amendments proposed by
the delegation of India. In view of the amendment proposed by the delegation of the USSR,
he requested clarification of the term "medicinal plants ". He wondered whether other
traditional substances were covered by that amendment.

Professor CHRUkIEL (Poland) said his delegation supported the amendment proposed by the
delegation of the USSR and wished to co- sponsor the draft resolution, with that amendment.

Mr HOSSAIN (Bangladesh) supported the amendments proposed by the delegations of India,
the USSR and Mali. Many mineral and animal substances as well as medicinal plants were used
in various countries. His delegation wished to co- sponsor the draft resolution with the
proposed amendments.

Professor RENGER (German Democratic Republic) said that his delegation wished to
co- sponsor the draft resolution with the amendment proposed by the delegation of the USSR.
His country could make available a list of medicinal plants.

Professor PENSO (Italy), speaking on behalf of the sponsors of the resolution, said that
the amendment proposed by the USSR was very relevant: a therapeutic classification would be
most useful. However, he thought it might be wiser to separate drugs of plant origin from
those of mineral or animal origin. The resolution had been prepared to cover medicinal
plants and should be limited to them. He therefore suggested that the amendment proposed by
the USSR be changed to read "to compile and periodically update complete lists of therapeu-
tically classified medicinal plants used in different countries . ". The amendments
proposed by the delegation of India were acceptable.

He could not agree to the amendment proposed by the delegation of Mali - to replace
operative paragraph (3) of the revised text by operative paragraph (4) of the original text -
since the latter was incorporated in operative paragraph (2) of the revised text. The

operative paragraphs had been drafted to show a progression from data on medicinal plants
(operative paragraph (2)), to development and application of scientific criteria and methods
to medicinal plant products, with all the galenic aspects involved (operative paragraph (3)).
Nor could he accept the proposals of the delegate of Bangladesh to include all elements of
traditional medicine, since the draft resolution was concerned with medicinal plants - which
were not an element of traditional medicine alone.

Dr TATO&NKO (Union of Soviet Socialist Republic) thanked those delegations who had
supported his proposed amendment. The delegate of Indonesia had proposed that the word
"used" be replaced by "and their use ". He considered that that would not make any great
difference in the Russian text; it was an English editorial matter. His proposed amendment
had in fact maintained the wording of the original English text.

Replying to the delegate of Burma, he said that his amendment was intended to cover both
medicinal plants and preparations derived from them. In reply to the delegate of Italy, he
emphasized that the whole purpose of his amendment had been to request the compilation of lists
giving the therapeutic classification of all drugs, rather than of medicinal plants in
isolation. He reiterated that compilation of such comprehensive lists would make it possible
to see more clearly the advantages and disadvantages of both "modern" drugs and medicinal
plants. The inclusion of a reference to drugs other than medicinal plants did not change

the emphasis of the draft resolution. Information on names and properties of modern drugs was
already available; the basic work that remained to be done concerned essentially medicinal

plants.
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Professor CHRUkIEL (Poland) said that, in his country, there existed a draft therapeutic
classification of all drugs, which contained all the medicinal plants, among other medicaments.

It had been found necessary, from a technical point of view, to provide for all classes of
drug in the classification in order to avoid errors. Physicians could thus see which alter-
native drugs or medicaments were available for a particular use. That had proved useful in
practice.

He understood the point made by the delegate of Italy that introduction of a more general
therapeutic classification into a resolution on medicinal plants might be confusing. He

therefore proposed amending the title of the draft resolution to read "Drug policies and
management: medicaments and medicinal plants ", which would be more in line with the proposed
amendment to operative paragraph (1).

Professor KOUMARE (Mali) said that he was not satisfied with the explanation given by the

delegate of Italy. He could not agree that operative paragraph (4) of the original text had
been incorporated in operative paragraph (2) of the revised text. The words "use or prescrip-
tions", contained in operative paragraph (3)(c) of the revised text were not included in
operative paragraph (4) of the original text. He therefore repeated his proposal to amend
the draft resolution by replacing operative paragraph (3) of the revised text by operative
paragraph (4) of the original text.

The CHAIRMAN suggested that a working group be set up to consider the draft resolution

further.

Dr JENNINGS (United States of America) said that the question under discussion concerned
medicinal plants and their derivatives and not drugs in general. WHO had extensive informa-
tion on the evaluation and classification of modern drugs and on criteria for those processes,
whereas relatively little information was available for medicinal plants and their derivatives.
To attempt to incorporate everything in one procedure would defeat the purpose of the draft
resolution, which was to institute a systematic approach to medicinal plants and their use.
The amendments proposed by the delegation of India were acceptable but that proposed by the
delegation of the USSR was not. If a working group were set up, it should confine its
attention to medicinal plants and their derivatives.

Professor PENSO (Italy) did not agree that a working group was necessary, since all the
delegates had spoken in support of the resolution. He repeated that the amendments proposed
by the delegation of India were acceptable. The draft resolution however should include
mention of medicinal plants only. He therefore proposed that operative paragraph (1) should
be retained as it was, possibly replacing the word "list" by "inventory ", which reflected more
clearly the purpose of the resolution. He further suggested the inclusion of a new operative
paragraph (2), to meet the wishes of the delegation of the USSR, reading:

"to compile and periodically update complete lists of therapeutically classified
medicinal plants used in different countries; ".

The remaining operative paragraphs would be re- numbered accordingly.

Dr TATOENKO (Union of Soviet Socialist Republics) said that he had no objection to the
inclusion of a new operative paragraph (2), but stressed once more that his delegation had
proposed an amendment specifically to indicate that a therapeutic classification of all drugs
should be prepared. If that idea was acceptable, there should be no problem in finding the
right wording.

Professor SULIANTI SAROSO (Indonesia) supported the Chairman's proposal for a working group.

The CHAIRMAN said that a working group, consisting of the delegations of Bangladesh, India,
Italy, Mali, Poland, the Union of Soviet Socialist Republics, the United States of America, and
any others interested, would meet to consider the draft resolution further.

(For continuation, see summary record of the thirteenth meeting, section 1.)
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2. APPROPRIATE TECHNOLOGY FOR HEALTH Agenda, 2.6.3

The CHAIRMAN said that appropriate technology for health had already been the subject of
some discussion in past Health Assemblies as well as at the last session of the Executive Board.1

The document before the Committee was intended as a progress report on the matter. She

invited Dr Butera, as representative of the Executive Board, to inform the Committee of the

Board's comments.

Dr BUTERA (representative of the Executive Board) said that the Board had stressed that
the transfer of technologies, both valid and appropriate, properly adapted to local conditions,
would be essential if the Organization were to attain its objective of "Health for all by the
year 2000 ". Effective and appropriate technologies must be developed that would eventually
lead to the self -reliance of countries in the solution of their health problems. The new
programme must show how that end could be achieved.

The Board had expressed the wish that the Director -General's report should be accompanied
by a statement of programme activities, based on the recommendations of the Consultation on
Appropriate Technology for Health, held in New Delhi in December 1977. He drew attention to

the concluding paragraphs of the report beforé the meeting, which stressed that the programme
could not advance until the active interest of countries in developments at country level had

been assured. Only if such interest and support were forthcoming would it be possible to

identify the needs for technology in the solution of health problems, and to establish
priorities for action that would ensure that WHO's efforts in future were channelled towards
concrete problems rather than dispersed over too wide an area. Existing technologies needed

to be assessed for relevance to local needs, inappropriate technologies must be identified,
and information on successful applications gathered. It would also be necessary to consider

the needs and constraints relating to the local manufacture and marketing of equipment and

supplies; and to assess the resources available to support the development of local self -

reliance in appropriate technology. WHO was ready to cooperate in such country programmes,

but it had only limited resources: criteria for selection would therefore have to be applied

in the initial stages. Countries that were prepared to give priority to in -depth studies,

or had already embarked on programmes to extend health coverage, should have claim

on WHO collaboration. The information gathered would provide valuable indicators to other

countries and would be useful in the training of health staff from neighbouring countries.
The Board therefore hoped that during the discussion countries would not only give an
indication of their desire to play an active role in such programmes but would also give their

ideas on how a suitable partnership with WHO could be achieved.

The Board had stressed the importance of intersectoral action and the fact that in the
individual country every sector had a role to play in finding solutions to health problems,

especially in the context of rural development. International collaboration was also
necessary, since most international agencies were involved in appropriate technology activities,
many of which could contribute to the health field. Close collaboration between WHO and
UNICEF had been particularly mentioned. UNICEF had set up a village technology unit in Kenya,
close to Nairobi, and had a practical programme of work in appropriate technology.

Appropriate technology would have to be a part of all WHO's activities and the aim must be
to develop a growing network of institutions for the dissemination of information, participation
in research studies, and establishment of needs and priorities at the national level. An

adequate system of information was also important, especially in relation to already existing
technologies that had proved successful in different local situations. The Board had
emphasized that the need for appropriate technology was not restricted to developing countries.
The industrialized countries also were faced with a continuous increase in cost of their health
services, much of which was due to the use of inappropriate and costly techniques.

Professor SULIANTI SAROSO (Indonesia) wholeheartedly agreed that, in establishing a global
action programme for appropriate technology for health, Member States should be actively
involved, as stated in resolution EB61.R31. The Indonesian government was very interested in
the development of appropriate technologies in all sectors and the Minister of Research had
recently stipulated that priority should be given to research for attaining the technologies
needed for the implementation of the Indonesian Development Plan. Because of the very varied
conditions existing in different parts of Indonesia, the criteria for appropriateness might not

1 WHO Official Records, No. 246, 1978, pp. 238 -241 and 242 -247.
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be the same throughout the whole country. Thus in Java, which was very densely populated,
the technologies used would have to be labour- intensive, whereas in Kalimantan and Sulawesi,
where some areas had populations of only five persons per square kilometre, it might be
necessary to use sophisticated technologies appropriate to those conditions. For example:

Indonesia was using a satellite to overcome communication difficulties.
Special efforts were being made to develop technologies appropriate to the provision of

health care to people in the rural areas, the majority of whom suffered from communicable
diseases and inadequate nutrition. In the control of dengue haemorrhagic fever, for example
a programme for source reduction of Aedes aegypti was being developed, and households were being
encouraged to clean water containers in a certain manner so as to prevent the breeding of larvae.
For the training of village health workers, self - learning modules were being developed on such

subjects as the weighing of young children, nutrition, and the diagnosis and treatment of common

diseases. In order to be appropriate, technologies must be developed or adapted from existing
known techniques in the countries themselves. In that context WHO had an important role to
play, particularly with regard to the exchange of information. In 1977, a symposium on
appropriate technology had been held in Indonesia, with financial assistance from UNICEF; the

subject was also being discussed in the South -East Asia Region by the Task Force for Health
Service Research. It had been accepted that a consultant should tour the Region and discuss
with various countries their ideas for setting up a programme on appropriate technology for
health.

The Indonesian delegation wished to propose the following draft resolution:

The Thirty -first World Health Assembly,
Having considered the report of the Director -General and resolution EB61.R31 on the

activities of the programme of appropriate technology for health,

1. NOTES with satisfaction the development of the programme of appropriate technology
for health in pursuance of resolution WHA29.74, and expresses its desire to see it
implemented throughout all levels of the Organization;

2. INVITES Member States to promote the use of available appropriate technology and
develop new technology needed for the better implementation of primary health care;

3. REQUESTS the Director- General
(1) to intensify the involvement of Member States in the further development of a
global plan of action for the programme of appropriate technology for health;
(2) to report to a future session of the Executive Board and a subsequent World
Health Assembly on the progress of this action programme.

She particularly stressed the importance of the operative paragraph requesting the Director -
General to involve Member States, a process that had already been started with the Consultation
on Appropriate Technology for Health, held in New Delhi. That would enable the experience
already acquired by some countries to be incorporated in further programmes for action, which
would be of benefit to other countries.

Dr JEANES (Canada) said that many developed and developing countries had adopted high -cost,
capital- intensive, hospital- oriented curative services that were largely inappropriate to the
health needs of the people. Such high -level technologies were promoted in developed countries
by the medical community and by industry, and similar programmes were then financed in developing
countries through technical assistance programmes. Canada was now attempting to correct such
distortions by developing technologies more suited to the health requirements of the majority
of people in both developing and developed countries. It was therefore most gratifying that
WHO was taking a leading role in promoting and coordinating the development of appropriate health
technology. If the goal of "Health for all by the year 2000" was to be achieved, all WHO
programmes would have to be measured against the criteria of the appropriate technology for
health programmes. WHO would have to address itself not only to the promotion of appropriate
technology but also to the control of inappropriate technology. Many pressures, both
professional and commercial, would come into play and strong support from Member States would
therefore be required in order to implement the programme. Canada was pleased to support the
programme, and would continue to provide assistance through the various programmes of WHO and
other international agencies, as well as through the bilateral programmes of the Canadian
International Development Agency.
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Dr SMITH (Nigeria) said that the development of self -reliance by the use of appropriate
health technology was a realistic approach to health care delivery systems that would prove

of lasting value. WHO would need to direct its attention increasingly to the promotion of

appropriate health technology: the need for dissemination of available information on the

subject could not be overemphasized. He suggested that WHO should establish a group that
would be able to provide ready answers to any queries raised by Member States and to suggest

solutions to difficult problems. Some Member States, especially developing ones, needed to
establish or strengthen their health laboratory services, which at present received too little
attention. WHO should cooperate with those States that were ready to establish health
laboratories, or improve existing laboratories; and should encourage others to initiate
such programmes within the limits of their resources. The maintenance of X -ray equipment was

also a formidable problem in most developing countries. He acknowledged the help given by
WHO in setting up a course in the maintenance of hospital equipment.

There was an urgent need to share information on logistic improvements, especially with
reference to the cold chain in the Expanded Programme on Immunization - since most of the
vaccines used in the programme were not produced in the areas where they were to be used.
Regional centres should be established to produce the needed vaccines in appropriate quantities.
Any research that would lead to cheaper methods for the delivery of vaccines would be welcome.
A Basic Health Implementation Agency had been established in Nigeria in 1976 to look into the
important aspect of technology education and training.

Professor SENAULT (France) also considered the subject under discussion to be of
importance for both developed and developing countries. The developed countries often made
use of techniques that were costly and inappropriate, and the criteria for selection that were
recommended were of interest to them also. With reference to laboratory technology, he noted
that commercial pressures often resulted in the appearance on the market, at close intervals,
of successive models of equipment to which only very minor changes had been made, the
fundamental technical characteristics remaining unchanged. Another important point made in
the document concerned the collection and dissemination of information, which clearly required
international cooperation. The French delegation strongly supported the programme for
appropriate technology for health.

Dr JOFFRE (United Nations Children's Fund) said that appropriate technology for health
was a subject of the utmost importance to UNICEF at the present time, and was in fact one of
the subjects being discussed by the Executive Board of UNICEF at its meeting in New York.
WHO and UNICEF had been cooperating for a long time in trying to improve the living conditions
of children, and he appealed to the governments of developing countries to profit to the
utmost from the opportunities now being offered to them by WHO and UNICEF. It was encouraging
to hear the delegate of Indonesia's remarks on cooperation between WHO and UNICEF and
interesting that she mentioned the need not only for simple technology but also, in some cases,
for more sophisticated technology.

UNICEF had recently placed emphasis on the promotion of low -cost indigenously -based
technology as a means of improving the quality of life for families. Support was being given
to governments to help them "rediscover" or develop appropriate technology measures, related
in large part to food production, conservation, preparation and use, the improvement of water
supplies, home improvements and ways of reducing the workload of mothers. WHO and UNICEF were
at present considering cooperation for more specific action to develop appropriate technology
in the field of health. Such technology should essentially be community -based and, as far as
possible, use low -cost materials available locally, and it required constant contact with
governments.

Some examples of successful UNICEF undertakings had been reported in the past year from
East Africa. In a UNICEF- assisted village technology unit at Karen (Nairobi) equipment being
developed and tested included solar dryers and cookers for drying, heating and cooking,
charcoal filters for collecting, filtering and storing water, and various other simple labour-
saving devices. The most successful innovations were usually based on traditional methods of
performing a task with any modification added that the users perceived as beneficial, that
fitted in with the resources available, and that could be absorbed into the existing social
and working patterns in a harmonious way. In mid -1976 UNICEF had sponsored a successful
seminar in Nairobi on village technology, with participants from 10 countries in the region.
It demonstrated the potential role of the village technology unit at Karen as a catalytic
agent and as a possible training resource for neighbouring countries interested in establishing
their own village technology centres.
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In other regions there were also new activities, such as the provision by UNICEF of
equipment to produce oral rehydration salts in Nepal and UNICEF participation in the Save Grain
Programme in India, which was designed to improve the food storage systems of rural people.
UNICEF was promoting projects in Pakistan and in several countries of West Africa and was
supporting the African Training and Research Centre for Women, established under the auspices
of the Economic Commission for Africa. Studies in village technology were in progress in
Ethiopia, the Gambia, Senegal, Sierra Leone and Upper Volta, while Ghana planned to establish
its first model village technology centre in 1978. Several countries in South America were
also showing considerable interest in appropriate technology for rural areas.

The examples he had cited opened up exciting possibilities, but in order to continue along
that road the help of governments was badly needed. He hoped they would come forward with
their own ideas and initiatives and prepare their own plans and present them to UNICEF and WHO.
Their cooperation was also indispensable for the identification of the problems in rural areas
of their countries, especially those that were beyond the reach of roads or railroads.

Dr CABRAL (Mozambique) said that appropriate technology was of the utmost importance for
a country like Mozambique which was aiming to achieve an 80% health coverage of its population
by 1980 - a difficult task, in view of the state of the health services when Mozambique had
become independent.

The need for appropriate health technology arose from the need for universal primary

health care: it was not a new fashion in abstract research, nor a simple set of new tools,
but a new approach to the implementation of the technical aspects of primary health care.
His delegation therefore fully agreed with the definition of appropriate technology for health
given in the Director- General's report. He stressed that the appropriate technology for health
programmes would be justified only if it proved to be a new methodological approach to the
implementation of primary health care.

He agreed with previous speakers that appropriate technology for health was needed not
only by the developing, but also by the developed countries. There was, in the latter,
a growing awareness that highly sophisticated health technology was both costly and
ineffective; the last paragraph of the section of the report dealing with the aim and
objectives of the programme should perhaps be amended to reinforce that view. In the
developing countries, the importation of sophisticated technology led to a chaotic situation
with regard to health care delivery and also failed to solve the health problems of those
countries. The financial interests that lay behind the production of such technology should
be remembered; and its unplanned adoption by the developing countries led to the stifling of
local traditional and other simple technologies. The first paragraph of the section on
present activities should be clarified in that sense, since the adoption of an inappropriate
technology was not the result merely of a lack of information.

That said, his delegation supported the Director -General's statements in the first two
sections of his report, especially as regards the reasons for giving high priority to the
programme in the developing countries, namely the shortage of trained manpower and financial
resources in those countries. A further reason was the lack of well -developed maintenance
services. His delegation also endorsed the priorities already defined for the programme and
the activities already in progress: they were highly important, and in line with the priority
areas of the primary health care programme in Mozambique.

In Mozambique, primary health care was delivered by the health centres, which were in
contact with the population through the village health workers. The health centre carried out
simple prenatal and paediatric care, for which it used appropriate technology; it had the
minimum X -ray and laboratory facilities. Health centre personnel provided education on
health and nutrition. A comprehensive environmental sanitation programme was being
implemented in the rural areas, based on simple technologies for water supply and chlorination,
waste and excreta disposal, and vector control. Great difficulties were encountered in the
control of the major endemic diseases because of the shortcomings of the techniques available.

The appropriate technology for health programmes in the field of epilepsy would permit the
inclusion of that disease as one of the priority implementation areas of primary health care.

In Mozambique, rules for the basic organization of communal villages had already been
issued. The collection of statistical and demographic data at the peripheral level was an
integral part of the primary health care programme, and should be taken into account when
introducing appropriate technology for health. A start had already been made with the
training of village health workers. All those activities were based on the application of
a comprehensive set of simple methods and technologies. Experience in setting up administra-
tive bodies drawn from the local population had led to the development and improvement of
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traditional technologies in many other fields. A centre for the development of basic rural
technologies had been established in Maputo, and a number of groups of villagers had already
been trained there.

Although in the programme for appropriate health technology priority was given to primary
health care, other levels of care should be progressively included. The programme should be
coordinated with the United Nations programme for the application of science and technology to
development.

His delegation supported the global plan of action for appropriate technology for health,
resolution EB61.R31 of the Executive Board, and the draft resolution proposed by the delegate
of Indonesia.

Dr YANG Tsun -hsing (China) said that his delegation fully agreed with the principles of
appropriate technology for health set out in the report, and especially with the emphasis
on its application to health services at the first level in the developing countries.

China was a developing country and most of its people lived in rural areas. Before

Liberation, the exploited mass of the population had lacked adequate food and clothing, disease
had been rampant, and doctors and medicines had been beyond their reach. After Liberation,
thanks to the policy of Chairman Mao, including the placing of the emphasis on the rural areas,
health in those areas had taken on a new look.

Under the leadership of the Chinese Communist Party, cooperative medical services had
been established, and barefoot doctors trained in large numbers. Measures had also been
taken appropriate to rural conditions. A patriotic sanitary campaign had been launched for
the elimination of the four pests and diseases; and the introduction of the two controls
(i.e. of water and of excreta), and the five improvements - improvement of latrines, animal
sheds, wells for drinking- water, kitchen stoves, and environmental conditions. The health
situation in many rural areas had thereby been rapidly changed.

With regard to excreta control, the high- temperature composting method had been widely
used in some areas, whereas in others, night -soil digestion tanks which produced methane had
been employed. Both methods helped to kill bacteria and parasite eggs and thus control
intestinal and parasitic diseases, while at the same time providing high -quality fertilizer.
A survey had shown that the Escherichia coli index had fallen by 99.7% at the digestion tank
outlet, while bacteria and parasite eggs had decreased by 86.8% and 98.3% respectively and
the ammonia concentration had increased by 32.9 %. The methane could be used as a fuel and
for lighting. In order to ensure clean drinking -water supplies, simple tap -water systems had
been installed, wells sunk, and periodic purification with bleaching powder carried out.

Traditional Chinese medicine was highly acceptable to the rural population. The barefoot
doctors had some basic knowledge of modern medicine, but could also use traditional medicine;
they collected or cultivated medicinal plants, and also processed them, thereby reducing costs.
Acupuncture was widely used, as was moxibustion; electrical acupuncture apparatus had been
developed and found to be effective in treating common chronic diseases in rural areas.

The killing of the snails that carried schistosomiasis was the key to the elimination of
that disease. For that purpose, new irrigation ditches had been dug, and the old snail- ridden
ditches filled in.

The incidence of infantile tetanus and puerperal fever had been high in the pre- Liberation
era, but the introduction and expansion of scientific midwifery had led to the almost complete
elimination of those diseases. Scientific methods of nutrition had been promoted in the
rural areas, and breast - feeding encouraged; nevertheless, research had been carried out on
the development of cheap milk substitutes derived from local resources. All those measures
had markedly reduced infant mortality in the rural areas. Attention had also been given to
the production of drugs and medical equipment suitable for those areas.

His delegation believed that the popularization of appropriate technology for health must
be based on the principle of self -reliance; that only when such technology was linked with
economic conditions and agricultural production in the rural areas would it be accepted by the
population; that it was imperative that it be adapted to local conditions and resources; and
that the technology adopted must be economical, effective, safe, easy to manipulate and
reliable. He stressed that appropriate technology for health should be integrated into WHO's
programmes for technical cooperation.

Dr GONZÁLEZ CARRIZO (Argentina) said that in Argentina 3 programme had been developed to
increase health care coverage in the rural areas; it had been based on the centralized
control of financial support and evaluation.
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With regard to housing technology, his delegation was pleased to note from the report
that WHO, through PAHO, was developing technologies that would assist in the control of Chagas'

disease. As far as human reproduction was concerned, Argentina had always been opposed to all
artificial birth control methods, and remained opposed to them. That policy was based, not
on any opposition to scientific progress, but on the deep feelings of the people of Argentina
and the demographic situation of the country. His delegation was therefore glad to see that
the studies on human reproduction would include the preparation and testing of guidelines for
the diagnosis and treatment of infertility as a part of primary health care.

His delegation approved the report and supported the draft resolution proposed by the
delegate of Indonesia.

Dr KLISINSKA (Yugoslavia) thought that too much stress had been placed on the difference
between the health technologies of the developed and the developing countries; the problem of
appropriate technologies for health was of major importance even for the former. It was, of
course, of even greater importance for the developing countries, with their limited financial
and manpower resources, and merely transferring the technology existing in the developed
countries would not give satisfactory results.

It was essential to integrate health technology with the primary health services, but the
former must not be interpreted in too restrictive a way, for example as a set of instruments
and supplies. It included the entire range of procedures for controlling diseases. The
more rational such procedures, the more rationally personnel and funds were used, the more
effective they would be.

Her delegation supported WHO present activities and programme for the future as described
in the Director -General's report.

Dr ZAPATERO VILLALONGA (Spain) agreed with the concept and scope of appropriate
technology for health, but the problems were so varied, complex and universalthat the first
objective, namely the achieving of self -reliance, seemed too simplistic. A few developed
countries could consider themselves capable of solving their own health problems unaided.
In such countries, however, there were privileged social groups with an over -consumption of
health services of all kinds, many of which were unnecessary or inappropriate. In those
countries a redistribution of health resources was necessary, together with a redistribution
of the national income. At the other extreme, there were the developing countries, which
lacked health services in line with current scientific knowledge. There was therefore a risk
that, in the latter, confidence might be placed in the so- called traditional medicines and
modern technology despised. Self- reliance in health, however, should not exclude the
application of modern science and technology. He agreed with the statement of the delegate
of Cuba who, at the Executive Board, had stated that appropriate technology for health should
be applied at all levels and to all sectors of the population so as to avoid having one
technology for the privileged and another for the destitute.

In many countries there was a distressing disparity in health resources as between the
rural and urban areas. His delegation therefore wished to stress that the programme should
be based on research on simplified techniques, the use of traditional medicines, the study of
medicinal plants, and the design of simple X -ray equipment, for example. The programme would
fail unless, in the developed communities, a health education campaign was carried out aimed
at eliminating the over -consumption of health resources by certain sectors of the population
so that the funds released could be used to investigate new technologies of value to all.

Dr LATIFF (Malaysia) said that his delegation agreed with the content and philosophy of
the report, and was ready to collaborate with WHO in research on existing technologies
and the development of new ones. His delegation also supported the draft resolution proposed
by the delegate of Indonesia.

Mrs BEHANZIN (Benin) moved the closure of the debate.

Mrs BRÜGGEMANN (Secretary) drew the attention of delegates to Rule 63 of the Rules of
Procedure of the Health Assembly.

After a procedural discussion, in which Professor ORNA (Romania), Professor SULIANTI SAROSO
(Indonesia), Dr THIMOSSAT (Central African Empire), and Professor DE CARVALHO SAMPAIO (Portugal)

took part, Professor ORNA (Romania) moved the suspension of the meeting.
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The SECRETARY drew the attention of delegates to Rules 61 and 64 of the Rules of Procedure
of the Health Assembly. In reply to a request for information from Dr THIMOSSAT (Central
African Empire), she explained that, if the meeting was suspended, consideration of agenda
item 2.6.3 would be resumed at another meeting; it would therefore still be possible to con-
sider amendments to the draft resolution proposed by the delegate of Indonesia.

Decision: The motion to suspend the meeting was adopted by 49 votes to 5, with
2 abstentions.

(For continuation, see summary record of the thirteenth meeting, section 2.)

The meeting rose at 12h50.



THIRTEENTH MEETING

Saturday, 20 May 1978, at 14h30

Chairman: Dr N. N. MASHALABA (Botswana)

1. DRUG POLICIES AND MANAGEMENT (continued from the twelfth

meeting, section 1)
Agenda, 2.6.1

At the CHAIRMAN'S request, Professor PENSO (Italy) introduced a further revision to the
draft resolution which had been unanimously approved by the working group and read as follows:

The Thirty -first World Health Assembly,
Recognizing the importance of medicinal plants in the health care systems in many

developing countries;
Noting the increasing awareness of governments and the scientific and medical

communities of this matter;
Considering that these plants contain substances which may be of therapeutic value

but which may also possibly show potential toxicity when improperly used;
Realizing that the use of medicinal plants is likely to continue in many countries;
Noting with interest the efforts of the World Health Organization to deal with this

matter;

REQUESTS the Director -General:

(1) to compile an inventory of medicinal plants used in the different countries
with standardized botanical nomenclature for the ones most widely used;
(2) to compile, and arrange for periodical up- dating, a therapeutic classification
of medicinal plants, related to the therapeutic classification of all drugs;
(3) to review the available scientific data relating to the efficacy of medicinal
plants in the treatment of specific conditions and diseases, and make available, in
summary form, the results of the review;
(4) to coordinate the efforts of the Member States to:

- develop and apply scientific criteria and methods for proof of safety and
efficacy of medicinal plant products, especially galenicals;

- develop international standards and specifications of identity, purity and
strength for medicinal plant products, especially galenicals and
manufacturing practices to achieve these ends;

- develop methods for safe and effective use of medicinal plant products,
especially galenicals, including labelling, containing adequate directions
for use and criteria for use or prescription by various levels of health
workers;

(5) to disseminate information on these matters among the Member States;
(6) to designate regional research and training centres for the study of medicinal
plants;

(7) to report on the subject to a subsequent World Health Assembly.

Decision: The draft resolution, as amended, was approved .1

2. APPROPRIATE TECHNOLOGY FOR HEALTH (continued from the twelfth meeting,
section 2)

Agenda, 2.6.3

The CHAIRMAN announced that amendments proposed by the delegate of Romania had been
accepted by the Indonesian delegation and incorporated in the draft resolution which was now

1 Transmitted to the Health Assembly in the Committee's third report and adopted as

resolution WHA31.33.

-453-
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co- sponsored by the delegations of Angola, Belgium, Nigeria, Romania and the United Kingdom of
Great Britain and Northern Ireland. The amendments consisted of:

- inserting a new operative paragraph,

"1. THANKS the Director -General for his report ",

- renumbering the original paragraphs 2, 3 and 4,

- inserting in the renumbered paragraph 3 the words "of health care, particularly" after
"better implementation ",

- adding to the end of the renumbered paragraph 4(1) the words "and to foster cooperation with
and between Member States in this very important field of public health ".

Dr BURKE (Belgium) reaffirmed his delegation's deep interest in the programme and
approval of the Director- General's progress report on appropriate technology for primary
health care and rural development. As one of the co- sponsors of the draft resolution, his
delegation could accept the Romanian amendments.

Professor KRANENDONK (Netherlands) noted that, within the framework of the New
International Economic Order and in the preparatory work for the forthcoming United Nations
Conference on Science and Technology for Development, increasing attention was being given to
areas such as health, water supply and nutrition and that appropriate technology would be
given special consideration.

His Government attached particular importance to the work of WHO in promoting appropriate
health technology within the context of country health programming and medium -term programming,
in particular in relation to primary health care, both in rural and in periurban areas. The
present and proposed activities as outlined in the Director -General's progress report deserved
full support. The recent appearance of the first WHO newsletter on appropriate technology
for health was much appreciated.

The Netherlands delegation supported the draft resolution as originally proposed by the
Indonesian delegation.

Mr TEKA (Ethiopia) endorsed the remarks of previous speakers who had stressed the
importance of appropriate technology from many points of view, adding that it was particularly
important for the achievement of self -reliance in health matters and for the delivery of
primary health care at grassroots level.

His delegation wished to join the co-sponsors of the draft resolution.

He expressed his Government's appreciation of the intensive cooperation of UNICEF with
WHO in the field of health -related technology. However, as many different disciplines were
involved, WHO should cooperate with all social- development oriented agencies, both inside and
outside the United Nations system. He proposed the addition of a few words to that effect
under paragraph 4 of the draft resolution.

Dr SANKARAN (India) asked for his delegation to be included among the co- sponsors of the
draft resolution.

He emphasized the need to develop expertise in the developing countries themselves by
providing education and training in appropriate technology for the development of teaching
aids and rehabilitation aids suitable for use in rural areas and particularly for research into
the various tropical diseases. His country was ready to share its experience with, and lend
what support it could to, developing countries in this field.

Dr TATOUNKO (Union of Soviet Socialist Republics) expressed his delegation's approval of
the progress report and support of the draft resolution and amendments.

However, the question of appropriate technology for health was so vast and important that
it was essential to determine the priority areas in which WHO was to work. Priorities should
certainly include primary health care and the transfer of technologies to developing countries.
WHO's activities should be well delineated in relation to those of UNICEF and other agencies
working in those areas; that would allow concentration of WHO's efforts.

A comprehensive inventory of the technologies being developed should be compiled by WHO;
that would provide a useful thesaurus of knowledge - which could not be obtained through
publication in individual newsletters.

Professor PHILLIPS (Ghana) emphasized the importance of equipment - for example for
laboratory and radiological work - being simple, reliable, rugged and easily serviced locally
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in the developing countries. Regrettably they were under great pressure from the developed
countries to choose from a wide variety of equipment of different origins, so that they
assessed items individually and ended up with a motley assemblage of ill- serviced items. It

would be advisable both for developed countries to standardize the equipment they sold and for
developing countries to bear in mind the importance of standardization in their purchases.

In conclusion he endorsed resolution EB61.R31 and expressed his support for the draft
resolution in which his delegation's amendment had already been incorporated.

Dr ERNERT (Federal Republic of Germany) said that before a final decision was taken on the
draft resolution more information should be given about the role of WHO and the nature of the
proposed action programme, especially in view of the interaction of the WHO programme with that
of other agencies and with the forthcoming United Nations Conference on Science and Technology

for Development. He noted that, according to the conclusions of the Director- General's
report, the role of WHO was a mainly catalytic and coordinating one and that the actual
substance of the action programme would be decided upon within each country. But if action
were really to ensue, it would be necessary to know exactly what activities would be under-
taken under the action programme which might otherwise never produce results. Activities
might include the development of immunization procedures that might one day reduce dependence
on chemotherapy and of long- acting drugs.

In his opinion the development of appropriate technology for health was a material corre-
late to the development of basic health services throughout the rural and suburban areas of
developing countries, especially the least developed among them.

The section of the progress report concerned with WHO activities in appropriate tech-
nologies for education and training showed how health workers with only limited training
depended on technologies to enable them to be of real service to the community. Thus
appropriate technology was a prerequisite for bringing health care to the present generation
of the underprivileged majority of the world's population.

His country would be willing to participate in investment in appropriate technology for
health through bilateral arrangements as mentioned in the report.

Dr YO0 (Republic of Korea) said that his country was making rapid progress where health
service technologies were concerned and was very much interested in appropriate technologies
for meeting the health needs of entire populations.

Expressing his appreciation of the Director -General's clear and factual report, he said
that, in the planning of any large -scale programme, care should be taken to decide whether it
should be traditional and labour intensive or scientific and capital intensive in order to
meet the needs in the longer term.

He was confident that the current studies on appropriate technologies would greatly
contribute to the provision of primary health care for the world's underserved people. His
delegation wished to be included in the list of co- sponsors of the draft resolution.

Professor ORHA (Romania) expressed his satisfaction with the progress in the Organization's
programme, endorsed resolution EB61.R31 and suggested a minor linguistic change in the first
line of paragraph 3, affecting the French text only.

Mrs BRUGGEMANN (Secretary) announced that the delegation of the Gambia had handed in some
amendments which were being prepared for incorporation into the draft resolution.

The Ethiopian amendment was for the addition, under paragraph 4, of a new subparagraph
reading:

"(2) to foster cooperation among Member States as well as with other appropriate
international agencies both inside and outside the United Nations system."

Professor PHILLIPS (Ghana) suggested the addition of a second preambular paragraph to
read:

"Recognizing the failure to produce and service equipment of the types needed to provide
the necessary health services in developing countries;"

and of a new subparagraph under paragraph 4, to read:

"To include in the global plan of action research aimed at making recommendations
concerning an appropriate inventory of necessary medical equipment of reliable design
which would sufficiently reduce its variety."
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Dr FRESTA (Angola) suggested that the draft resolution should not be encumbered with too
much detail, so that national administrations would be free to organize their services
rationally and independently.

Mr HOSSAIN (Bangladesh) referring to the comments of the delegate of the Federal Republic
of Germany, expressed the hope that the activities included in the action programme would be

small -scale and suited to conditions in the developing countries.

Professor SULIANTI SAROSO (Indonesia) pointed out that the inclusion of the Ethiopian
amendment as a separate paragraph would call for adjustments to the third and fourth line of

paragraph 4 (1) to avoid repetition.
Her initial reation to the Ghanaian amendment had been similar to that of the delegate

of Angola. However, she had no strong feelings on the subject and would fall in with the

wishes of the other co- sponsors.

Professor ORHA (Romania) suggested that the Ethiopian amendment could be made directly

in the penultimate line of paragraph 4 (1) which would then read ". . . and to foster

cooperation with and between Member States, as well as with other appropriate international

agencies both inside and outside the United Nations system . . ".

Dr BACVAROVA (Bulgaria) suggested that it would be useful for WHO to establish a set of

basic indicators and criteria for the evaluation of the effectiveness of appropriate tech-

nologies for health.

At the CHAIRMAN's request, the SECRETARY read out the amendments before the Committee.

Mr TEKA (Ethiopia) opposed the Ghanaian amendment, being of the opinion that its presence

might restrict the draft resolution to medical technology, which was not the intention.

The CHAIRMAN suggested the formation of a working group consisting of the co- sponsors and

the delegations that had proposed amendments.

Answering the delegate of the Federal Republic of Germany, at the CHAIRMAN's request,
Dr DOWLING (Chairman of the Interdivisional Coordinating Committee, Programme of Appropriate
Technology for Health) said that "global plan of action" was a term in the report before the

Committee and explained in the opening statement of the global plan of action. Obviously no
individual plan of action for country activities could be covered by a global plan which was
merely a framework designed to accommodate individual country activities that would differ

widely from country to country. The sponsors of the resolution might wish to take this into

account themselves.

In reply to the CHAIRMAN, Dr ERNERT (Federal Republic of Germany) confirmed that it was
indeed necessary for the Committee to be quite clear about the implications of the draft

resolutions it approved.

Professor SULIANTI SAROSO (Indonesia) explained that a "global plan of action" was one
undertaken in all countries but differing as appropriate from one to the other according to
national conditions. In a global plan, with WHO as catalyst and coordinator, there would be
such activities as exchange of information, and workshops at the global level. She referred
the delegate of the Federal Republic of Germany to the extract from the report of the Consul-
tation on the subject in New Delhi, December 1977, annexed to the report and setting out the
activities required in operating a programme of appropriate technology for health.

She reiterated her view that the development of equipment might be appropriate for
countries with many doctors but not for countries with very few. If the co- sponsors felt that
the Ghanaian amendment detracted from the draft resolution by making it too specific, although
she herself had no objection to its inclusion she would appeal to the delegate of Ghana to
withdraw it.

Dr FRESTA (Angola) confirmed that each country would have to decide for itself what
constituted "appropriate" technology. Intensifying the involvement of Member States in a
global plan of action did not imply that they all had the same problems. The draft resolution
intended to make it clear that, through planning, all countries would be involved in the
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solution of problems, although any particular solution found might, or might not, be applicable
in countries other than the one where it was worked out. He stressed the importance of
planning to enable countries to make use of the solutions found to be most suitable in each
case. He thought that mention of medical equipment might obscure the issue.

Professor PHILLIPS (Ghana) withdrew his amendment.

Decision: After some further discussion, the draft resolution was approved as amended.1

3. DEVELOPMENT AND COORDINATION OF BIOMEDICAL AND HEALTH SERVICES RESEARCH Agenda, 2.6.4

Dr VIOLAKI- PARASKEVA (representative of the Executive Board) said that the report of the Director -

General presented to the Executive Board in January 1978 summarized the deliberations of the

nineteenth session of the global Advisory Committee on Medical Research. That ACMR meeting
had discussed the Director -General's report to the Thirtieth World Health Assembly on the
development and coordination of biomedical and health services research.

It had emerged from the Board's discussions that the promotion and coordination of health
services research was continuing to receive high priority in the regions and at headquarters,
and that a strategy and framework were being developed with the help of task forces, study
groups and scientific groups, which would be reviewed by the global ACMR in June 1978 and also
by the various regional ACMRs.

The Board had noted that the Organization's strategy for the development and coordination
of biomedical and health services research had been planned in the context of increasing effec-
tive technical cooperation with developing countries. Emphasis was being placed on
incorporating research and training into the Organization's programmes as appropriate, and
special programmes of research and training had been initiated with the specific aim of
strengthening the ability of developing countries to solve priority health problems. Goal -

oriented research by the world's scientific community was thus being mobilized and coordinated
in increasingly close cooperation with scientists in the developing countries. Such research
was aimed at solving some of the specific health problems facing those countries and at
strengthening and building up their research capabilities.

The effects of WHO's increased research activities - as a result of the Special Programmes
of Research, Development and Research Training in Human Reproduction and for Research and
Training in Tropical Diseases and of the activities of the regional ACMRs - had been brought to
the attention of the Board. Over the past five years, the amount of funds from the regular
budget spent on what could be classified as research had remained unchanged. The substantial
increase in research funds over that period, which had amounted to over US$ 20 million in 1977
and over US$ 25 million in 1978, had been due to contributions from about twenty Member States
to the Voluntary Fund for Health Promotion, and had been put mainly towards the special
programmes on human reproduction and tropical diseases. The total regular budget allocation
for research activities in 1978 had been just under US$ 10 million out of a total budget of
US$ 165 million - not including the supplementary budget - i.e. approximately 6.3 %. Those

special programmes now represented an increasingly important part of the total global research
effort, and it was hoped that they would play an equally important role in the promotion and
coordination of the research efforts of Member States on a regional and global scale.

The Board had found it gratifying that WHO's research activities were assuming increasing
social relevance and that the role of health services research had been enhanced in ACMRs at
both global and regional level.

The closer links established between ACMRs at all levels were bringing research activities
one step nearer the consumer, and the Board had considered it desirable that the regional
committees be involved as much as possible in the development of research.

With regard to support for research, described in the Director -General's report to the
Board, the Board had expressed the hope that full use would be made of the large reservoir of
untapped institutional and manpower resources existing in both developing and developed
countries.

The Special Programme of Research, Development and Research Training in Human Reproduction
had made a substantial contribution to the field of fertility regulation, and the Special
Programme for Research and Training in Tropical Diseases seemed to be settling into its current

1 Transmitted to the Health Assembly in the Committee's third report and adopted as

resolution WHA31.34.
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structure. The incorporation of transdisease studies, including socioeconomic studies, into
the latter programme, had been a noteworthy development.

In resolution EB61.R36, the Executive Board had endorsed the steps taken to implement the
relevant resolutions of the World Health Assembly and requested the Director -General to transmit
his report to the Thirty -first World Health Assembly.

The DEPUTY DIRECTOR- GENERAL said he was very pleased to introduce the report which high-

lighted the deliberations of the sixty -first session of the Executive Board and of the
nineteenth session of the ACMR, in June 1977, on the report dealing with the development and
coordination of biomedical and health services research, which had been submitted to the
Thirtieth World Health Assembly. Research activities at all operational levels were continu-
ing to gain momentum, particularly in countries and at the regional level. Regional ACMRs
were now active in all regions and, as a result, the intensity with which the regions had
expanded their research activities had been truly remarkable and was in keeping with the
Organization's new policy of emphasizing technical cooperation with and among Member States
for the promotion of socially relevant health programmes.

The Organization's strategy for the development and coordination of biomedical and health.
services research had thus become a conspicuous and important part of its efforts to increase
relevant and effective technical cooperation with Member States, and particularly with
developing countries. The development of that strategy within the framework of technical
cooperation was taking shape in two complementary ways.

First, the Organization continued to emphasize that research and research training were an
integral part of most of its programmes and that research activities were included in those
programmes whenever required. Those activities too, had to focus on priority problems whose
solution would have a marked influence on the health of the community. Research was extremely
important not only for the immediate solution of problems, but also as a means of creating
awareness of the multiple possibilities of dealing with problems and of stimulating all
concerned to maintain an open mind and a searching eye with respect to all aspects of health
development.

An essential feature of the new look in WHO's research activities was therefore the

promotion of national self -reliance in health research through reinforcement of countries' own
research capabilities to the limits that national resources permitted. That was a long -term

process in which the countries that were rich in research resources had a moral obligation to
support those with meagre health resources. It was WHO's duty to catalyze such research
cooperation between more and less developed countries.

Second, the Organization's research strategy had taken shape in the special programmes of

research and training, aimed particularly at strengthening developing countries' capability of
solving their own priority health problems. Those special programmes mobilized the world's
scientific community to carry out coordinated goal -oriented research in increasingly close
cooperation with scientists in the developing countries. Those research efforts were aimed at
solving some of the most important health problems facing those countries and at strengthening
and building up their research capacity.

The appendices to the Director -General's report to the Board had summarized the pro-
gress of WHO's two ongoing special programmes of research and training. The first, which had
started in 1972, was the Special Programme of Research, Development and Research Training in
Human Reproduction. To achieve its research and training objectives, that programme now
coordinated the research efforts of scientists from sixty -two countries, including thirty -four

developing countries.

Using the human reproduction special programme as a model, WHO, with UNDP and the World
Bank as co- sponsors, had planned and elaborated the Special Programme for Research and Training
in Tropical Diseases. That programme now engaged many of the world's outstanding scientists
from developed and developing countries in cooperative efforts to find effective methods to
prevent and cure six tropical diseases. To that end, resources from many of WHO's
organizational units at headquarters and in the regions had been pooled. The organization,

management and financing of that innovative programme, which, in essence, was trying to "dove-
tail" the world's scientific community into the development process, presented a tremendous

challenge to WHO. However, if the Organization were able to meet that challenge successfully,
that special programme for research and training might well raise it to a new level of scien-
tific, technical and financial international collaboration leading towards development.

The global ACMR was devoting increasing attention to the formulation of WHO's overall
research policy and strategy and many of its functions of reviewing detailed research proposals

had now devolved on the regional ACMRs.
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In June 1977, the global ACMR had recommended that much greater attention be paid to the
promotion and coordination of health services research. Some progress had been made with the
development of a WHO strategy and framework for that kind of research with the help of such
mechanisms as task forces, study groups and scientific groups. However, the Organization
still had quite a long way to go in order to arrive at coherent and highly practical research
activities that came to grips with all the managerial, social and political problems that were
impeding the proper application of useful health technology. That matter would be reviewed
again by the global ACMR in June 1978 and also by the regional ACMRs.

One of the most encouraging features of WHO's research activities was the continually
increasing participation of the world's scientific community from countries at widely different
levels of social and economic development and with widely different approaches to tackling
health problems, which demonstrated the willingness and readiness of that section of society
to cooperate fully across barriers of national differences and to share responsibility for the
wellbeing of mankind. The resulting cross - fertilization of ideas added a new dimension to

international health research and could only enhance WHO's reputation and fortify it in the
fulfilment of its role in coordinating international health matters.

WHO was reviewing its whole strategy of research. In that respect, the Committee was
privileged to have with it Professor Bergstróm, an outstanding member of the world's scientific
community, who had assumed the chairmanship of the global ACMR in 1977. He was spending
a good deal of time with WHO, not only in Geneva but also in the regions and, in the last six
months, had attended each regional ACMR meeting. He would therefore call on
Professor Bergstrom to say a few words.

Professor BERGSTROM (Chairman, Global Advisory Committee on Medical Research) said he
wished to make a few brief comments on the regional and global ACMRs and the resources
available to them. The health problems that had led to the establishment of tropical diseases
research were so obvious and of such a global nature that their identification presented no
difficulty. The aim now was to ascertain, analyse and define other health problems in Member
States, where scientific research, research training and institution strengthening were needed
and judged to have a reasonable chance of success.

In the Americas, the ACMR of the Pan American Health Organization had a long history but,
in the other regions, the creation of the regional ACMRs just two years ago had already proved
to be a most important new factor. The regional ACMRs had already held three or four
meetings and numerous meetings of planning subgroups. Research priorities included problems
specific to regions, but all regions had stressed the urgent need for health services research
and research into tropical diseases, diarrhoeal diseases, nutrition, ethics of medical research
and improvement of information transfer. The regional ACMRs were now involved in more
detailed studies of the health research needs of individual countries.

The global ACMR had to respond to those new challenges and reorganize its methods of work,
and one of the most important topics of its forthcoming meeting in June would be a review of
the results from the regions. The ACMR brought together eighteen regular members and the six
chairmen of the regional ACMRs and was thus, in a sense, a coordinating committee for about
120 scientists from as many countries around the world, all of which would no doubt soon be
represented. Through those committees, WHO might have gained very comprehensive knowledge of
the needs and opportunities for research in a year or so, and might already have accomplished
for health that which the United Nations Conference on Science and Technology for Development,
to be held in 1979, aimed to initiate in science and technology in general.

In planning and carrying out its research efforts, WHO should not only make use of the
best available expertise, but also strive to build up scientific capability in the developing
countries. That was now being done in the tropical diseases research programme, in which at
least 20% of the available funds was earmarked for the reinforcement of the research capability
of developing countries and even more was going into health services research and appropriate
technology related to the six diseases within that programme.

Both the global and the regional ACMRs would have the increasingly important task of
stimulating and mobilizing scientists, research councils and scientific academies of Member
States to increase their research activities in priority areas. There were already examples
of medical research councils forming national groups to strengthen and coordinate their efforts
with the Special Programme for Research and Training in Tropical Diseases.

The increase in research funds due to voluntary contributions appeared large, since it
had risen from US$ 5 million a year to US$ 30 aillion in a few years. However, the latter
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was in fact a relatively small sum and did not even compare with the budget of the medical
research council of a small industrialized country with a population of eight million.

WHO was now gaining the experience and cooperation of the scientific community needed to

manage much larger worldwide research programmes. Many practical programmes for research,
research training and institution strengthening would be developed during the next few years through

those expanding advisory mechanisms. If they were to have the impact needed to speed up the
improvement of the health situation in developing countries that everyone seemed to advocate,
annual voluntary contributions must be substantially increased to reach what seemed to be the
realistic goal of US$ 100 million. So far, only about 20 Member States were making
contributions to those programmes, and it was to be hoped that relevant and practical research
programmes would be presented during the next few years, which would illustrate the need for
funds of that magnitude, for even US$ 100 million per annum might not amount to 1% of what
Member countries were spending yearly on medical research.

Professor RENGER (German Democratic Republic) said that his delegation strongly supported
WHO's increasing efforts to promote and coordinate medical research at national, regional and
global level, since those efforts not only helped to improve the scientific basis of all
branches of medical care for an ever increasing proportion of the population of Member States,
but also constituted an essential condition for achieving the ambitious goal of health for all
by the year 2000. It attached great importance to the activities of the global and regional
ACMRs and would continue to promote their work, agreeing with the Director -General that over-
lapping membership of those committees facilitated coordination. It particularly welcomed
the expanding work of WHO's Regional Committee for Europe in the development and coordination
of medical research and the results so far achieved.

His delegation felt that the experience gained by the German Democratic Republic in the
advancement of medical research could be applied, mutatis mutandis, in other countries. Such
experience had been gained in (1) joint implementation of research programmes with other,
particularly socialist, countries on a bilateral or multilateral basis; (2) giving high
quality and efficient health care priority over economic demands; (3) cooperation between
different medical specialties and research institutions in problem -solving on the basis of
a joint research programme; and (4) close collaboration between medical research programmes
and other nonmedical activities such as research in natural and social sciences and production
of medical equipment.

Professor Renger supported WHO's efforts to introduce ethical principles and standards in
experimental research and its intent to set up a subcommittee of ACMR on the matter. However,
he held that such matters should primarily be regulated by Member States' national legislation.
The German Democratic Republic supported the proposed measures to promote health services
research, sharing the Director -General's view that close linkage with biomedical research
should be maintained, and was prepared to continue to give full support to the research
activities carried out under WHO's various specialized research programmes.

Dr SANKARAN (India) said that the privilege of an Indian citizen being selected as the
Chairman of the Regional ACMR had greatly helped his country to develop its research aimed at
meeting both its own needs and those of the Region. A national coordination committee set
up in the Ministry of Health coordinated the activities of the various agencies conducting
medical, operational and biomedical research. In that respect, India strictly and scrupulously
adhered to the code of medical ethics and any experimentation involving human subjects had to
be cleared both by the Indian Council for Medical Research and the Drug Controller of India.

His delegation wished to record its deep appreciation of the Special Programme for Research
and Training in Tropical Diseases. India had increased its own research personnel by seeking
promising scientific research talent among medical students. Its ongoing research programme
covered tropical diseases, virus research, vector control in malaria and filariasis, arbovirus
infections, reproductive biology research, operational research on health services and manpower
delivery and research into the use of traditional systems of medicine and on primary health
care programmes. Its microbiological research into fungal lesions had attracted worldwide
attention. Two large centres for research into leprosy had been established, primarily to
study the lepra bacillus and its culture in the mouse foot -pad, the use of drugs for its
treatment and the possibility of immunological control of leprosy.

With regard to bioengineering, a centre had been set up to develop footwear and gloves
for use by patients with sensory defects. Operational research had been carried out on an
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expanded programme of immunization on a countrywide basis. A technique of production of low -

cost teaching aids for widest dissemination of knowledge had been identified. With regard to

diarrhoeal diseases, oral rehydration was being used at all levels of health care and
a specific potentiated anticholera vaccine had been developed for children under five years of

age and was currently undergoing clinical trials.
His delegation was satisfied to note the identification of scientific personnel in all

varieties of biomedical research in both developed and developing countries and his country
was prepared to give assistance in all areas in which it possessed expertise.

Dr AUNG THAN BATU (Burma) said that his delegation was satisfied to note that overlapping
membership of the regional and global ACMRs and the significant representation on those
committees of scientists involved in institutional, national and regional research activities
had created opportunities for coordinating research at all levels. The regional ACMRs had
been playing a growing role in developing global research programmes and initiating and
pursuing research activities that were of great social relevance and great importance to

public health.
The progress made with the special programmes, and particularly that for research and

training in tropical diseases, whose research capability strengthening component was of
importance for developing countries, was to be commended.

His delegation endorsed the recommendation of ACMR that at least one ACMR member should
be an ex officio member of the scientific and technical advisory committees of the special
programmes, since that would enable ACMR to acquit itself more efficiently of its responsibility
for advising the Director -General on matters of global research. It also commended the
attention being paid to health services research and diarrhoeal diseases, but felt that there
was an urgent need for further research into the latter.

As mentioned in the Director -General's report, a large reservoir of untapped institutional
and manpower resources in both developing and developed countries was being increasingly and
effectively utilized, and as a result more and more programmes of high priority research were
not only being recommended by the various governing bodies of WHO, but also being developed.
Therefore funds commensurate with the research activities envisaged should be made available.

Dr CUMMING (Australia) said that his delegation was very pleased with the interlinking of
the activities of the global and regional ACMRs and, in particular, with the fact that the
Chairman of the global ACMR participated in the regional meetings and representatives of the
regional ACMRs attended the global meetings. However, it felt that more efforts were needed
to intensify the links between the regional ACMRs and national medical research councils or
their equivalent. It was also pleased with the emphasis put on health services research in
the Director -General's report.

The approach to the special programmes, i.e. the use of task forces and scientific working
groups, seemed to be a logical way of making flexible use of available manpower and resources.
In that respect his delegation felt that WHO, through its programme coordinators and its
regional ACMRs, had a major role to play in making use of the large reservoir of untapped
institutional and manpower resources that existed in both developed and developing countries.

Professor SULIANTI SAROSO (Indonesia) said that Indonesia considered research indispensable
in the planning and implementation of development programmes. It had a cabinet minister of
research and technology and many of the ministries had special research and development units.
She therefore welcomed WHO's activities aimed at strengthening research capabilities and
promoting relevant research, particularly in developing countries.

She felt that special attention, i.e. increased resources, should be devoted to health
service research, but without thereby diverting resources from the special programmes. She

was glad to note that relevant health service research would be undertaken in the special
programme for research into tropical diseases, since she was convinced that health service
research was essential for applying the findings of laboratories and clinical trials in

hospitals. She was also happy to report that the setting up of the regional ACMRs had made
research much more relevant to the conditions prevailing in the various regions.

Dr LEPPO (Finland) expressed satisfaction at the way in which the research programme of
WHO was developing. It was gratifying that the role of health services research had been
enhanced in both the global and regional advisory councils for medical research, the latter
having identified it as a priority. Thus health services research was beginning to receive
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the attention it deserved, owing to its social relevance to Member States. He fully endorsed
the principles enunciated in the report of the Director -General to the Board.

The two main bottlenecks in health services research were the lack of funds in WHO and in
Member States and the lack of trained and experienced researchers. WHO could play an important
role in establishing collaborating centres for health services research and in organizing
training courses for medical and social scientists in that area. He hoped that those topics
would be taken up by ACMR at its next meeting.

He asked what was the status as regards the implementation of resolutions WHA29.64 and
WHA30.40, which called for the drawing up of a comprehensive long -term programme for the
development and coordination of biomedical and health services research reflecting WHO's

priorities.

i

Dr GONZALEZ CARRIZO (Argentina) agreed with the policies indicated in the report,
particularly the catalytic role of WHO in the coordination of national and regional efforts

in that field. His country was especially interested in research into haemorrhagic fevers,
which were an important cause of morbidity in Argentina, since about two- thirds of the
population was affected by them at one time or another. Those diseases were rife also in
other parts of Latin America and indeed throughout the world, and were thus an appropriate
case for international collaboration through WHO. Argentina's national research centre
offered its cooperation. International agencies should concern themselves particularly with
human resources and the supply of personnel trained to deal with those diseases. Progress

under the WHO programme in research on tropical diseases, such as leprosy, malaria, schisto-
somiasis, and especially Chagas' disease, was gratifying and showed the Organization's concern
for the problems of its Member States.

Dr BANKOWSKI (Council for International Organizations of Medical Sciences) said that
CIOMS had been collaborating closely with WHO on the ethical aspects of medical experimentation
involving human subjects. In 1978, CIOMS was organizing, with the cooperation of WHO, a
round table conference entitled "Medical experimentation and the protection of human rights ".
The aim of the conference was to discuss how subjects taking part in medical experiments might
best be protected and to assess the impact of statutory regulations and ethical review
mechanisms. CIOMS appreciated the collaboration of the WHO Advisory Committee for Medical
Research and was ready to continue its cooperation with WHO on all ethical aspects of medical
experimentation.

Dr CAMOV (Bulgaria) said that his delegation fully supported the basic objectives
formulated by WHO as regards health services research - in particular, the strengthening of
countries' own capabilities in that respect; the development and use of new or improved
technology to meet the needs of individual countries regarding health care; the prompt
exchange of information, and application or adaptation, within countries' health services,
of positive results obtained and progressive forms of organization and management.

However, there was insufficient clarity regarding the specific methods to be used by
WHO to achieve its global objectives. There was a need for greater precision and detail in
the basic guiding principles for health services research. Three aspects needed to be clearly

distinguished. First, the tremendous importance, for economic and social development, of
modern scientific research as a whole (and biomedical research in particular), as well as the
need for correct planning and timely application of the results of such research, gave rise
to the need for state -controlled mechanisms for the organization and management of scientific
and medical research; that had already been taken into account in Bulgaria. If that aspect
were reflected in the principles adopted by WHO regarding biomedical and health services
research, the Organization's role as coordinator at the global level would be greatly
facilitated. Secondly, WHO's role in improving the quality of health services research
should be based on the principles outlined in resolutions WHA23.59 and WHA23.61. Thirdly,

insufficient attention was given to international experience in the strengthening of health
services and relevant research carried out by various countries; up to mid -1977 WHO had used

the experience of only two collaborating centres - in Iran and Israel. As an international
organization, it should not deprive itself of the rich experience acquired in the organization

of health services by scientific institutes and the organizers of health services in countries
such as Belgium, Czechoslovakia, German Democratic Republic, India, Nigeria, Poland,

USSR and United Kingdom. WHO should therefore make the necessary contacts with those
countries, and possibly others, with a view to establishing new collaborating centres to deal
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with the problem. Thus the scientific potential of those countries might be used by WHO,
both in drawing up recommendations and in working out priorities.

Dr JOYCE (Ireland) said that medical research was of four types: (1) basic research,
which was a matter for laboratory workers, the pharmaceutical industry, and medical schools;
(2) medical research carried out by physicians, surgeons, and paramedical workers such as
biochemists, sometimes with a lack of cooperation between the various disciplines;
(3) operational and statistical research, which might be national or international; and
(4) medical social research - a regrettably neglected field, particularly as regards the
prevention of mental handicap and mental illness, maternal and infant mortality, and the
social factors underlying such occurrences. The Medical Social Research Board established
in Ireland, of which he was a member, was cooperating with WHO in research on mental health
and with the European Economic Community in research on allergic alveolitis. ACMR had an
important function to perform in the avoidance of duplication and the wasting of resources,
and the encouragement of international cooperation at all levels of research.

Professor HALTER (Belgium) commended WHO on the progress of the biomedical research
programme and the distribution of tasks between headquarters and the regions. He stressed
the importance of coordinating the research undertaken under the auspices of WHO and other
international organizations, and mentioned as examples the collaboration between the European
Medical Research Council (EMRC), the National Institutes of Health (USA), the Ford and
Rockefeller Foundations in the field of human reproduction, and the concerted programme of
research into congenital anomalies, coordinated by a medical research committee of the
European Economic Community. It was important, in addition to coordinating research
activities, to make them as productive as possible by developing systems of information on
current research in various sectors, in order to eliminate duplication, which was responsible
for a considerable wastage of resources. He emphasized the importance of investigations
into the ethical aspects of certain research activities that sometimes neglected the protection
of individuals. In all countries, there was too great a turnover in research workers, who
sometimes needed a considerable amount of training to become competent in their field. Both

WHO and national health authorities might consider elaborating a professional status for

researchers so that it would be possible to mobilize teams of particularly competent research
workers with a record of continuity in their work, which might serve as nucleus for research
on specific problems of public health. The status of research workers was a matter of great
concern in Belgium and the problem had not yet been solved.

Belgium was very interested in the WHO programme of research, particularly in research
on tropical diseases and certain other diseases, and was always ready to envisage a financial
contribution in that respect.

Dr GALEGO PIMENTEL (Cuba) stressed the importance of the global and regional ACMRs and
of the promotion and coordination of research by WHO, but it was indispensable that each
country define a research policy corresponding to the health needs of its population. In

that manner, research activities would be supported by regional bodies and by WHO in
accordance with the priorities, not only for research itself, but for the training of research
workers. Such coordination should be intensified. Cuba had participated, in 1977, in the
first meeting on research policy for Area II of the Pan American Health Organization, at
which it had presented the promising results of the last five years' research work.

She stressed the urgent need for health services research, as stated in the first paragraph
of the relevant section of the report to the Board. The main functions of the Cuban Institute
for Health Development included the training of personnel to work in the national health service.
A study was currently being made of the most appropriate methods of ensuring the rapid
application of the results of research in public health practice. The meeting of Area II to
which she had referred earlier had recommended that WHO and the Pan American Health
Organization should set up a consultative group on research policy, composed of representatives
of the national bodies entrusted with such policy.

Dr MALONE (United States of America) expressed satisfaction at the way in which WHO
was developing and coordinating biomedical and health services research. He fully endorsed
the Director -General's report and noted that the global and regional ACMRs were proving to
be an excellent mechanism for the coordination, evaluation, and development of research and
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training programmes. It was gratifying that WHO had used expert scientists from all over
the world in developing the special programmes in tropical diseases research and in human
reproduction. His country was ready to share its policies, procedures, and experience in
the ethics of experimentation involving human subjects.

Though there might be basic principles in health services research applicable to all

countries, different approaches to health services should follow local requirements and
conditions. What was being learned about health care in developing countries might be
instructive for the developed countries as well. It was to be hoped that new information

and research findings in that important field might be shared among all Member States.
He endorsed the steps that were being taken to ensure safety in the handling of

microorganisms and cells employed in public health practice. It was appropriate that genetic
control measures should be developed through the cooperation of the International Council of
Scientific Unions and with regional and national institutions. Since many diseases knew no
frontiers, it was necessary to develop or expand research programmes on cancer, cardiovascular
diseases, and other universal maladies.

A problem of increasing importance was the supply of laboratory animals - a key component
in biomedical research. The shortage of nonhuman primates remained acute and was all the
more urgent as many of the research programmes under review by the Committee would require
additional quantities of laboratory animals. In view of expanding worldwide research and
the continuing shortage of nonhuman primates, the United States delegation urged Member
States to reaffirm their commitments to all the points specified in resolution WHA29.67, and
to increase international collaboration in establishing breeding colonies, to promote national
conservation, and to continue to develop and apply high standards of animal welfare. He

called upon the Director -General to facilitate such collaboration as far as possible, and
pledged his country's continued support for the Organization's research programme.

Dr JEANES (Canada) commended WHO on the progress reported in biomedical research. He

shared the views of the United States delegation in regard to the ethical aspects of research
in human subjects.

The programme of tropical diseases research had been well launched and had a solid
foundation, not only scientifically and technically, but also as regards its financial
management. Canada would continue to take an active interest in that programme.

Dr ERNERT (Federal Republic of Germany) said that WHO was playing a unique role in the
special programmes on tropical diseases research and on human reproduction, since it was the
only agency to mount an internationally concerted effort of that scope. No other

organization, or bilateral agency, and no country on its own, could or would be able to
bring together the necessary expertise, and to coordinate and to organize research efforts
on a global scale. Those special programmes therefore deserved adequate attention as regards
personnel and material support, and as many institutions and scientists as possible should
participate in them, whether as collaborating centres or as members of scientific working
groups. Such scientists should be selected for the contribution that they could make, and
they should be willing and able to share their experience to ensure the success of the
programmes, which were supported by substantial extrabudgetary funds.

Professor KRANENDONK (Netherlands) supported the global but especially the regional

ACMRs, the purpose of the latter being to promote close association with national research
councils and bodies responsible for national research policies and priorities. Through such

an interconnecting mechanism and WHO coordination the world community would be able to

concentrate on real health needs and priorities for action.

The Special Programme for Research and Training in Tropical Diseases should be given
the international attention it deserved, but its application should be regional or even
national, as it was, for example, with health services research, which was also of global

concern. International exchange of information about national policies and strategies was
of vital importance, particularly about such aspects as health care delivery systems, quan-
tity and quality control, the satisfaction of consumers, and the epidemiology of major health

needs.

No undue emphasis should be laid on research for its own sake, but developmental acti-

vities with a research component should receive priority. His delegation urged WHO and its

Member States to pursue that path, which would lead to accelerated development.

Dr SIRRY (Egypt) said that his delegation, in view of the limited resources, would pre-

fer to see health services research confined to the following specific matters: establishment
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of the priorities in health activities within the context of socioeconomic and health planning
and programming, defining the amount and kind of investment in health needed, with due regard
to the local circumstances in a country; definition of the obstacles hindering the imple-
mentation of family planning programmes within the health services and study of the ways of sur-
mounting those obstacles; study of the methodology of evaluation of programmes; and study of
training on research methods as applied to health services.

His country had had a programme of primary health care in operation for some 10 years
based on health units, of which there were 2300, each serving 9000 people. Each unit was
run by a team consisting of a doctor, a health worker, a laboratory assistant, and three or
four nurses and midwives, who dealt with the registration of births and deaths, vaccinations,
epidemiological diseases control, child health, health education, dental health, environ-
mental health - in sum, primary health care. But it was now realized that the system,
which served half the villages in the country, was not completely satisfactory, and research
had been begun to determine why - was not enough money being spent, were there not enough
house visits, was the training given inadequate? - so as to be able to find solutions.
Special priority was now being given to such research.

Mr KISELEV (Union of Soviet Socialist Republics), while approving of the report, felt
that there had been incomplete implementation of the relevant Health Assembly resolutions;
as yet, no comprehensive long -term programme had been established, with the necessary prio-
rities and forecasts. What was needed was an improvement of planning methods, forecasting,
and coordination of biomedical and health services research, which would result in more
effective use of both national and WHO resources. WHO had not been sufficiently active in
forecasting trends in particular fields of medical science. Insufficient information had
been provided on the implementation of the clause of resolution WHA30.40 calling for a
balanced geographical distribution of collaborating centres; it would seem that considerable
work needed to be done in that respect. The Organization apparently intended to delegate
a large part of the responsibility for working out the long -term programme to the global and

regional ACMRs. He noticed from the Director -General's report to the Board that it had been
proposed that an ACMR member should be a member of the Scientific and Technical Advisory
Committee of the tropical diseases programme, with the responsibility of reporting on programme
activities to ACMR. That seemed to be an extension of the functions of the ACMRs. Some
clarification was needed of how their work was to be coordinated with that of experts and
consultants. Suitable methods should be worked out for disseminating new medical knowledge,
perhaps by some specialized information system. Finally, the report did not mention an
important subject that needed attention - the standardization of methodologies and nomen-
clatures, in order to improve comparability of results.

His delegation would be pleased to participate in the preparation of a draft resolution
incorporating the suggestions made during the discussion.

Dr SMITH (Nigeria) said that the Nigerian National Institute of Medical Research had in
all its activities stressed the need to bring biomedical and health services research close
together, and the Government had involved it and the Medical Research Council in such
research. Coordination of the kind recommended in the report was therefore a reality in
Nigeria, and the various institutions and bodies concerned with research had all been brought
in to prepare the programme that now formed the basis of the negotiations with WHO within
the Special Programme for Research and Training in Tropical Diseases. Not only doctors but
scientists from many disciplines had been involved in the negotiations.

One of the most important problems in research was the development of ethical guidelines.
In Nigeria faculties of medicine had been asked to establish ethical committees and medical
journals had been asked to take ethical considerations into account in reviewing manuscripts
submitted to them for publication. What was WHO doing in that field?

Other matters relevant to the report under consideration that had recently come into
prominence in Nigeria were safety in handling microorganisms and cells used in research, the
initiation of research on cancer chemotherapy, especially relating to lymphomas, immuniza-
tion against cerebrospinal meningitis, and a study on oral rehydration for diarrhoeal
diseases. Nigeria had received international help for some of those projects, and it sup-
ported WHO's programme and endorsed resolution EB61.R36.

Professor PIRNAR (Turkey) noted with satisfaction the trend to be seen in the report
towards increased dissemination of research information, a trend that was more centrifugal for
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biomedical research and more centripetal for health services research. For research to be

fruitful it had to begin at the country level, since great differences existed in the problems,

priorities, and means of implementation in different countries. But it had to be coordinated

regionally, and if possible globally. In that respect the role of ACMRs was crucial. The

development of new channels of communication that would transcend traditional bureaucratic

lines deserved support.
WHO's special programmes provided evidence of the value of such coordination. In rela-

tion to malaria, for example, the establishment of scientific working groups to deal with

resistance, chemotherapy, and immunology was very timely. Because it would take time to

achieve results, reliance would have to be placed on operational research for the time being,

and it was a pity that the group on operational research had been the latest scientific working

group to be established. WHO should make a special effort to increase and strengthen opera-

tional research in malaria. Basic research should not, however, be neglected.

Professor ORZESZYNA (Poland) said that, to make the research programme relevant to the
real health needs of the population, it should evaluate the health status of the various popu-

lation groups using the appropriate epidemiological tools, evaluate and improve management
methods, especially the decision -making process, improve the first -contact health services,

improve undergraduate and postgraduate medical education, and develop methods of evaluating

the effectiveness of the health services. In his country particular attention had been paid

to problems related to primary health care such as the recognition of real health needs, the

views of patients on the health services, factors influencing the doctor's choice of speciali-

zation, motivation to become primary care physicians, and the team approach to primary care

services. Some of the methodological issues raised were of universal interest, and his

country was ready to exchange views and findings on them with other countries. In that

connexion, the International Conference on Primary Health Care at Alma -Ata should be of parti-

cular value.
In relation to section 4 of the report the problems enumerated were most important. He

hoped that information on ongoing projects would be made available to Member States in some

suitable way.

Dr GEKONYO (Kenya) thanked WHO for its help in developing and coordinating his country's
health services and hoped to cooperate with WHO in its efforts to strengthen research, as well

as with other countries. Kenya had set up a National Council for Science and Tech-
nology and at least 1% of the gross domestic product would be allotted to it for research.
But more help and cooperation would be needed for the Kenya Institute of Medical Research and
the Kenya Trypanosomiasis Research Institute and he hoped that they would be forthcoming.

Other countries would be welcome to make use of Kenya's research facilities.

Dr QUAMINA (Trinidad and Tobago) endorsed the programme set out in the report. The

subject of health services research had been neglected in the Commonwealth Caribbean and help
in carrying it out would be welcomed. With regard to research involving human subjects, her
country was considering a protocol on the subject and would appreciate guidelines, particularly
in relation to such difficult questions as placebos in treatment, confidentiality and the
taking of specimens when not strictly necessary.

An excellent example of cooperation was furnished by the PAHO/WHO Caribbean Epidemiology
Centre, which was used by both developed and developing countries in the area. An attempt was
being made to attract regional scientists to the Centre, but it was made difficult because on
their return from wealthier countries they found themselves at a financial disadvantage; the

result inevitably was that they were dissatisfied and the research work suffered.
She agreed with the Belgian delegate that there was indeed a need for establishing a

nucleus of research workers trained in research methodology and emphasized that the programmes
recommended should be administered with flexibility, so that the worthwhile goals laid down in
the section on the special programmes of the Director -General's report to the sixty -first
session of the Executive Board could be achieved.

The meeting rose at 18h10.
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Monday, 22 May 1978, at 9h30

Chairman: Dr N. N. MASHALABA (Botswana)

The DEPUTY DIRECTOR -GENERAL, regretting that the proposals to move the closure of the
debate at previous meetings might have led delegates to understand that their interventions

were to be restricted, reiterated the importance of delegates' full and continuing participa-

tion in and contribution to the discussions of the Committee. Indeed, it was their guidance

and advice that dictated the orientation and implementation of the Organization's programme in

the future. He was confident that it would be possible to complete the work of the Committee
in time to convene the final plenary meeting of the Health Assembly during the afternoon of

Wednesday, 24 May 1978.

1. THIRD REPORT OF COMMITTEE A

Dr VALLE (Bolivia), Rapporteur, read out the draft third report of the Committee.

Decision: The report was adopted (see page 728).

2. DEVELOPMENT AND COORDINATION OF BIOMEDICAL AND HEALTH SERVICES RESEARCH Agenda, 2.6.4
(continued)

The DEPUTY DIRECTOR- GENERAL expressed delight and enthusiasm at the Committee's positive
response and stressed the need to re- examine the long -term strategy and policy of the programme

on biomedical and health services research - an area that had become part and parcel of the
Organization's long -term research programme, not only at headquarters, but also at the regional
level. Professor Bergstrom had emphasized the crucial role that the regions intended to play
in order to encourage, catalyze, and strengthen national research policies and activities. In

addition, WHO had been requested to contact various bodies, including nongovernmental organiza-
tions, national research councils, and academies involved in research into that field, in order
to exchange views and disseminate information.

One vital aim was to bridge the gap between the developed and developing countries as
regards research, to have a common interest, and, therefore, establish global priorities.
The developing countries were not interested only in tropical diseases and communicable diseases,
but also in cardiovascular diseases, mental health, and cancer. They were also eager to
develop their own research into such fields as cell biology, microbiology, and immunology, and
to apply the results of such research to their health services. Operational research and cost/
benefit evaluation also were necessary in the efforts to spread health care to the remotest
corners of those countries.

In reply to a question from the delegate of Finland, regarding the status of implementation
of resolutions WHA29.64 and WHA30.40, he recalled that the principal objectives of WHO's
research activities, as indicated in the fourth preambular paragraph of the first -mentioned

resolution, were "to provide guidance for effective coordination of national research efforts,
to strengthen national research capabilities, particularly in developing countries, and to
promote the application of existing and new scientific knowledge and research methodology on
problems related to the stated priorities and programmes of the Organization ". The second
resolution was concerned with the development and coordination of biomedical and health services
research.

-467-
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One of the main concerns of WHO was to strengthen the capabilities of research institutes
and centres in developing countries so as to raise them to a level at which they meaningfully
related to WHO's project activities. Within the Organization, several mechanisms had been set
up - e.g., the Research Development Committee - which examined the progress of each programme
area to ensure that it contained a research component relevant to the needs of Member States.
The Director -General had allotted to the regions fairly sufficient resources to develop their
own mechanisms and to encourage countries in that respect. At the national level, vigorous
action was being taken to examine research policies, mechanisms, and priorities, as well as to
strengthen national institutes.

By means of an organizational study, the long -term role that experts, consultants, research
scientists, and collaborating research centres, at the national level, could play in WHO's long-
term policy and strategy was being examined, bearing in mind the concept of research and
development. Thus research was not only applied: it had a broad spectrum, ranging from cell
biology to operational research and epidemiology. It was important to apply what little
knowledge was already available in such a way as to buttress the process of development.

The question of bilateral relationships with the foundations and other donor agencies
closely associated with the WHO research programme was being looked into with a view to making
their inputs into countries tally with those of WHO, with a mutually reinforcing effect.

Those were the steps taken by WHO to formulate an enlightened and vigorous long -term
strategy. Furthermore, WHO was dealing with the important question of the training and
exchange of research workers - young, dynamic, aggressive people who could be involved at the
national level to give political punch to their countries' aims, and ideologies. Unless such
young people could be motivated and supported by giving them a career structure within their
own countries, the "brain drain" would continue.

Professor BERGSTROM (Chairman, Global Advisory Committee on Medical Research), replying to
a question raised by the delegate of Argentina, said that the Region of the Americas, as also
the South -East Asia and the Western Pacific Regions, had established working groups under their
regional advisory committees on medical research to study dengue. There was agreement on the
need for continuing contacts between those three regions on that topic. Scientists from the
Americas had participated in study groups in the other two regions - an excellent example of
interregional cooperation. Most of the vaccine studies and immunology work was being done in
the Americas, whereas the South -East Asia and the Western Pacific Regions were starting
extensive work on the epidemiology and other aspects of the disease.

In most of the regions, diarrhoeal diseases were the subject of working groups or were high
in the list of priorities. The course of those diseases varied significantly in the different
regions, and they therefore were an example of a disease group that had to be studied locally.
WHO had received US$ 1 million in extrabudgetary funds expressly for work on diarrhoeal diseases,
and he hoped that it would be possible to report to subsequent Health Assemblies on the progress
of the regional working groups on that subject.

He agreed with the delegation of Australia that it was important to establish contacts
between the regional ACMR's and national research councils and that the planning groups insti-
tuted in many specific fields by Regional Directors on the recommendation of regional ACMRs
should be established in consultation with the research councils, institutes, and academies
involved in active work in those subjects.

With regard to ethics, he said that the expanded work in tropical diseases would require
new vaccines and drugs that were not registered and might not be registered in developed coun-
tries. There was, of course, the WHO Secretariat Committee (SCRIHS) that was examining every
research project involving human subjects, but a new situation arose when such drugs had been
approved and were ready for widespread use. The regional ACMR for Europe had proposed that
such crucial decisions should not be taken entirely within WHO, but that a special subcommittee
should be set up for a final evaluation of new drugs. The bodies that were concerned with such
questions should be strongly represented on that subcommittee in order that the same stringent
conditions might be met when WHO made its final recommendation on a new drug.

He hoped that the meetings of the global AGMR might be moved from June to early spring so
that the Director -General might present to the Health Assembly a more up -to -date report on the
progress of research work, thus meeting in part the point made by the delegate of the Soviet
Union, who had urged that WHO should report continuously on the planning and activities of
the various research projects around the world.

The DEPUTY DIRECTOR- GENERAL, in answer to the question of the USSR delegation on the
standardization of methods and nomenclature, said that WHO was concerned to make the maximum
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use of national institutes, especially well developed institutes in developing countries.
Many countries had made their facilities available to the Organization to further the develop-
ment of common standards.

Dr VIOLAKI - PARASKEVA (representative of the Executive Board) said that, during the very
active discussion of that agenda item, several delegates had mentioned the importance of con-
tributions to the Voluntary Fund for Health Promotion, and had expressed satisfaction that the
network of advisory committees on medical research now extended through all levels, with the
increasing involvement of regional committees. The importance of health services research at
the global and regional levels had been stressed, as well as the progress made towards achieving
a correct balance with biomedical research. Emphasis had also been laid on the links esta-
blished at all levels to bring research one step nearer to the consumer, and there had been
general agreement that regional committees should involve themselves increasingly in the
development of research.

(For continuation, see summary record of the fifteenth meeting, section 1.)

3. SPECIAL PROGRAMME OF RESEARCH, DEVELOPMENT AND RESEARCH TRAINING IN Agenda, 2.6.5

HUMAN REPRODUCTION

Dr KESSLER (Director, Special Programme of Research, Development and Research Training in
Human Reproduction) pointed out that the progress report appended to the Director -General's
report to the sixty -first session of the Executive Board on the development and coordination of
biomedical and health services research set out the main activities of the Special Programme.
The objectives of the Programme were to collaborate with Member States, with particular regard
to the needs of developing countries, in devising appropriate technologies and service
approaches for the provision of family planning care and the prevention and treatment of
infertility, as well as in promoting national self -reliance for research in that field. The

report to the Health Assembly described the principles underlining the Programme and the
mechanisms used in it for planning, implementation, coordination and evaluation.

The Programme had been developed over the past decade to respond to the many problems
arising in the fields of family planning and infertility, to the solution of which research
might make a significant contribution. Those problems, and the WHO activities related to them
were summarized in the tables and text of the progress report to the Board under the headings
of research on the safety and effectiveness of current methods of fertility regulation;
development of improved and new methods; infertility; the health rationale for family
planning; and research on psychosocial factors and health service delivery of family planning
care. A major effort by the Programme in cooperation with national authorities goes into
building up self -reliance in developing countries for research on these problems for the
strengthening of their institutions and their research training activities. The aim is to
develop resources at the national level to carry out research, adapt technology, interpret
advances made elsewhere and permit the full contribution to the field of scientists from
developing countries.

A table in the report to the Health Assembly indicated some of the Programme's mechanisms
for scientific, ethical and financial review. An advisory group, composed of equal numbers of
scientists from developed and from developing countries, formulated the strategy of the
Programme. The reviewing of proposals and progress of studies was carried out by the steering
committees of task forces and by the Review Group, and by institutional ethics committees and
national authorities. The Special Programme was closely integrated with other WHO activities
in family health and, for specific projects, with other programmes, such as mental health,
health manpower development, immunology, and cardiovascular diseases. The coordination of the
Programme with agencies having related programmes was shown in a second table. Great emphasis
had been laid on continuous evaluation from the start, at the project, programme component,
and programme levels. The Programme was largely supported by contributions to the Voluntary
Fund for Health Promotion and was being carried out by scientists in 70 Member States.

The magnitude of the Programme - the largest international effort in that field - had been
made possible by the collaboration of Member States in the planning, implementation and
evaluation of research and the commitment to the Programme of their scientists and institutions.

Dr FUJIGAKI LECHUGA (Mexico) expressed his satisfaction at the plan and successes achieved
in the programme during its brief existence. It was responding with imagination and dynamism
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to the growing needs of the developing countries and in accordance with the norms established by
the Government of Mexico for research in that field in the context of its economic and social

development. The multidisciplinary and international focus of the project as regards
planning, implementation, and evaluation had made it a model programme of WHO. However, its
success with respect to scientific aspects and evaluation had not been backed up financially
by all the developed countries. This was all the
contributions made by developing countries such as
in most developed countries.

His delegation was glad to be a co- sponsor1

The Thirty -first World Health Assembly,
Having examined the reports of the Director -General on the Special Programme of

Research, Development and Research Training in Human Reproduction;
Recalling resolutions WHA18.49, WHA19.43, WHA20.41, WHA21.43, WHA22.32 and WHA28.44;
Reiterating the need for research in human reproduction taking account of the

complexity of the problem, the fact that experience in the provision of family planning
care through health services is still limited and that such care may need to reach
substantial sections of the community;

more disappointing in view of the small
his own, and the absence of such activities

of the draft resolution reading as follows:

1. THANKS the Director -General for his reports;

2. ENDORSES the objectives of the Special Programme concerning collaboration with
Member States, with particular regard to the needs of developing countries, in:

(1) devising appropriate technologies and ways of applying them for the provision
of family planning care and for the prevention and treatment of infertility;
(2) strengthening the resources for research in this field;

3. NOTES with satisfaction:

(1) the Special Programme's reliance on national personnel and institutions, in
the spirit of resolution WHA29.48;
(2) the innovative mechanisms for research management evolved by the Special
Programme, such as the multidisciplinary task force approach and the inclusion of
evaluation as an integral part of research management;
(3) the balance of clinical, epidemiological, psychosocial, operational, and
laboratory research in the Special Programme;
(4) the rigorous scientific and ethical reviews that precede the implementation of
all its research activities;

4. CONGRATULATES the participating Member States and institutions, as well as the
Director -General, on the achievements to date of the Special Programme in generating
knowledge and technology of immediate social relevance and in promoting self -reliance
for research in developing countries;

5. THANKS those governments which have contributed scientific and financial resources
to the Programme;

6. URGES Member States to participate as fully as possible in the work of the Special
Programme through the cooperation of their research workers and through financial
contributions.

Dr JEANES (Canada) expressed his support for the draft resolution. The human reproduc-
tion programme was important and a valuable complement to operational programmes in the field
of population, particularly those of developing countries and also those of bilateral and
multilateral development assistance agencies. The Programme already had major achievements
to its credit and continued to show promise in the testing and improvement of current contra-
ceptives, as well as the development of new ones. He believed that the Programme should be
focused mainly on the needs of developing countries for safe and acceptable contraceptives and
fertility regulation techniques, including service and delivery aspects. It should involve
the scientists and family planning personnel of developing countries to the maximum extent,
and pay greater attention to strengthening the research capabilities of those countries. He

1 The other co- sponsors were the delegations of Botswana, Canada, Denmark, Egypt,
Finland, India, Nigeria, Norway, Sri Lanka, Thailand, Turkey, United Kingdom of Great Britain
and Northern Ireland, United Republic of Cameroon, Viet Nam and Zambia.
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thought the Advisory Group to the Programme could play a more active role, especially as

regards strategy and the allocation of resources, and that it should have a direct relation-
ship with the meeting of interested agencies. Its role could in fact be similar to that of
the Scientific and Technical Advisory Committee of the Special Programme for Research and
Training in Tropical Diseases. Greater coordination and collaboration between the Programme
and other work in the field were to be encouraged, resources for human reproduction research
being so scarce that every effort should be made to foster mutually supportive activities
among the various agencies. One of the great strengths of the WHO programme was its world-
wide network of clinical centres. Other programmes, on the other hand, might be better
equipped to conduct advanced research, especially in developed countries. Joint participation
in planning and in the sharing of facilities would certainly benefit all involved in the field.

He asked what was the status as regards current contributions to the Programme from the
regular budget, and whether WHO considered the Programme to have sufficient priority to warrant
expanding regular budget funding. Most of the funds for the Programme would continue to be
provided by extrabudgetary resources, and both developed and developing countries that did not

already contribute to the Programme should be urged to make regular contributions to it. The
major international organizations concerned with population questions should be associated
with the Programme in a more formal way. Although contributions should, as far as possible,
be unrestricted, earmarked contributions also should be accepted provided they were for
activities within the approved Programme. That would not disrupt the Programme and might

attract new donors.

He hoped that a technical and managerial review would be undertaken in 3 -5 years: 1981

would be an appropriate year, since the Programme would then have existed for 10 years.

By that time, it would be possible to assess all aspects of the programme, including its

research component.

Dr SANKARAN (India) thanked the Ford Foundation for providing the Government of India
with funds for institutional support and the establishment of an infrastructure for research
and research training in human reproduction. The means to expand that programme, after the
Ford Foundation grant began to be phased out from 1972, had been provided primarily by WHO

through the Special Programme. Thanks to WHO, it had been possible to establish a research
training centre at the All -India Institute of Medical Sciences, establish centres for clinical
research, and provide support for basic and applied research through contracts with several
of the task forces engaged in the programme, to provide foreign exchange to universities for
supplies from abroad, and to provide research training grants for scientists. So far, WHO

had committed some US$ 6 million for those purposes. India had used the money wisely, as

judged by its accomplishments over the past four years. In all, 37 institutions and 55
scientists had benefited from financial support, and the results of basic research had provided
new leads for fertility regulation, which had been accepted by scientific circles funded by

other agencies. After giving a number of examples of that research, he thanked WHO for its
continuing support and pledged the assistance of India's scientists to countries or organiza-

tions needing it. His country also appreciated the financial and moral support that it had
been receiving from the International Center for Contraceptive Research, New York.

As co- sponsor, he wholeheartedly supported the draft resolution, which would bring
together the various lines of research in progress in many countries.

Dr ALSEN (Sweden) said that, after study of the evaluation report made by the independent
review group who had recently carried out an in -depth evaluation of the whole Special Programme,
his delegation wished to express its satisfaction with its development and management.

In the interests of the ultimate applicability of research results and their usefulness to
the people whom they were intended to help, the Organization should develop further relations
with the pharmaceutical industry to ensure that the public sector derived the fullest benefit
from research effort. That approach should be fully coordinated for the benefit of all other
relevant WHO programmes, including the tropical diseases programme, and might be undertaken by
the existing Pharmaceuticals unit, suitably developed as necessary.

The results from the Special Programme under discussion should be fully integrated into
the Organization's primary health care programmes and those of Member States, at every level,
since a range of simple and effective fertility regulating methods was an essential component
of any comprehensive health care programme. His delegation had submitted an amendment to the
draft resolution covering those two pointsl and wished to be included among its co- sponsors.

1 Reproduced on p. 473.
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Dr ERNERT (Federal Republic of Germany) congratulated the Director -General on developing

the programme to the point of qualifying for UNFPA support.
The UNFPA meeting in the United Kingdom and the Bellagio meeting in Denmark, both in 1977,

had shown that an international consensus was emerging on the need to strengthen and coordinate
research on the adaptation of contraceptive methods to the needs of the developing countries

for safe, and effective methods, free from undesirable side effects. The integration of
family planning in health services and parallel efforts in the field of women's rights, employment

and social security called for the development of a series of contraceptive methods, including
natural methods, among which the population should be allowed free choice on medical as well

as cultural grounds. For those reasons multilateral and bilateral cooperation should be
designed to widen, rather than to restrict choice as was so often the case at present, and
should not be made conditional on the supply of equipment or supplies of specified origin.

He supported the suggestion by the delegate of Canada concerning the acceptance of ear-
marked donations, adding that the arrangements evolved for the Special Programme for Research
and Training in Tropical Diseases might be adopted in the programme under discussion.

His delegation wished to be included among the co- sponsors of the draft resolution.

Professor SENAULT (France) expressed his delegation's approval of the programme submitted

to the Committee. As regards the draft resolution, he would have to have all the amendments
in writing before he could express a final opinion, although he did not expect to have any
difficulty in accepting it. However, for linguistic reasons the French text of paragraph 2 (1)

should be brought into line with that of paragraph 4 where the reference to technology was in
the singular.

Professor NEYRA RAMÏREZ (Peru) joined previous speakers in expressing satisfaction with the
Director -General's report to the Health Assembly.

National population policies normally included other health -related aspects besides family
planning. In the case of Peru, these included responsible paternity; maternal and child
health care; vaccination and fertility regulation. One point, arising from what the delegates
of Sweden and the Federal Republic of Germany had said about free choice, was covered neither

in the reports nor in the draft resolution: it was the freedom of the couple to choose how
many children they would have. That right, respected in his country, should have been men-

tioned.

It was also important that technical cooperation - such as that supplied by UNDP and
USAID - should include all aspects of family health, including health education, and should not
be confined to the family planning aspects, thus making a balanced approach impossible.

Like the delegate of France, he wished to see the amended resolution before giving a final
opinion but he thought he would be able to support it, with the reservation he had mentioned
regarding the family's freedom of choice of the number of children.

Dr CABRAL (Mozambique) expressed a lively interest and readiness to participate in research
in human reproduction although his country lacked experience in that field.

Like other poor countries, Mozambique was facing the serious social and medical problems
arising from malnutrition, early marriage, high perinatal and neonatal mortality, and intesti-

nal and genitourinary disease of mothers. It was therefore particularly interested in
research on family planning directed to acceptable, effective, safe and reversible methods of

pregnancy spacing. He expressed his country's appreciation of the progress made in those

aspects of family planning.

His country had found that the various causes of maternal and infant morbidity and
mortality were closely interrelated and so family planning had been made part of the more
general programme of maternal and child health which was itself built into the more general
programmes, such as those for health services development, nutrition and communicable disease
prevention and control.

As family planning was a delicate subject the first approach had been to educate health
personnel and then, in close collaboration with the people's organizations, to make current
knowledge of family planning accessible to the public, without bringing any pressure to bear,
even in the form of advertising, as to the choice of method. It was hoped that better
maternal and child health services and planning the form of pregnancy spacing would together
bring about a progressive increase in the population.

He supported the proposed programme of research on sterility which, in his country, was

usually due to genital infections.
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He reaffirmed his country's concern for the respect of ethical standards in research,
especially that involving human subjects.

His delegation would support the draft resolution.

Mrs BRUGGEMANN (Secretary) read out the Swedish amendment which was to add a seventh
operative paragraph, as follows:

7. URGES the Director -General:

(1) to further intensify health service research in human reproduction in the
Special Programme so as to facilitate the complete integration of family planning
care in the primary health care systems of the countries concerned;
(2) to continue the efforts to strengthen the capacity of the Organization to
cooperate with the pharmaceutical industries in order that participating countries
derive the highest possible benefit from the Programme;

Dr YANG Tsun -hsing (China) expressed his delegation's general support for the Special
Programme of Research, Development and Research Training in Human Reproduction as outlined in

the Director -General's report. In China, family planning was encouraged for planned popula-
tion growth but whereas the natural increase of the population had thus been reduced from over
25 per thousand in 1965 to less than 10 per thousand in 1977 and from 33 per thousand to less
than 6 per thousand in two provinces, in some others the birthrate remained high. It was now
realized that party and government leadership at the various levels was important to the
limitation of population growth, and that a contingent of well- trained professionals devoted
to the interests of the people was indispensable. In view of the different conditions pre-
vailing at local level, local health departments had taken various measures to train health
professionals of different categories in family planning. Family planning centres had been
set up in rural and urban areas. Some commune health stations could perform operations for
fertility regulation. In some areas, women barefoot doctors in the production brigades
could introduce and remove intrauterine devices. At the same time, maternal and child health
care work had been intensified, and so family planning was easily accepted by the masses.

Research known contraceptives
finding new, simpler and more effective ones free from side effects. In recent years China
had been able to cooperate in international research by appointing scientists to WHO expert
panels, by inviting experts from WHO and, through cooperation with the International Planned
Parenthood Federation, it wished to promote and strengthen that cooperation.

Professor DE CARVALHO SAMPAIO (Portugal) expressed his support for the Programme. It

was of great interest to all Member States, both developed and developing, overpopulated and
underpopulated, and full of implications for the present and for the future.

There were still many gaps in knowledge and so he welcomed the objectives and strategy
of the Programme as set out in the Director -General's report to the Health Assembly, as well
as the principles for determining priorities as outlined.

His country was developing family planning as part of the maternal and child health
programme to be available free of charge to all potential mothers as soon as the necessary
personnel could be trained. At the moment there were 150 health centres with a family
planning programme and 60 doctors and nurses were being trained every month in three
training centres. In October 1978 an international course sponsored by WHO and the
International Children's Centre was to take place in Lisbon.

However, the cost of the drugs and devices used in family planning was high and, in
the interests of the developing countries, in particular, research on cheaper drugs and
devices should be encouraged, since natural methods could not be expected to suffice.

In conclusion he expressed his support for the draft resolution as amended by the
delegate of Sweden and asked to be included among the co- sponsors.

Mr MENALDA VAN SCHOUWENBURG (Netherlands) said that his delegation had studied the
Director -General's reports with interest and supported the draft resolution.

Recent figures showed that the annual growth of the world's population was currently
less than forecasted, being 1.7% in 1977. The rate of growth had decreased three times as
rapidly between 1970 and 1977 as between 1950 and 1970. Obviously better use of family
spacing methods, together with relative economic improvement, had played a part in that
trend.
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One of the main problems was lack of access to family planning, especially in the
developing countries, and so WHO was justified in concentrating on the improvement of
facilities there. As fertility regulation improved, WHO should increase the emphasis on
research for the benefit of the countries and sections of the population where conditions
for effective fertility regulation were not satisfactory. That general orientation should
be taken into account in determining research priorities.

His delegation endorsed the priority given in the Programme to research on the
acceptability of fertility regulation methods since acceptability was the key to the success
or failure of the Programme. It also confirmed the need for research on infertility.

In regard to the funding of the Programme, he informed the Committee that although the
Netherlands was not contributing directly to the Special Programme, it was making a sub-
stantial contribution to UNFPA which was an important donor to the WHO Programme. Among
the recommendations of the review group he particularly endorsed the suggestion that WHO
should consider funding the Programme, to the extent possible, from regular budget funds
since too great reliance on the Voluntary Fund for Health Promotion might lead to uncertain-
ties regarding continuity.

Dr TATOCENKO (Union of Soviet Socialist Republics) said that the Director -General's
report on the Special Programme was interesting in regard to both the new methodology
employed and the results achieved. He then emphasized the need to strengthen information
services regarding undesirable side effects of some family planning methods. When new
family planning methods were introduced they received the support of public information
media and of publicity which normally reached the interested sections of the population and
those responsible for public health; when research revealed side effects and contraindications,
WHO should therefore provide similar information support. A WHO expert committee had
expressed strong reservations regarding the use of steroid contraceptives by adolescents.
Such conclusions should be widely publicized among the general population as well as among
health workers.

There were various possible forms of participation in the Programme. For example,

research carried out in institutions in his own country was funded almost entirely by the
Soviet Government, WHO covering mainly only the currency expenses involved in obtaining
certain items of standardized equipment and preparations. Other countries might consider
making similar arrangements. Accordingly he proposed that paragraph 6 of the draft
resolution be amended to read:

6. URGES Member States to participate as fully as possible in the work of the
Special Programme through the cooperation of their research workers, making

available national research facilities, and through financial contributions.

While he did not wish to criticize the drafting of the resolution, he noted certain
inconsistencies in the references to the provision of family planning care: "through health
services ", in the preamble; independently, but combined with "prevention and treatment of
infertility" in paragraph 2 (1); and "as an integral part of primary health care systems" in

the Swedish amendment. WHO should try to standardize the terminology used. Reference was

made in the documentation to the fact that family planning care included contraception,
measures against infertility, pregnancy spacing, and so on. During the discussion several

speakers had emphasized that family planning in their countries was an integral part of

family health care in general. More precision was required.
Referring to the section on research involving human subjects of the Director-General's

report to the Health Assembly, he asked the Secretariat to give some specific examples of the
ethical matters to be considered so that members of the Committee would have a better idea of

the implications of paragraph 3 (4) of the draft resolution.

Dr TRONGE (Argentina) said his country had a Latin American centre for the study of
human reproduction, which collaborated with the WHO- sponsored centres in Chile and Uruguay.
Since Argentina's demographic policy was aimed at stimulating population growth, it was
particularly interested to see that WHO's programme included studies of infertility.

Dr GALEGO PIMENTEL (Cuba) said that her delegation was satisfied with the programme as
presented in the new report and with that previously presented in the report to the Executive

Board. In an effort to advance its studies of infertility and birth control in the context
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of its maternal and child care programme, Cuba had established close contact with WHO's
Special Programme and that had led to the setting up of a centre for cooperation in clinical
research into human reproduction, designed to coordinate research into the best methods of
remedying infertility and the most effective and least harmful methods of controlling

fertility. Close cooperation with WHO had helped to strengthen the technical and material
basis of the centre by providing for clinical chemistry and other laboratories, further
training of research workers in top level scientific centres and the acquisition of adequate

methodology and scientific information. That in turn had enabled her country to make its

experience in both research and the organization of its national health system available to

other countries. In the near future, its research workers would certainly have acquired a
sound scientific methodology and be able to contribute to the enrichment of the biological

sciences.
With respect to the draft resolution, her delegation wished to echo a few comments made

by other delegations. Since the term "family planning ", which was frequently used in the
sense of birth control, had a much wider meaning, it would be better to use a term such as
"fertility regulation ", that more accurately reflected what the Committee meant, particularly
as the term "family planning" appeared together with the term "treatment of infertility" in

operative paragraph 2 (1), but by itself in the third preambular paragraph. Thus it would

also be better to use either the two terms or only the one term in both those paragraphs.
In view of the fact that some countries were faced with the problem of population

explosion and others with that of population decrease, the term "fertility regulation"
seemed more appropriate and her delegation would also like to see it in the amendment proposed
by the Swedish delegation. With that proviso, it was prepared to support the draft resolution.

Dr KILGOUR (United Kingdom of Great Britain and Northern Ireland) said his delegation
wished to express its satisfaction with the progress being made in and the aims and sensitive
methods of the Programme, of which the United Kingdom was a strong supporter, believing it to
have an important role to play in developing fertility regulation as part of acceptable
population policy to promote socioeconomic development. He was particularly pleased that the
review in March 1978 had both endorsed the rationale of the Programme and advocated that more
women should be involved in the various advisory and review panels that formed part of the
programme activity. The United Kingdom had just increased its contribution from approximately
US$ 300 000 to approximately US$ 2 750 000, in the hope that that would maintain the momentum
of the Programme, go most of the way towards bridging the US$ 3 million gap between the
initial 1978 income and the projected expenditure, and, perhaps, encourage potential or exis-
ting donors to give or increase their help. The United Kingdom delegation was happy to

co- sponsor the draft resolution as amended by the delegates of France and Sweden.

Dr SILVA LANDAETA (Venezuela) said that the population of Venezuela included about three
million women of child- bearing age, and a family planning programme started over four years
ago had been enthusiastically accepted by the majority of the population. A top -level

organization in the Ministry of Health and Social Assistance coordinated the instruction in
family planning of all the government and private institutions of medical and social care with
that of national and international organizations. There were at present 640 family planning
centres spread over rural and urban areas and it was hoped that their number would be increased
to 1000 by the end of 1978 to ensure satisfactory national coverage. Those centres collabora-

ted with other departments of the Ministry of Health which were carrying out case finding for
cancer of the uterus and breast and for other gynaecological conditions due to venereal

diseases, etc. In addition, information on family planning was exchanged between primary and
secondary schools and universities and most of the institutes carrying out research into human

reproduction. Studies were also being made on information dissemination on and instruction in
family planning in collaboration with the United Nations Fund for Population Activities.

The Venezuelan delegation believed there was a need to diversify research, particularly
as far as standardization of methods of family planning and hormonal injections with prolonged

contraceptive action were concerned. For those and other reasons, it warmly supported the

draft resolution as amended by the Swedish delegation.

Dr BACVAROVA (Bulgaria) welcomed the excellent document before the Committee. In view

of the continually growing need in both developing and developed countries for research on
human reproduction and for training of research workers in that field, WHO had a vital role to

play as coordinator of Member States' efforts to arrive at a scientific and constructive
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approach to the very important problems of family planning and the prevention and early treatment

of infertility. Her delegation was pleased that the Programme provided for extensive colla-

boration between research centres in both developed and developing countries. It also agreed

with the basic principles of the Programme: the assessment and improvement of existing fer-
tility regulating methods, the development of new methods, and studies on various aspects of

infertility and family planning.
Studies should be made, in particular, on the special physical state of the female

organism during the puerperium, the lactation period, and following abortion; for the elabo-

ration of new methods of using drugs during childbirth, reducing side effects to the minimum;
for the development of new methods and drugs to control male fertility; to establish means

of ascertaining accurately female fertility periods; and for the development of drugs to be

taken orally for abortion purposes.
The proposal to organize scientific symposia and training courses for research workers

was to be welcomed. However, an essential condition for the successful implementation of
the Programme was that its basic aims and objectives should be explained widely not only in
scientific circles, but also to the government institutions of all Member States.

The Bulgarian Academy of Sciences, the Institute of Biology and the Sofia Institute of

Obstetrics and Gynaecology were at present cooperating in the WHO Programme. The two last -

named institutes were working on a research project concerning immunological aspects of
causes of infertility, and were cooperating with WHO in preparations for a seminar on the

social, medical and clinical aspects of human reproduction, to be held in Sofía in September.

Dr PHAM VAN GIAN (Viet Nam) said that, as co- sponsor of the draft resolution, his delega-
tion would also support it as amended by the delegations of Sweden and the Soviet Union.
Viet Nam's family planning programme, begun in 1962, had been welcomed by the population and
particularly by women. Since 1970, it had become a priority activity and had been included
in the second five -year plan for 1976 -1980, with a view to controlling population growth. In

1971, population growth had been 2.58% in the Northern and more than 3% in the Southern provinces,
by 1976 it was 2.55% for the whole country and the Government hoped to reduce it to just over
2% by 1980. A central institute for the protection of mothers and newborn babies carried
out research in human reproduction and there was a network of maternal care and family planning
centres throughout the country, managed by obstetricians who had received special instruction
in family planning. The technical family planning activities of those centres were integrated
with those carried on in the obstetrics departments of provincial hospitals. Family planning
personnel were organized in mobile units and each province had 15 -20 units whose main task
was to insert intrauterine devices. A programme of supplementary training in contraceptive
methods was being prepared for midwives in community health centres.

The methods used included the intrauterine device, which appeared to be the simplest,
most economic and effective method, the condom, the pill, sterilization of both men and women
and abortion. Research focused on evaluation of modern and traditional contraceptive methods,
accidents due to the intrauterine devices and the use of medicinal plants in treatment. Mass

education and information dissemination were being intensified to ensure the success of the
family planning programme.

Family planning was a complex and delicate problem that called for (1) a judiciously
planned demographic policy linked to national socioeconomic development to promote the health
and wellbeing of the population; (2) organization at all echelons and qualified health staff
to educate the population; (3) education not only of couples but of all sectors of society.
Viet Nam wished to thank both Sweden and various international organizations for their help
with its family planning programme.

Dr KESSENG MABEN (United Republic of Cameroon) said he was interested in the proceedings
of the symposia mentioned in the report, but unfortunately he had received only a few of the
publications concerning this programme. He found the proceedings of the symposium on advances
in fertility regulation, held in Moscow in 1976 particularly noteworthy, since it acquainted
field workers with the most recent advances in that branch of science.1 It was, however, a
pity that that publication, like may other WHO publications on human reproduction, was only

available in English.

1 Diczfalusy, E., ed. Regulation of human fertility, Copenhagen, Scriptor, 1977

(available from the Special Programme of Research, Development and Research Training in Human

Reproduction).
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Population problems were not only population explosion problems; in fact, his country
was faced with both fertility and sterility problems. The role of WHO's human reproduction
programme in finding solutions to sterility problems had not been sufficiently stressed in the
report. However, since his country had benefited from that aspect of the programme, he was in
a position to state that the Organization had done a great deal over the past three or four
years to promote and strengthen national research.

As yet only some aspects of sterility had been studied and it was of interest to see in
the Director -General's report on control of sexually transmitted diseases, that chlamidiae,
usually associated with trachoma, were responsible for a large number of the pelvic inflam-
matory diseases that caused sterility in couples in the sub -Saharan region. His delegation
was stressing the problem of sterility because it felt that people would not accept family
planning unless they could be certain of having the number of children they desired. It

therefore hoped that the programme as a whole would be strongly supported and subscribed
wholeheartedly to the draft resolution as amended by Sweden and the Soviet Union.

Professor AKKERNANN (German Democratic Republic) said that his delegation fully supported
the reports presented on the Programme. In the German Democratic Republic, family planning
had been integrated into the health services and was fully accepted by society. All women
were free to decide on the number, timing and spacing of births and induced abortion was
permitted by law up to the twelfth week of pregnancy. Abortions were carried out free of
charge by experienced gynaecologists, but the focus was on prevention of abortion through the
use of contraceptives, which were also free of charge. Particular attention was being paid
to the diagnosis and treatment of infertility and a dense network of family planning clinics
provided women with extensive information and guidance on sexuality, contraception and family
life

On the basis of practical experience in family planning, research was under way into the
problems of human reproduction and results had been obtained concerning the efficiency and
side -effects of oral contraceptives, including the "Pincus" pill (oestrogen and progestogen
pill), the sequence method, the once -a -week pill and intrauterine device insertion following
abortion. Comprehensive studies had also been made of the methodology, complications and late
effects of therapeutic abortion, of indications for abortion and prostaglandins and of repeated
abortion. Great attention was also being paid to adolescent fertility. In that respect,
the German Democratic Republic had much appreciated a recent meeting of experts organized
by the WHO Regional Office for Europe, which had successfully defined the basis for further
research into adolescent fertility. Its scientific institutes were anxious to participate
in the implementation of the Special Programme.

Mrs WAIYAKI (Kenya) said that her delegation was very satisfied with both the draft
resolution and the report. Kenya had started with family planning in isolation and the
results had been very poor. It had then incorporated family planning into maternal and child
care, making daily services available in integrated health delivery centres, including out-
patient departments in hospitals and some dispensaries, and providing weekly services by
mobile teams from health centres and hospitals. Those services were given free of charge in
all government health institutions. The new set -up, which had provided the opportunity to
counsel mothers on nutrition (breast- feeding, weaning of babies and balanced diets), immuni-
zation, personal hygiene (how to bath babies, etc.) and general care of their children and
their homes, had proved far more acceptable, not only because mothers had seen that fewer of
their babies died when they followed the advice of the health centres, but also because they
found it easier to go to integrated clinics, where no one knew that they were accepting
family planning. The centres were also used for training health staff.

The Kenyan delegation felt that more research was needed into contraceptives to ensure
their safety and effectiveness, and supported the draft resolution as amended by the delega-
tion of Sweden.

Dr KLIVAROVA (Czechoslovakia) said that Czechoslovak scientists, and particularly the
maternal and child health institute, were studying various aspects of human reproduction and
were extremely interested in WHO's Programme. Although the birth rate was only 20 per 1000
in Czechoslovakia, people were interested in family planning and fertility regulation. A
law on abortion provided women with the possibility of terminating pregnancy for various
reasons. Her delegation felt that there was a need to develop contraceptive methods that
would be safe and not have any harmful long -term effects either for the women or for
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children born later on. In that respect, the Czechoslovak institute was carrying out
studies on menstrual regulation and on various aspects of perinatology. Czechoslovakia
hoped to participate fully in WHO's Programme.

The CHAIRMAN requested the delegations of Sweden, Algeria, Mexico, the Soviet Union,
Cuba, the United Kingdom, France and any others interested to sit on the drafting group which
would deal with the terminology problems and incorporate the amendments proposed into the
present draft resolution.

Dr KESSLER (Director, Special Programme of Research, Development and Research Training
in Human Reproduction) said the Secretariat was very grateful for the support and guidance
delegations had given the Programme in their statements, which had shown the complexity of
the matter, and the sensitivity to even the use of terminology, and the different national
goals.

The Canadian delegation had urged greater involvement of nationals in the Programme. In

fact, the Programme was run by nationals: the Organization participated in certain aspects
of planning, monitoring and coordination but, in 1977, the research and institution streng-
thening, etc. had been managed by nationals of 70 Member States. The Canadian delegation
had particularly urged increased involvement of developing countries in three particular
areas: service research, acceptability research and research on the safety of current methods.
One hundred per cent. of the service research was being carried out in developing countries
by scientists of those countries and the figures for acceptability research and research on
the safety of current methods were 93% and 75% respectively. There would be closer coopera-
tion between the Advisory Group and the annual meeting of interested agencies; the chairman
of the Advisory Group would report to and participate in the dicussions of the meeting of
donors and other interested governments.

The Canadian and other delegations had urged coordination of the activities of the
Programme and those of other agencies dealing with human reproduction. The Programme
contained various mechanisms to avoid duplication and ensure optimum use of the few resources
available for research. Those mechanisms included frequent contact between the Secretariat
and consultants and the staff of other agencies, participation in coordination meetings (at the
previous meeting the Belgian delegate had alluded to one such meeting held in Paris, at which
WHO's Regional Director for Europe had presented the aims and activities of the Programme) and
convening of annual meetings at which representatives of all the major agencies reported on
progress made in their programmes and described their plans for the future.

The Secretariat had taken note of the suggestion made by the delegations of Canada and
the Federal Republic of Germany that the Programme accept earmarked contributions. Hitherto,

all contributions had been made to the Programme as a whole and that had been valuable
inasmuch as it had allowed the Director -General to develop a global strategy responding to

the requirements of Member Stares.
The Peruvian delegation had stressed the importance of the voluntary aspect of family

planning and the freedom of choice essential to responsible parenthood. That was not

explicitly reflected in the draft resolution because it was one of the cornerstones of WHO's
activities in family health, family planning and the research programme under discussion.
However, it was specifically referred to in the resolutions quoted in the second preambular

paragraph of that resolution.
The delegation of Mozambique had summarized the range of problems of fertility regulation

and placed in the proper perspective the role of fertility regulation as part of the overall
approach to promotion of maternal and child care and the prevention of diseases, morbidity and

mortality associated with reproduction.

The USSR delegation had stressed the continuing need for information dissemination,

particularly on the side effects of fertility regulation methods, an area of great public

interest in which the mass media did not always accurately reflect what was happening at the

scientific and technical level. The Special Programme was using various mechanisms for the

dissemination of information, as for example through publication of medical and scientific

literature and convening of meetings and publication of their proceedings. For instance, a

meeting on the possible link between hormonal contraceptives and neoplasia had been held in

December 1977 and its report widely circulated.1 Moreover, special symposia were frequently

1 WHO Technical Report Series, No. 619, 1978.
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organized in different countries to review current knowledge and ensure its dissemination to
public health and medical authorities, as well as a wider public.

The Soviet delegation had also asked for an illustration of the ethics of research
involving human subjects, the principles of which were outlined in the report to the Health

Assembly. In the Programme itself, all proposals were assessed by the steering committees of
task forces, the Review Group and the Secretariat Committee for Research Involving Human

Subjects. The issues were similar to those which arose in all biomedical research, but
perhaps even more acute in the sense that healthy subjects were involved who had alternative

methods of fertility regulation. For instance, progress was being made in the Programme to
develop a new injectable method of contraception for which there was considerable demand in
Member States. That called for a review of what was known about the drug in respect of
animal data and animal toxicology before it was tested on human subjects. Such review was

carried out in the Programme by a special toxicology panel composed of experts on different
aspects of toxicology, pharmacology and pathology, etc. The important points to be
considered in the design of a study involving human subjects were whether it would give
meaningful results, whether it was economical and safe, the risk to which it might expose the
women participating and the balance between benefit and risk. The manner in which the nature
of a study, the drugs involved and participants' freedom to cease to participate should be
explained to them also had to be considered. Other important points in respect of the ethics
of the Programme were the quality of the investigators, their competence in all aspects of
clinical research and the facilities available in the research centres. Moreover, an
institutional committee in each centre, government authorities and drug regulatory agencies,
etc., had to review all such studies from both the technical and the ethical points of view.

The DEPUTY DIRECTOR- GENERAL said he thought budgeting was a very important issue. The

regular budget was a matter that concerned Member States rather than the Organization, for
the Director -General had repeatedly made it clear that Member States were free to spend the
regular budget as they wished. Many epoch- making resolutions passed over the last two or
three years, such as resolutions WHA28,75, WHA28.76 and WHA29.48, would demand a large input
from the regular budget before they could be implemented, Despite that, the Director -General
used his discretion in the operation of the regular budget, particularly in respect of
starting programmes that did not initially appear attractive to Member States. For example,
from the start, the human reproduction programme was very attractive both politically and
socially to Member countries and considerable funds were made available for it on a
voluntary basis. On the other hand, it had taken a lot of time to persuade Member States
to cooperate and pool resources in the tropical diseases programme, which had just started.

In reply to those delegations which had asked about the actual amount of the regular
budget being spent on the human reproduction programme, he said that, to date, the
Organization had allocated approximately US$ 350 000 per year to it which was quite a
substantial amount in comparison to that spent on other programmes that were equally socially
relevant and equally demanding.

(For continuation, see summary record of the fifteenth meeting, section 4.)

The meeting rose at 12h45.



FIFTEENTH MEETING

Monday, 22 May 1978, at 14h30

Chairman: Dr N. N. MASHALABA (Botswana)

1. DEVELOPMENT AND COORDINATION OF BIOMEDICAL AND HEALTH SERVICES RESEARCH Agenda, 2.6.4
(continued from the fourteenth meeting, section 2)

The Committee had before it the following draft resolution, submitted by the delegations
of Burma, German Democratic Republic, India, Indonesia, Italy, Poland, Turkey, Union of Soviet
Socialist Republics and United States of America:

The Thirty -first World Health Assembly,

Having considered the Director -General's report on development and coordination of
biomedical and health services research;

Recalling resolutions WHA25.60, WHA27.61, WHA28.70 and WHA30.40;
Reaffirming that effective biomedical and health services research aimed at the

solution of the major health problems of Member States, especially of developing
countries, plays an increasingly important role in effective technical cooperation
between the World Health Organization and Member States;

1. THANKS -General for report;

2. ENDORSES the steps already taken to implement the relevant resolutions of the
World Health Assembly;

3. NOTES with satisfaction the reorientation of the Organization's research activities,
particularly through the greater involvement of the regional advisory committees on
medical research in defining programmes of action consonant with national and regional
health priorities;

4. URGES Member States to:
(1) review their research needs and institutions with a view to strengthening
their research capabilities;
(2) collaborate among themselves and with WHO in accelerating relevant programmes
for biomedical and health services research;

5. REQUESTS the Director -General:

(1) to continue to pursue the Organization's long -term efforts to coordinate and
promote research, with emphasis on:

(a) strengthening the research capability of Member States;
(b) fostering technical cooperation with and between research establishments
of Member States;

(c) involving more closely the Executive Board, regional committees as
appropriate, and the advisory committees on medical research in the formulation
of policy, the definition of priorities and the evaluation of the Organization's
research activities;

(2) to present to the Executive Board and the World Health Assembly a comprehensive
research programme, in which WHO is involved, as requested by the previous

resolutions of the World Health Assembly, covering priorities of Member States
outlined in the Sixth General Programme of Work, as well as the special research
programmes, including the programme of health services research; and

(3) to report periodically on progress, as appropriate, to the Executive Board and
the World Health Assembly.

- 480-



COMMITTEE A: FIFTEENTH MEETING 481

Dr AUNG THAN BATU (Burma), speaking as a co- sponsor of the draft resolution, explained
that the intention of operative paragraph 5(2) was not to indicate that a comprehensive
programme of research should be drawn up - which would be a very difficult task. What was
intended was that priorities should be indicated for the research programmes in which WHO was
involved, especially in relation to the Sixth General Programme of Work.

He also suggested that the wording of the draft resolution could be improved by replacing
the words "a comprehensive research programme" by "a comprehensive programme of research ".

Dr LEPPO (Finland) suggested that the second preambular paragraph should be amended by
the inclusion of a reference to resolution WHA29.64.

It was so agreed.

Decision: The draft resolution, as amended, was approved.1

2. MEDIUM -TERM PROGRAMME FOR HEALTH MANPOWER DEVELOPMENT (continued from
the ninth meeting, section 1)

Agenda, 2.6.7

The Committee had before it the following draft resolution, proposed by the delegations
of Australia and Belgium:

The Thirty -first World Health Assembly,

Having noted the documents, the report, and resolution EB61.R27 concerning the
programme of health manpower development;

1. CONGRATULATES, in its turn, the Director -General on the work accomplished;

2. DESIRES that the programme be pursued as rapidly as possible;

3. INVITES Member States to consider close collaboration with WHO in ensuring
as rational a use as possible of already existing health personnel;

4. REQUESTS the Director -General to report to the Executive Board and the World Health
Assembly on the progress achieved by WHO and in Member States.

Professor REID (United Kingdom of Great Britain and Northern Ireland) proposed that the

draft resolution should be amended by deleting, in operative paragraph 1, the words "in its
turn "; and by adding a new operative paragraph 2, reading: "ENDORSES the content of
resolution EB61.R27 ". The former operative paragraph 2 could also be improved by
replacing the word "rapidly" by "vigorously ".

Dr CUMMING (Australia) said that he had no objection to those suggested amendments.

Decision: The draft resolution, as amended, was approved.2

3. MALARIA CONTROL STRATEGY

The Committee had before it a draft resolution,3 reading:

Agenda, 2.6.8

The Thirty -first World Health Assembly,
Having considered the Director -General's report on malaria control strategy;

Transmitted to the Health Assembly in the Committee's fourth report and adopted as
resolution WHA31.35.

2 Transmitted to the Health Assembly in the Committee's fourth report and adopted as

resolution WHA31.36.

3 Proposed by the delegations of Angola, Botswana, Denmark, Finland, German Democratic
Republic, Honduras, India, Indonesia, Lesotho, Maldives, Mauritius, Nepal, Nicaragua, Norway,
Romania, Sweden, Thailand, United Kingdom of Great Britain and Northern Ireland, United
States of America, Venezuela and Zambia.
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Recognizing that the critical situation in malaria in many countries spread over all

regions of the world is jeopardizing not only the health of their populations but also

their overall socioeconomic development;
Aware that such trend of deterioration if not checked immediately would result in a

problem of global dimensions and that it could often be reversed by determination and the

political will of Member countries and by the flexible selection and judicious
utilization of malaria control methods that are already available;

Considering with regret that most of the recommendations in resolution WHA22.39
adopted by the Twenty- second World Health Assembly, when it re- examined the global
strategy for malaria eradication, and in subsequent resolutions of the Executive Board

and Health Assembly, have not been adequately implemented;
Subscribing with satisfaction the decision of the Executive Board to re- establish

an ad hoc committee on malaria;

1. ENDORSES the report of the Director -General;

2. EMPHASIZES that it will be possible to stop the dramatic recrudescence of malaria
only if firm commitments are made to combat it and adequate resources are devoted to

antimalaria activities;

3. URGES Member States to reorient their antimalaria programmes as an integral part
of their national health programme in accordance with the guidelines set out in the
Director -General's report and to increase their commitments (fiscal, administrative and
technical) against malaria, within their national development plans;

4. REQUESTS the Director -General:

(1) to stimulate and strengthen cooperation between the Organization and its
Member States and among countries themselves in the rapid development and effective
implementation of their antimalaria programmes;
(2) to promote intercountry and interregional coordination of the national
antimalaria control programmes;
(3) to provide technical guidance and support to malaria control activities;
(4) to increase the Organization's participation in the comprehensive and
multipurpose training of public health workers in the malaria field;
(5) to expand and support the antimalaria basic and applied field research
programme with a view to improving antimalarial methodology;
(6) to identify, stimulate, promote and coordinate international and bilateral
financial involvement and technical cooperation in the field of malaria;
(7) to assess the functional structures of the Organization dealing with
malaria so as to gear it to undertake a comprehensive, purposeful and effective
drive with the goal of speedy control of the disease;
(8) to report to the Executive Board and to the Thirty -third World Health Assembly
on the evolution of the malaria situation and on the implementation of the malaria
control strategy by Member States and by the Organization.

The CHAIRMAN, in introducing the item, referred to the increasing concern that had been
expressed in recent years at the resurgence of malaria in many parts of the world.

Dr VIOLAKI -PARASKEVA (representative of the Executive Board) said that, at its January
session, the Executive Board had been given a preview of the Director -General's report on
malaria control strategy. The resurgence of malaria had continued during 1977, and Board
members had been alarmed by the increase in malaria cases in the world. It was pointed out
that successful malaria control programmes required reasonable health service coverage and
should be carried out as part of primary health care systems. Permanent malaria control
measures should be an integral part of development programmes, for example those dealing with
irrigation, drainage or highways, through the collaboration of the agencies concerned.
Emergency plans for epidemic flare -ups should be prepared, so as to stop malaria spreading to
areas that had been freed from the disease.

The importance of strengthening research to develop new control methods (such new methods
including the preparation of an antimalarial vaccine and involving field workers in applied
research) was stressed, as was the need to promote drug production. WHO was also asked to
collaborate in establishing malathion toxicity.

WHO's role should be to provide Member States with information on general programme
development, to disseminate information to Members on changes in the epidemiological situation,
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on drug- resistant strains of Plasmodium falciparum, and on new antimalarial drugs, and to
contribute to training and research. Some Board members had emphasized that WHO should
assign appropriate priority to malaria control measures and that a global programme should be
worked out. The Director -General had suggested that it was for the Health Assembly to decide
on the priority that WHO should give to its antimalaria programme.

The Executive Board had decided to reappoint an ad hoc committee on malaria to assist in
the preparation of the Director -General's report.

Dr LEPES (Director, Division of Malaria and other Parasitic Diseases) said that the
Director -General's report described the evolution of the malaria situation during the last ten
years and provided guidelines on malaria control strategy. It also gave a detailed outline
of WHO's role in technical cooperation with countries undertaking any type of malaria control

activity. A first appendix gave details of the world malaria situation, while a second
described the detailed malaria control strategy, in addition to setting out guidelines on
planning, evaluation, research and training.

Those malaria eradication programmes initiated between 1956 and 1962 had resulted in a
considerable reduction in malaria morbidity and mortality, although the final goal of
eradication had not been achieved. Nevertheless, some 500 million people had been freed
from the threat of endemic malaria. In addition, total coverage in space and time with
antimalarial measures had provided, for the first time, protection to rural areas.
Unfortunately, in the last eight to ten years, the epidemiological situation had steadily
deteriorated in certain parts of the world. There had been, on an average, a 2.3 -fold increase
in the number of cases reported, although in certain countries the figures reported had shown
a 30 to 40 -fold increase as compared with 1969 -1970. Those figures must, however, be regarded

with caution. In Africa south of the Sahara, for example, very little had been done on an
organized basis to determine malaria morbidity or mortality.

In view of the fact that, in most instances, the revised strategy adopted in 1969 by the
Twenty- second World Health Assembly had not been implemented, the Director -General was sub-
mitting the report to the Assembly as a guideline for malaria control strategy, with tactical

variants that could be used in any country affected by the disease, depending on technical
factors, the tools available, and the country's resources in terms of finance and
those variants were: (1) reduction /prevention of mortality by administration of antimalarial
drugs to those suffering from the disease; (2) reduction /prevention of specific mortality and
morbidity by providing antimalarial drugs both to those suffering from the disease and to those
in highly vulnerable groups; (3) prevention of mortality and reduction of morbidity and
prevalence by administration of antimalarial drugs and by carrying out vector control measures;
and (4) application of control measures on a countrywide basis with the ultimate objective of
eradicating the disease.

Malaria directly affected socioeconomic development and was a political problem inasmuch
as it required political action. For that reason, the most important principle of any malaria
control activity was undoubtedly the national will to control the disease. Furthermore, the
malaria programme should be an integral part of the country health programme. The feasibility
and practicability of reducing malaria to a level consistent with the objectives set should
be demonstrated. Community participation should be an essential part of the overall national
effort to control malaria.

In view of the ecology of the disease, malaria control efforts should be coordinated with
other economic development programmes, particularly those that included physical changes in
the environment that might increase "man- made" malaria. The intensity of the endemo-
epidemicity of malaria depended on a complex association of many factors related to the vector,
the behaviour of man, and the geotopography of an area (including its climate, water courses,
rainfall and vegetation); on species of plasmodia and their strains prevailing in that area,
and on the treatment applied (individual or community). The clinical expression of malaria
within a community would depend on the immunity acquired by the members of that community.
Technically, therefore, malaria was essentially an epidemiological problem and any approach
to its control must be epidemiological. Many epidemiological features distinguished malaria
from other communicable and parasitic diseases, the most important being the specific pattern
of transmission. All those factors had to be taken into consideration in selecting control
methods.

Some types of control measures were not exclusively the responsibility of the health
services, e.g. bio- environmental measures and individual protection - yet those measures were
very important. For some time to come it would be necessary to apply the methods and tools



484 THIRTY -FIRST WORLD HEALTH ASSEMBLY, PART II

already developed, since it was unlikely that a miracle insecticide, new drug or vaccine would
soon become available.

A training programme should be prepared to provide the health services with sufficient
skilled personnel in all aspects of malaria control. Such a training programme was being
worked out for the Asian countries, and it was hoped that it would be implemented early in

1979. Preliminary discussions had taken place on the development of a similar programme for

the Americas. Additional training activities should also be considered for Africa.
Field research was necessary in countries affected by malaria to clarify the reasons for

the persistence of transmission. Under the WHO Special Programme for Research and Training

in Tropical Diseases, within which malaria was being accorded first priority, a programme of
field research activities was being worked out that would lead to the development of additional

national expertise.
Some health administrators might have the impression that WHO itself was not keen to

pursue the malaria programme since so much emphasis had been placed on national will and on

political decisions by governments. The extent to which WHO was to provide support to the

malaria control programme would depend on the Health Assembly's decision, while individual
countries would decide to what extent they wished to involve the technical responsibility of

WHO in their national programmes. In his view, it would hardly be possible for the
Organization to reduce the attention being paid to a programme dealing with such a devastating

disease.
Malarious countries had to wage the battle against malaria simultaneously on four fronts:

(1) the efforts to curb the epidemic trend of malaria so as to prevent further spreading;

(2) the detailed elaboration of a long -term control programme; (3) the preparation of adequate

national expertise; and (4) epidemiological research on the persistence of transmission.

In spite of all the difficulties, good results could be obtained provided that a global

cooperative effort was made. There was no place for pessimism.

Dr SANKARAN (India) said that malaria continued to be a major health problem in his

country. Prior to 1948, the incidence had been 75 million, with 800 000 deaths a year.
Malaria had been contained following the establishment of antimalaria organizations throughout
the country and a massive spraying programme, with the aid of national and international
agencies and with a band of workers who later became leaders in the field. The steps taken
were so effective that in 1965 there were only 100 000 cases, with two deaths reported;
splenic indices became normal; and loss of working time was minimal. The country was lulled

into complacency; and the warning signs, with a minimal increase in incidence as early as
late 1966, were not heeded. There was a dramatic increase to some 694 650 cases in 1970
and to 1 322 400 in 1971. Spraying operations were started - but in the short space of six
years the workforce had been disbanded. A new cadre of doctors, with no knowledge of malaria
and with little interest in it, had emerged. Spray operations could not be maintained beyond

1972 -1973 because of lack of insecticides; and later, following sporadic spraying, an
insecticide -resistant vector emerged. The oil crisis had worsened the situation, since
naphtha -based insecticides produced in the country became increasingly expensive.

The rural vector, Anopheles culicifacies, had developed resistance to DDT in most areas
and to HCH, and to a lesser extent malathion, in some areas. The urban vector A. stephensi
had developed resistance to DDT and HCH in many areas. A strain of Plasmodium falciparum
resistant to chloroquine had emerged in areas in the north -east of the country. There had
been an increase in city slums, improper disposal of sewage and refuse, construction of
housing with inadequate drainage, and accumulation of pools. Recent reports on the long -term

effects of DDT had resulted in public antagonism to its use in spraying programmes.
In 1976, the number of slide -positive cases was 6 467 215, with 59 deaths due to

P. falciparum infections, the number of P. falciparum cases being 742 247. The slide

examinations in all fever cases had shown a positivity ratio for malaria of 7 to 11 %. Over

the past few years, renewed effort had led to the establishment of 72 entomological teams and
the introduction of a P. falciparum containment programme; chemoprophylaxis by amino -

quinolines for every suspect fever case; increased production and import of drugs and
their large -scale distribution, with 100 000 drug distribution depots opened by April 1978

and a further 150 000 to be opened by 1981; the introduction of laboratory teams at primary

health clinics, with one inspector for every 32 000 of the population; health education of

the public using mass media methods; a massive programme of operational and immunological
research in many national centres, including a vector control research unit; and the allocation

of about one -quarter of the health budget ($ 75 million in 1977) to antimalaria activities.
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He thanked the Swedish International Development Authority, the United Nations Children's
Fund and the Norwegian Agency for International Development for their help, particularly in
the supply of HCH, malathion, 4- aminoquinolines, 8- aminoquinolines and pyrimethamine.

Negotiations were under way with other government agencies. Support had been promised by

the Government of the United Kingdom, and the negotiating team of the United States Agency for
International Development had promised an early reply. WHO had allocated $ 545 795 for 1977
and $ 243 000 for 1978.

His delegation, as a co- sponsor of the draft resolution, appealed for the support of all
delegations for a problem that was of global dimensions.

Dr HASSOUN (Iraq) said that the position described in the report - namely that
malaria had reappeared in some areas, and that control programmes were not possible in some
countries, particularly in the developing countries - was due to a shortage of financial and
manpower resources.

In Iraq the situation was improving, thanks to financial support from the State and
coordination between the malaria and other health services. In 1977, 1 700 000 blood samples
had been examined, an increase of 18% as compared with 1976. That examination had revealed
5069 positive cases, a decrease of about 40% compared with the previous year. Malaria had
been stamped out in the central and southern regions of the country, and only the north remained
affected. The cooperation of neighbouring countries had been extremely effective in
implementing the malaria control programme. His delegation supported the draft resolution.

Dr NAVE REBOLLO (El Salvador) said that El Salvador had been one of the first countries to
transform its malaria control programme into a malaria eradication programme, but that programme

had subsequently undergone many vicissitudes. In 1971 therefore, an international seminar
had been convened in El Salvador, at which the reorientation of the 1969 WHO recommendations
had been considered. At the same time, a meeting had been held of all the directors of
malaria control programmes in the Americas and the Caribbean. Hope had now returned, since
cases of malaria had been reduced by about 60% in the last two years.

It had been stated that, for success to be achieved, political will was necessary; that
will had been demonstrated in El Salvador, not only in words but in deeds, since the National
Plan "Welfare for All" had placed responsibility for the malaria programme at a high level:
though directed by the Ministry of Health, it was coordinated by the Ministries of Planning
and of Social and Economic Coordination, with the participation of other ministries and
institutions. The malaria control programme was thus multisectoral. The allocation for
malaria control had been tripled over the last five years to allow for increases in costs
and the loss of UNICEF support.

A further condition for success was integration of malaria control activities into the
health services. In El Salvador, that was a two -way process, since the health services paid
special attention to any suspected malaria patient, while malaria control personnel took part
in other programmes, such as family planning, thereby improving the cost benefit ratio, and
raising the morale of the personnel.

Operational flexibility was also important. In El Salvador, insecticides were used only
in areas where they were effective against the vector concerned, appropriate measures were
taken in the areas of greatest economic importance, and where two or more areas were of equal
importance, that area was chosen where the greatest success was expected. Other measures,
such as drainage and the use of larvicides, had been employed; and mass prophylactic treat-
ment had been given to the population at risk, with curative treatment for those suspected
or proved to be suffering from malaria.

His delegation fully supported the draft resolution, of which it wished to be a
co- sponsor.

Dr ERNERT (Federal Republic of Germany) said that the first WHO malaria eradication pro-
gramme had aimed at eradicating the disease by destroying the vector - by region and by
country - throughout the world. For many governments (such as his own), for bilateral agencies
and multilateral agencies such as WHO and UNICEF the 'sixties had been years of disappointment.

He recalled that, in the years 1969 -1970, a Latin American country had instituted an eradication
programme for the second time, following a recrudescence of the disease. In another country,
the number of cases had increased, in direct proportion, when funds and personnel fell below
the numbers recommended by WHO and UNICEF as necessary to maintain operations and surveillance.
In the early 'seventies, the Federal Republic of Germany had collaborated with WHO in supplying
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large quantities of new insecticide, as well as small quantities of DDT, for a pilot project

in the savanna regions of Africa. However, it had not been possible to set up a programme
across boundaries to destroy the vector throughout the Region, especially as there was a risk

of the vector becoming resistant to both DDT and the new insecticide. He therefore fully

shared the apprehensions expressed by the countries affected, and by WHO. It was to be hoped

that new drugs would be developed as a result of the Special Programme for Research and Training

in Tropical Diseases. In malaria control, more than in any other field, priority decisions

were needed at the level of ministers of health and finance in the allocation of limited funds.

Multilateral or bilateral international cooperation should take account of such decisions, on

which any future success would depend.
His delegation wished to co- sponsor the draft resolution.

Dr AUNG MYINT (Burma) said that in his country, a malaria eradication programme had been
instituted in 1958, with the help of WHO and UNICEF. The programme had been revised from one

of eradication to one of control in 1972 in accordance with the revised strategy adopted by

the Twenty- second World Health Assembly. Malaria was the main public health problem in Burma

and was one of the six priority sectors of the People's Health Programme. The programme

included: integration of antimalaria activities with basic health services and with the pri-

mary health care programme; the use of multipurpose and voluntary community health workers for

antimalarial activities, together with extensive participation of the community; and estab-

lishment of councils elected from the community, which were closely involved in the imple-

mentation of local activities.
Like other developing countries, his country was short of insecticides and antimalarials

because of its limited resources. In that connexion, the Technical Discussions on drug

policies and management, as well as the deliberations of the Assembly on the subject (item 2.6.1

of the agenda), had been of particular interest and use. The implementation of the
recommendations to make essential drugs available to the majority of populations would have a
noticeably beneficial effect on his country's antimalarial activities. The problem of
P. falciparum resistance to 4- aminoquinolines was compounded by the high price of alternative

drugs, including quinine. He was particularly concerned at the high price of parenteral
quinine, which was a lifesaving drug in cerebral malaria, especially where there was resistance

to chloroquine.

His country was coordinating its efforts with other countries in the Region and had
participated in border conferences and meetings organized by the Regional Office for South -

East Asia. It had also taken an active part in joint research projects, especially surveil-
lance for P. falciparum resistance to 4- aminoquinolines.

It was possible that the adoption of the revised strategy for malaria eradication had
brought about a decline in effort at both country and international level. In view of the
resurgence and potential threat of the disease, the antimalarial programme needed new impetus.

WHO should spearhead the mobilization of world opinion and resources for a joint attack. His

delegation supported the draft resolution.

Dr FUJIGAKI LECHUGA (Mexico) said the Director -General's report was based on the concept of
flexibility, the main objective being to stimulate effort at the global level and to dissemi-
nate updated information on progress. In his country, the antimalaria programme was
committed to eradication of malaria by the use of all known methods, including application
of residual insecticides and larvicides and chemotherapy. Prior to the programme, some
2.5 million cases and 25 000 deaths had been registered annually. In 1977, there had been
19 000 cases but no deaths. Large areas of the country were moving from the consolidation
to the maintenance phase and many others were moving from the attack to the consolidation

phase. Persisting foci were being intensively attacked. Epidemiological research was being
undertaken and the necessary strategy developed. The results would help in achieving eradi-
cation. The "vertical" campaign had been incorporated into the permanent health services,
with good results. The country's Public Health School ran an annual course in the epidemio-
logy of malaria and other parasitic diseases. In addition, community participation was being
encouraged. Because of the inherent difficulties of eradication, many of the programmes were
going over to control. However, in view of the success already achieved, Mexico had refused
to change its strategy and at the XXV Meeting of the Directing Council of PAHO had submitted
for discussion the subject of "Control versus eradication in malaria programmes ". It had
been agreed that eradication was the objective, with control as an interim objective only.
His country would continue along those lines and would fight to keep eradication as the
objective of the programmes of international organizations.
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His delegation supported the draft resolution, but wished to amend operative paragraph 3
to read:

"URGES Member States to reorient their antimalaria programmes, with eradication as the
ultimate objective, as an integral part of their national health programme . . . ".

Professor SPIES (German Democratic Republic) said that his delegation, as a co- sponsor of
the draft resolution, agreed that the malaria control strategy should be global. However,
the Organization should concentrate on heavily infested areas, giving support and cooperation
adapted to each particular situation. Self -reliance and national policies were well developed

in some countries, while in others great help was needed.
The Director of the Division of Malaria and other Parasitic Diseases had said that the

solution to the problem was epidemiological. He noted that operative paragraph 4(5) recom-
mended expansion and support of basic and applied field research. Although no new solution
to malaria was at hand, there were some interesting developments in medical and biomedical

research. Progress was being made in biochemistry, molecular biology, molecular genetics,
cell metabolism, erythrocyte function, etc. It might be necessary to examine research in
other fields to find new clues for malaria, and he stressed the importance of strengthening
both basic and applied research. His country would consider how it might assist in such
research.

Professor AVRAMIDIS (Greece) said that if malaria continued to be a major public health
problem it was because of the lack of adequate surveillance, health infrastructure and support
services over the past few years. There had been a recrudescence of malaria in large areas
where it had previously been eradicated. The present situation was most alarming, since
there was no solution to the problems of vector resistance to insecticides or of parasite
resistance to chemotherapy. The danger of malaria reappearing was particularly serious for
receptive countries with a year -round tourist season and particularly large numbers of tourist
movements in the spring and summer.

In his country, there were three vectors: Anopheles maculipenis, A. superpictus and
A. sacharovi. In the years 1976 -1977, moreover, 71 imported cases had been reported.
Because his country was susceptible to a recrudescence of the disease, a surveillance network
had been set up and health services were on the alert to permit early detection. A seminar
on various aspects of malaria was being held in May 1978 at the School of Hygiene in Athens,
for physicians, public health inspectors and laboratory technicians working in the national
health sector.

His delegation wished to co- sponsor the draft resolution.

Dr SILVA LANDAETA (Venezuela) said that in Venezuela malaria was endemic over 65% of the
country, inhabited by about 9.5 million or 74% of the population. Mortality fluctuated
between 300 and 1000 per hundred thousand population. For some 40 years, Venezuela had had
well organized malaria control programmes, new measures being introduced as they became
available. In 1977, mortality was 0.02 per hundred thousand population. Epidemiological
problems connected with transmission were still encountered in 23% of the country. In 1971,
there had been approximately 23 000 cases; in 1976, 4768; and in 1977, 5271. Imported
cases had risen from 920 in 1976 to 1387 in 1977. From 1943 onwards, an annual International
Malaria School had been held for professionals in the field and a large number of specialists
had been trained.

Despite adequate organization and more or less adequate funds, the disease had only been
contained: the problem had not been solved. Venezuela counted four main vectors, A. darlingi,
A. albimanus, A. emilianus (= A. aquasalis) and A. nuneztovari. There was a large high -risk
area where, despite the measures introduced, the outlook was unfavourable; the principal
vector was A. nuneztovari, which could be either endophagic or exophagic, depending on the
circumstances and on the strain. That vector showed a marked exophily which had not yet been
fully studied, so that the action on the adult mosquito of insecticides applied inside the
house, and sometimes of peridomiciliary application too, was therefore hindered. His country
also contained a large tropical forest area, in which the disease could not be controlled.

In Venezuela, as in many other countries, malaria was increasing whereas specialists in
the field were decreasing. There was little incentive for professionals to work in public
health activities. While it was rather outside the scope of WHO, he believed that the subject
should be studied, since inadequate remuneration could undoubtedly have an adverse effect on a
country's antimalaria campaign.

His delegation supported the draft resolution, as co- sponsor.
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Dr CABRAL (Mozambique) said that the Ad Hoc Committee on Malaria and the Executive Board
had shown a realistic approach to malaria control. The strategy of his own country's pro-

gramme followed guidelines similar to those in the report.

In Mozambique, malaria was endemic, with parasitaemia levels of 75% in some areas and
high morbidity and mortality in pregnant women and children under five. Loss of working days
attributable to malaria was estimated to cost Sw.fr. 250 million annually. In 1976 -1977, a

nationwide survey, the first of its kind, had been carried out. The constraints included a
shortage of human and material resources, incomplete understanding of the ecology of the vector,
difficulties in controlling strategy in groups at risk, and shortcomings in the health delivery
system.

For the malaria campaign, the risk groups had been defined according to their immunological
pattern, controllable groups, including schoolchildren, people in communal factories and
villages, and groups of high economic interest. The possibilities of active participation at
different levels, for example, teachers and factory workers, had been examined. Simple cost/
effectiveness and cost benefit studies had been made and the operational difficulties of the
various approaches examined. The programme was based on chemotherapy in controllable groups,
the treatment of all cases diagnosed, and vector control where feasible and urgent. Opera-

tions were integrated into primary health care systems and based on community participation;
they included mass chemoprophylaxis, environmental sanitation, and voluntary indoor spraying.
Committees for coordination of the sectors concerned had been set up at different levels. In

order to ensure progressive expansion of the programme, training of personnel and research

activities were under way. The latter included research into the efficiency of different
schemes of chemotherapy and chemoprophylaxis, the comparative efficacy of different schemes

of chemoprophylaxis combined with vector control activities, and surveillance of resistant

strains of plasmodium and anophelines.
Available technology was expensive and had several shortcomings. In addition, there

were operational shortcomings inherited from old- fashioned "vertical" malaria eradication

services. Chloroquine resistance had not developed, and the drug remained an important

weapon in malaria control. However, many found its taste unpleasant and experienced gastro-

intestinal side effects: any improvement in that direction would therefore be most welcome.

New weapons against the vector were also needed. In view of the side effects and persistence

of insecticides, biological methods of control were relevant. Since immunization remained a

dream, ways must be found to combine existing methods more effectively. Malaria control

strategy should be coordinated with the Special Programme for Research and Training in Tropical

Diseases and the special programme on essential drugs, and ways should be found to integrate

malaria control activities into primary health care systems.
His delegation wished to co- sponsor the draft resolution and proposed the inclusion of a

new subparagraph in operative paragraph 4 reading:

"to take the appropriate steps to achieve active coordination of malaria control acti-

vities with the achievements of the Special Programme for Research and Training in
Tropical Diseases; ".

Professor VANNUGLI (Italy) said that it was clear from the Director -General's report

and from the information given by Dr Lepes that the malaria situation was grave. The malaria

eradication campaign had not attained its objective; in fact, the word "eradication" was
tending to disappear from WHO documents and to be replaced by "control ". The tables in the

report showed that the number of cases of malaria was increasing in an alarming manner in

the countries where eradication had appeared to be on the point of achievement and that the
disease had been reintroduced into others. Why had such a situation arisen? Several

Health Assemblies had adopted resolutions on the subject and made numerous recommendations,

but malaria was still advancing. In fact, the problem did not seem to have been given the

consideration it deserved. Malaria no longer occupied the place that it did some years ago;
for example, in 1968 the total budget for antimalaria activities was US$ 6 544 316 while in
1972 it was US$ 6 040 000. Subsequently antimalaria activities had been incorporated in

the programme of parasitic diseases, for which the total allocation in 1978 was US$ 8 233 845.
Thus, even if the whole of the allocation were used for antimalaria measures it would
obviously represent a considerable decrease in real terms, taking into account inflation and

devaluation.
To combat the disease it was necessary to use a combination of all the traditional

methods, concentrated in time and in space and taking into account differences in the local
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epidemiological situation. The hope had been expressed that a vaccine against malaria might
soon be available. A vaccine employed in public health had to fulfil certain conditions,
such as ease of administration, lack of serious side effects, reasonable cost, and the
ability to confer lasting immunity. The day when such a vaccine would be available was still
a long way off, whereas malaria was claiming victims at present, and was as well one of the
most serious obstacles to economic and social development. The tables he had earlier
referred to showed that the responsible units in WHO knew their job and that the information
available to them would permit them to tackle the problem. However, they lacked the means to
carry out the activities with the necessary energy. In that connexion, priority should be
given to the training of personnel, making use of regional centres of the kind that had
existed in the past. It was necessary to act quickly, too, because the number of malaria
experts was decreasing rapidly and the day would probably come when there would be training
centres but not the necessary personnel to carry out the training.

He supported the draft resolution before the meeting but, in order to ensure the neces-
sary means for implementing it, he proposed that the following additional paragraph be
inserted between operative paragraphs 4(6) and 4(7):

"to give higher priority to the antimalaria programme in the programme budget

estimates for 1980 -1981 in order that the resources allocated either under the
regular budget or by mobilization of extrabudgetary sources at different levels
should be adequate ".

Dr LISBOA RAMOS (Cape Verde) said that in his country malaria had for some years been
considered eradicated but a recrudescence had occurred, although its geographical extent
was limited and the total number of cases was not large. Antimalaría operations were being
carried out and the technical assistance of WHO had been requested in order to reduce
incidence and if possible eradicate the disease. In the meantime a programme of action had
been elaborated and was at present being implemented. Its success depended in part on the
availability of qualified personnel and material resources, such as equipment, medicaments,
and insecticides. He supported the principles formulated in the Director -General's report
and also the draft resolution, with the amendments proposed by the delegates of Mozambique
and Italy. His delegation wished to co- sponsor the resolution.

Dr BAHRAWI (Indonesia) said that a malaria eradication programme had been launched in
Indonesia in 1959 in cooperation with WHO and USAID, with the object of eradicating the
disease from the country by 1970. In spite of organizational and administrative problems
progress had been satisfactory and only 8862 cases were reported in 1965, whereas previously
about 120 000 deaths from malaria had been recorded annually. Unfortunately, owing to
unforeseen developments and the cessation of bilateral assistance to the programme from 1965
onwards, the malaria situation had begun to deteriorate and the number of cases had doubled
over the next three years. By the end of 1968 the malaria programme had been reorganized and
integrated with the general health services. During the second five -year plan (1974 -1979)
increased budgetary allocations had been made available to the programme and support had
been provided by WHO and other sources. The whole malaria eradication strategy had been
reconsidered in terms of national policies and priorities and the programme framework had been
reoriented towards control rather than eradication. Technical criteria suited to specific
epidemiological, environmental and ecological situations had been defined and operational
standards evolved on the basis of the availability of resources and capabilities. Under
the revised plan of operations the short -term objectives had been: (1) integration of the
malaria control programme within the general health services; (2) prevention of the
re- establishment of endemicity and reduction of the case incidence to below one per thousand
in the highly infected areas and of the overall incidence to one per ten thousand in Java and
Bali; (3) the overall reduction of morbidity and the elimination of mortality, and the
reduction of endemicity in selected priority areas of socioeconomic importance in the other
islands of Indonesia. Some administrative and managerial problems were still encountered
and among the technical problems were the fairly widespread resistance of A. aconitus in
central Java and the localized resistance of P. falciparum to 4- aminoquinolines in the other

islands.
The programme in the next five -year plan (1979 -1984) would have two main areas: a

programme for Java and Bali and a programme for the other islands. In Java and Bali the
approach in areas with a high case incidence would be different from that in areas of high
vulnerability and in areas with a low case incidence. In the other islands of Indonesia
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the areas selected for malaria control activities, in order of importance, would be
(1) transmigration areas, (2) economic growth areas, and (3) endemic areas. WHO's

cooperation and support would be needed to reassess the methods adopted so that suitable and
feasible alternative methods could be developed that could be effectively and economically

applied. WHO's help would also be needed in enhancing training capabilities and in assisting
in the gradual development of applied and basic research capabilities. The existing

WHO team would need to be strengthened by augmenting the technical expertise to cope with
the mounting operational and technical problems faced by the programme in Java and Bali and
the management of basic epidemiological situations in the expanding programme in the other

islands. The Indonesian delegation was also co- sponsoring the draft resolution.

The CHAIRMAN announced that the delegation of Argentina wished to co- sponsor the draft

resolution but did not wish to take the floor.

Dr EL GADDAL (Sudan) said that for a long time the malaria- transmitting mosquitos had

been acquiring resistance to residual insecticides. Although new insecticides had appeared

they were costly and the poorer countries were unable to afford them. Moreover, the problem

had been further complicated because P. falciparum had become resistant to 4- aminoquinolines.
As yet no resistance to antimalarial drugs had appeared in Africa but WHO would have to

exert every effort to avoid resistant parasites being imported into that continent from

Asia especially. WHO should help poor countries by sending them antimalarial drugs, at
least for infants and pregnant women, and it should give special attention to research on

biological control. His delegation wished to be added to the list of co- sponsors of the

draft resolution.

Dr AKER (Turkey) said that the results of the antimalaria campaign in Turkey had

initially been satisfactory. In 1974 the total number of cases had been only a few hundred

and those had been confined to a well localized focus, mainly the plain of Adana. In order

to exploit that fertile region of Turkey a system of irrigation had been instituted, but it
had created conditions favouring the recrudescence of malaria - lack of coordination between
the sectors for agricultural development and the health services, and resistance of the

principal vector to conventional insecticides. By the end of 1977 nearly 120 000 cases had
been registered and unfortunately they were no longer localized to the plain of Adana but

extended into the south -east of the country, mainly as a result of the seasonal migration

of agricultural workers.

In the face of what was becoming an epidemic situation, the Government had declared an

emergency in 1977 and appealed to WHO. The Regional Office for Europe had provided technical
assistance and had appealed to European countries for equipment, insecticides and medicaments.
Turkey had the unhappy distinction of being the first country in Europe to experience

a recrudescence of malaria, but there was a danger that the epidemic might spread to other
receptive countries in Europe and the situation at the moment in Turkey was very disquieting.

Turkey was faced with a number of problems. An initial degree of resistance of the

principal vector to the insecticide at present used had been observed. Moreover, several

cases of haemoglobinuria caused by treatment with primaquine had been reported in subjects

with a deficiency of glucose -6- phosphate dehydrogenase. The indiscriminate use of

agricultural pesticides and the difficulty of controlling the movement of seasonal agricultural

workers were also causing serious problems.

WHO had an indispensable coordinating role in countries where malaria was resurgent and
it could provide invaluable help in the training of personnel, either within the country or in

regional centres. He accordingly proposed that funds from the research programme for tropical
diseases should be used for operational research on malaria in countries where it presented

a problem. He hoped that the experience of Turkey would not be forgotten and would enable
other countries to prevent the reappearance of malaria in the wake of economic development.

Dr ZAPATERO VILLALONGA (Spain) agreed with the recommendations in the report of the
Director -General as well as with the steps to be taken in order to bring about a reduction in

mortality and the eradication of malaria. It should not be forgotten, however, that in the
natural history of malaria a general improvement in economic and social conditions was
fundamental to a reduction in the level of the disease. In his country there were some areas
where the number of cases of malaria had fallen without any resort to specific antivector
measures, a fall that could only be attributed to an improvement in economic and social
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conditions. The risk of the reintroduction of malaria through the importation of cases had
also to be kept in mind in any antimalaria programme; for example, in Spain, where malaria
had been eradicated by 1964, between that date and 1977 330 imported cases and 70 induced
cases had been reported. All countries at present free from the disease and at risk of
reintroduction should therefore adopt a programme of active surveillance based on three

principal points: (1) appropriate information about the disease for tourists and travellers
from countries where malaria was prevalent; (2) continuous epidemiological studies on the
density, habitat, anthropophilic characteristics and susceptibility to insecticides of the

mosquito vectors; (3) training of and a steady flow of information to students, doctors and
other health personnel to prevent them from believing, wrongly, that they would not see a case
of malaria during their clinical work. He supported the draft resolution on malaria control
strategy, but with regard to operative paragraph 3 he agreed with the delegate of Mexico that
it would be desirable to insert the words "with eradication as the ultimate objective" after
the words "antimalaria programmes ".

Dr YANG Tsun -hsing (China) was concerned about the deterioration in the malaria situation
in some countries and believed that WHO should pay greater attention to that situation.
Malaria had once been rampant in China but, as a result of the arduous efforts of the last two
decades, it had been brought under control in most areas where it had once been endemic, and
in some areas it had actually been eradicated. Before their downfall, the gang of four had
sabotaged the antimalaria campaign, with the result that there had been a resurgence of the
disease in some areas. However, thanks to the efforts of the masses and the medical workers,
the incidence had once again been reduced.

Experience in China indicated that the following points were important: (1) unified
leadership of party and government, with coordinated efforts by the departments of health,
agriculture, forestry, water conservancy, education, industry, etc.; (2) an effective
organizational set -up, with a leading body at central level and corresponding bodies at lower
administrative levels; in addition to the specialized institutions, the role of the infra-
structure at the basic level as well as that of the barefoot doctors was important; (3) full
mobilization of the masses, whose participation must be ensured by suitable health education;
(4) promotion of scientific research; if a new remedy of low toxicity could be found for the
radical cure of patients infected with P. vivax and if an easy way of controlling A. sinensis
could be discovered, the eradication of malaria throughout China would certainly be greatly
accelerated; (5) of the utmost importance, a comprehensive programme, stressing the need to

eliminate vectors and the importance of personal prophylaxis, the actual approach varying
according to the degree of endemicity, vector bionomics and the phase of the campaign;
(6) antimalaria programmes carried out consistently and continuously. Although the results

so far achieved in China were encouraging, much remained to be done before the goal of
eradicating the disease throughout the entire country could be achieved.

China was willing to strengthen its cooperation in antimalaria programmes with WHO and

with Member States.

Dr JOSHI (Nepal) said that malaria had been one of the major public health problems in

Nepal prior to the establishment of the Nepal malaria eradication organization in 1958. As

the phased malaria eradication programme had expanded gradually to cover almost the entire

country below the level of 4000 feet, the number of cases of malaria had fallen to approximately

2500 in a population of 6.2 million at risk of malaria since 1970. The situation had been

reassessed, the programme reviewed and new objectives adopted after the malaria control project

formulation in 1975. The short -term objective for 1975 -1980 was to lower the annual parasite

incidence to below 0.5 by 1980 for all malarious areas below 4000 feet covered by the programme.

The long -term objective was to maintain the incidence of malaria at such a level that the areas

could be integrated into the health services and, in due course, to eradicate the disease

altogether from the country. The major methods employed were residual insecticide spraying

with DDT and malathion, limited larviciding in DDT-resistant areas, and case detection with

appropriate remedial measures. The annual parasite incidence in the years 1977, 1976 and

1975 was 1.64, 1.45 and 1.85 respectively. The main remaining technical problems were the

resistance of A. annularis to DDT and HCH in the terai areas of the western region and the

importation of P. falciparum resistance to the 4- aminoquinolines. Cases imported from India

through returning Nepalese workers and immigrant Indian labourers constituted about 29 %, 34%, and

30% of the total of cases detected in 1977, 1976 and 1975 respectively. Operational problems

were largely associated with poor communication, shortage of vehicles, development projects in
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malarious areas, and lack of trained staff. There was an urgent need for training in the new
methodology and all key personnel of the programme were to be oriented in malaria control
methodology so that they could in turn train other staff. A research programme coordinated
with other health -related institutions was under preparation.

(For continuation, see summary record of the sixteenth meeting, section 2.)

4. SPECIAL PROGRAMME OF RESEARCH, DEVELOPMENT AND RESEARCH TRAINING IN Agenda, 2.6.5
HUMAN REPRODUCTION (continued from the fourteenth meeting, section 3)

Dr GALEGO PIMENTAL (Cuba) said that the drafting group had made a number of terminological
changes in the draft resolution as amended by the Swedish delegation.1 In the third
preambular paragraph "provision of family planning care" had been replaced by "providing for
fertility regulation" and similar changes had been made in operative paragraphs 2(1) and 7(1).
In operative paragraph 2 the words "with particular regard to the needs of developing
countries" had been deleted; and in operative paragraph 3(4) the words "and the strict
observance of the rules derived therefrom" had been added after the words "research activities ".
In operative paragraph 6 the words "making available national research facilities ", had been
inserted after "their research workers ". Finally, in operative paragraph 7(2) the word
"benefit" had been replaced by "scientific and economic benefits ".

Professor REID (United Kingdom of Great Britain and Northern Ireland) suggested that in
operative paragraph 7(2) the word "the" after "continue" should be deleted; and that the
words "cooperate with" should be replaced by "to secure the cooperation of ".

It was so agreed.

Professor ORHA (Romania) said that his delegation wished to co- sponsor the draft

resolution.

Decision: The draft resolution, as amended, was approved.2

The meeting rose at 17h40.

1 For text, see pp. 470 and 473.

2 Transmitted to the Health Assembly in the Committee's fourth report and adopted as
resolution WHA31.37.



SIXTEENTH MEETING

Tuesday, 23 May 1978, at 9h00

Chairman: Dr N. N. MASHALABA (Botswana)

1. FOURTH REPORT OF COMMITTEE A

Dr VALLE (Bolivia), Rapporteur, drew attention to the draft fourth report of the
Committee.

Decision: The report was adopted (see page 728).

2. MALARIA CONTROL STRATEGY (continued from the fifteenth meeting, section 3) Agenda, 2.6.8

The Committee had before it the draft resolution reproduced on pages 481 to 482.

The CHAIRMAN drew attention to the following proposed amendments to that resolution:

The delegation of Iran had proposed an additional phrase at the end of operative
paragraph 4(3), reading:

to study ways and means of securing to Member States
pesticides and antimalaria drugs;"

The delegation of Italy had proposed the addition, under operative paragraph 4, of a new sub-
paragraph (7), reading:

"to give a higher priority to the malaria control programme in the proposed programme
budget for 1980 -1981, so that the resources allocated, whether in the regular
budget or through the mobilization of extrabudgetary resources, at the different
levels of the Organization are adequate"

The present subparagraph (7) would then become (8).

The delegation of Mozambique had proposed the addition of a new subparagraph (8) under
operative paragraph 4, to read:

"to take the appropriate steps in order to achieve an active coordination of malaria
control activities with the achievements of the Special Programme for Research and
Training in Tropical Diseases"

the present subparagraph (8) becoming (9).

Mr HOSSAIN (Bangladesh) asked that his country should be included in the list of sponsors
of the draft resolution.

Dr MARKIDES (Cyprus) said that, since 1948, Cyprus had succeeded in eradicating malaria,

but the danger of resurgence persisted because (1) although an island, Cyprus was surrounded
by countries in which malaria was endemic; (2) the Government was unable to control that
part of the island occupied by troops from a malaria- ridden country; (3) a large number of
Cypriots were working in countries where malaria was not yet under control; and (4) modern
means of transport facilitated the spread of the disease. The Government had therefore spent

-493-
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thousands of pounds on spraying the breeding -places of Anopheles with large quantities of
DDT, which polluted the environment. It was also taking preventive measures at ports and
airports and, in that respect, wished to thank WHO and the Regional Director for their

assistance. The delegation of Cyprus supported the draft resolution as amended.

Dr GONZÁLEZ GÁLVEZ (Panama) said that, unlike many countries in which there had been
a recrudescence of malaria, Panama was happy to report considerable improvement in the
situation, with only three provinces still affected. In 1977, there had been 674 cases
(of which 120 were imported), as opposed to 727 in 1976. The morbidity rate was 38 per
hundred thousand, and the mortality rate zero. Since the establishment of the national
eradication service in 1956, the aim had been total eradication, for the achievement of which
it counted on the help of the international organizations and the active participation of the
population. The delegation of Panama supported the draft resolution as amended.

Dr BEAUSOLEIL (Ghana) recalled that, 25 years ago, countries everywhere except tropical
Africa had embarked on malaria eradication programmes, which had initially achieved control
and even eradication in many areas. However, most of those programmes had collapsed and
malaria was perhaps an even more serious problem today than it had been 25 years ago: resis-

tance of vectors to insecticides and resistance of plasmodia to drugs, for example, had not
existed before. Even in non - endemic areas and areas from which malaria had been eradicated,

the number of cases was increasing. While national governments were partly to blame, inas-
much as malaria was a national health problem, WHO had also failed in its task of leadership.
At one time, there had been several malaria eradication training centres in the world: most
of these, instead of being converted into centres for training in control of malaria or other
vectorborne diseases, had been closed, and the number of malariologists left could be counted
on the fingers of one hand. Even in WHO, the staff of the headquarters division dealing with
malaria had been reduced, and there were few malaria advisers left in the regional offices.

Malaria must however be given the attention it deserved. As with smallpox, it should
be possible to mobilize the resources needed to eradicate the disease by the end of the
century. In principle, the delegation of Ghana agreed with the strategy proposed for malaria
control - but there was a desperate lack of trained personnel at national and regional levels,
and few governments could afford the services needed for prompt diagnosis and treatment or
the amount of chloroquine required, not to mention the difficult logistic problems such a
programme would present.

Action was thus called for at the national, regional and global level. At national

level, something had to be done to change the attitude of administrators and politicians
towards a disease that killed more people annually than cholera or diarrhoeal diseases. In

malaria control, the logical approach was to start with a reduction of the mortality and
suffering caused by the disease and, as resources increased, move on to the reduction of

morbidity and the interruption of transmission, etc. WHO should consider re- establishing

suitable training centres, perhaps in collaboration with universities or health institutes, in

strategic places. Training need not be confined to malaria but could include other vectorborne

diseases. There was a need for headquarters and regional task forces that could be called

upon to carry out specific functions.
Plasmodium resistance to chloroquine was gradually spreading across the world from

South -East Asia and would sooner or later reach the African Region. WHO could play a useful

role in developing programmes for monitoring and surveillance of levels of susceptibility of

P. falciparum to chloroquine in certain strategic areas. It could also organize priority

research into the causes of resistance, the side effects of chloroquine, new chemotherapeutic

agents, resistance to insecticides, etc.
Ghana supported the draft resolution and wished to be included in the list of sponsors.

However, it proposed that operative paragraph 4(1) of that resolution be amended to read:

"to stimulate and strengthen technical cooperation between . . . ".

Mr HAZRATI (Iran) said that in his country some 20 years ago, malaria had represented a

risk for 90% of the population. The initial results of the malaria eradication programme,
started in 1957, had been so successful that within a few years two - thirds of the country had

reached the consolidation phase. Vector resistance to organochlorine insecticides, combined

with technical and operational problems, had then checked progress in the south. At the same

time, development projects had given rise to considerable internal migration which had
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threatened to reinfect the north. Thus, in 1967, residual spraying of malathion and
larviciding using chemicals or larvivorous fish had been undertaken in the south, with
satisfactory results until 1972. In 1973, active foci of malaria transmission had been
detected in two south -eastern provinces and subsequently in the consolidation areas. Studies
had shown that they were due to (1) resistance of Anopheles sacharovi, A. stephensi and
A. culicifacies to DDT; (2) change of behaviour in A. superpictus to exophagy and exophily;
(3) the exophagy and exophily of A. dthali and A. fluviatilis; (4) a 10 -month transmission
season in the south; (5) migration between the clean and the infected areas; (6) refusal of
the inhabitants to accept malathion spraying because of its odour; (7) the short residual
effect of malathion; and (8) the appearance of tolerance /resistance in A. stephensi to
malathion, reported in 1975.

In 1976, owing to the high cost of manpower for national development projects, the High

Scientific Council on Malaria had recommended the use of carbamate insecticides, as a result
of which large -scale residual spraying trials using propoxur had been successfully carried
out, and it had been decided to treat the infected south -eastern areas with that insecticide.
Simultaneously, active and passive disease detection, radical cure, antilarval measures, and
preventive drug administration had been introduced.

Thus Iran's malaria eradication programme, which had an annual budget of approximately
US$ 40 million, had prevented the reinfection of the clean areas, but would notbe sufficient to
maintain the status quo for long. Definitive antimalaria measures were therefore urgent to
prevent interruption of socioeconomic development, and WHO had a vital role to play in
promoting (1) development of effective and moderately priced insecticides; (2) establishment
of production and formulation plant; (3) extensive use of new technology, e.g. ultra -low
volume spraying; and (4) review of environmental management methods of vector control in
water resource development projects. The Regional Office for the Eastern Mediterranean had
recently organized a seminar on the subject in Alexandria.

The Iranian delegation supported the draft resolution as amended by the delegate of
Ghana.

Dr FRESTA (Angola) said that the history of malaria in his country was long and painful.
Present estimates were that malaria accounted for at least 53% of the morbidity. All the
data presented during the discussion no doubt fell short of reality, for malaria was like an
iceberg, only about 15% of which was visible: for instance, there had been cases of
parasitaemia without clinical manifestations, and serious cases of the cerebral form without

parasitaemia. Moreover, simple diagnostic methods that could be used by health centres were

lacking.

Pilot antimalaria projects guided and supported by WHO and other organizations had twice
been carried out. There was no available information on the first of those projects, but the
second had shown that it was useless to take measures in a limited area, for the disease merely
increased in the surrounding area. There was no country in Africa south of the Sahara where
malaria had been completely eradicated, and the Anopheles could not be prevented from crossing
frontiers. Thus WHO and all countries concerned - and even those not at present concerned -
must join in a campaign against malaria and help to find an appropriate strategy for combating
it.

Such a campaign must be worldwide and be launched immediately, without waiting for doctors
to be trained, for the matter was urgent. Developing countries like Angola lacked the funds
for such a campaign and found themselves increasing the incidence of malaria and schistosomiasis
whenever they tried to build irrigation systems to grow the food they needed for an under-
nourished population. Even sources of drinking -water, reservoirs of household water, small
vegetable gardens and palm trees around a house, if not properly tended and supervised, became
hotbeds of malaria. Neither state nor international aid was the answer to the problem, and
all the available means of malaria control would be useless unless both individuals and
communities throughout the world joined in a people's war on malaria.

Dr PHAM VAN GIAN (Viet Nam) said that in Viet Nam, a programme for the eradication of
malaria had been started in 1959 and produced appreciable results. In 1976, the incidence of
the disease had been 34 per 10 000 population in the north, as opposed to 64 per 10 000 in
1958. In the south, the situation was still very serious, owing to the war and the resulting
internal migration, multiplication of carriers, and lack of health services. Ten million out
of a population of 24 million lived in high -risk areas and 9 million in low -risk areas.
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At the end of the war, the Government had resolved to intensify malaria control throughout
the country and a national plan had been set on foot, including (1) development of implementa-
tion and supervision machinery at national and provincial level; (2) establishment and

extension of a malaria control network comprising a central malariological institute, malaria
control centres in provinces and urban areas, mobile health units in rural districts and
malaria control offices in the community health centres of high -risk areas; (3) increase in

the number of qualified personnel through training of malariologists, technicians and laboratory

workers; (4) health education of the population to ensure its active participation in the

programme; and (5) development of a technical plan covering: control of vectors and vector -

breeding sites by chemical and traditional methods; prophylaxis and therapy including case -

finding and radical treatment of confirmed cases; and research. Such research comprised
epidemiological, clinical and parasite studies in each region with a view to developing

effective and appropriate methods; studies to solve technical problems such as the exophily
of vectors, resistance of mosquitos to DDT, resistance of strains to 4- aminoquinolines,
special problems of malaria in coastal regions, etc. It also covered operational research
and evaluation.

The delegation of Viet Nam was grateful to WHO and to the Soviet Union for their valuable

aid. It hoped that WHO would cooperate closely with Viet Nam in research into the problem of
resistance of vectors to DDT and resistance of strains to antimalarial drugs, in the hope that
the results of such research would benefit countries with similar problems. The delegation
of Viet Nam wished to be included in the list of sponsors of the draft resolution.

Professor KRANENDONK (Netherlands) said that his delegation was gravely concerned by the
information given in the Director -General's report: it would wholeheartedly support the draft

resolution on malaria control strategy. The reorientation of the malaria control programme
could be achieved only through national commitment and international support.

Since malaria was increasingly being imported into the various countries, prompt
detection and treatment were called for. In addition, the disease could be transmitted by
blood donors during blood transfusion. Preventive measures in that respect had been
discussed by the Council of Europe's Expert Committee for Blood Transfusion and Haematology.

The second table in the report constituted a useful guide to the selection, application
and evaluation of control methods and the services responsible for them. However, the cost
estimates given for control measures should be regarded as approximate, for the same method
might have to be used up to 50 times a year. The importance of training in malaria could
not be overstressed, and the master's degree courses given in Iran, Mexico and Nigeria were
to be commended. While biomedical and applied field research into malaria should be
encouraged, particularly in high -risk countries, all possible malaria control measures should
immediately be taken to check the recent and continuing resurgence of malaria in all regions
but one.

Dr BICA (Brazil) shared the concern at the gravity of malaria, especially in the Americas,
and was gratified at the Organization's renewed interest in the problem and its expressed
intention to devote to it the attention it deserved.

Malaria was an important public health problem in Brazil and, along with schistosomiasis,
Chagas' disease, and the national immunization programme, was a priority of the Ministry of
Health. The malaria eradication programme had encountered serious difficulties during the
past decade, but from 1972, when it had been reoriented and began to receive the necessary
financial support, fairly satisfactory results had been achieved. Transmission had been
interrupted in large areas. Some regions were still in the attack phase, especially the
Amazon basin, with its complex operational conditions. The eradication programme had been
implemented in stages, starting with the most populated areas and leaving the operationally
difficult regions until later. Of the 45 million inhabitants of endemic zones, 75% had been
freed from transmission of the disease. Excluding the Amazon region, the proportion was 80 %.
In only 13 of the 1471 infected municipalities outside this area was there still transmission,
the traditional foci having been eliminated; of 1.8 million slides examined, only 0.4% had
been found positive, the rate for the country as a whole being less than 17.. The results
from the Amazon region even had been encouraging after 1976, when the spraying of insecticides
was suspended, transmission having been interrupted in an area inhabited by over 25% of the
population of that region.

It was expected that malaria would have been eradicated from the greater part of the country
by the end of the decade, except for the Amazon region, where residual foci would continue
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to exist. The Government was determined to eradicate malaria from the whole country, and was
devoting the necessary financial and administrative support to that goal. The malaria
eradication programme was an integral part of the national health programme.

Brazil therefore supported the draft resolution and asked to be included among its
co- sponsors. It also supported WHO's directives for the reorientation of the malaria
programme, contained in the Director -General's report.

Dr JOYCE (Ireland) recalled the euphoria that had attended the launching of the smallpox
and malaria eradication programmes. The former had not presented as great a problem, and
the programme had been successful. However, it had been thought by many, from the outset,
that the strategy for malaria eradication was not the right one. Any money left over from
the smallpox eradication programme should be diverted into research to develop a vaccine
against malaria: the only ultimate solution.

Professor REID (United Kingdom of Great Britain and Northern Ireland) stated that his
country would continue its active support for the antimalaría programme and would be interested
in joining any consortium in support of a country programme that had the technical approval of

WHO. The objectives set out in the Director -General's report took into account the realities
of the situation as regards malaria control strategy, and he supported the Director -General's

proposals.

He could agree to the amendments to the draft resolution put forward by the delegations
of Ghana, Iran, Mexico, and Mozambique except that, in the case of the last- mentioned
amendment, he suggested that operative paragraph 4(8) should be extended to read:

"(8) . . . the activities of the Special Programme for Research and Training
in Tropical Diseases, thus ensuring the quickest implementation of any new technology."

Furthermore, he had suggested to the Secretariat a few changes of individual words to improve

the English version.

Dr CAMOV (Bulgaria) said that he would submit his remarks in writing. He supported

the draft resolution.

Dr HOWARD (United States of America) said that he had studied the Director -General's
report with WHO staff and with malariologists in his country. The situation as described in
that document and by many delegates was grave. In response to that situation, the United
States had budgeted over US$ 200 million in the last four years in support of malaria programmes
in developing countries, and intended to continue its support in cooperation with WHO. He
agreed with the United Kingdom delegate's statement on the same issue and endorsed the
Director -General's new approach, which essentially advocated comprehensive vector and disease
control methods. The Director -General had perhaps not been fair to himself or the WHO

programme in the statement made in the first paragraph of the introduction to the report,
which gave the impression that the goal of the global eradication programme had been to achieve
worldwide eradication of the disease during a time -limited period. However, the Director -
General's report to the Twenty- second Health Assembly, to which that statement related, had
mentioned that:

"the impracticability of applying a time - limited programme to the whole world was
recognized by the Eighth World Health Assembly, where the statement was made that
'there was no suggestion that malaria must be eradicated throughout the world
within a specific period of time. The important point was that, once a
campaign was started with DDT, it should be completed as soon as possible
because the Anopheles might build up a resistance ., Furthermore, it was
realized that in Africa 'no large area had yet been cleared by the methods
advocated by WHO and it was therefore impossible to plan for countrywide

eradication with any assurance."' (Official Records No. 176, page 108)

Thus WHO's recommendations on malaria over the past years had been more flexible and realistic
than had generally been appreciated - which confirmed that, as stated in the fourth preambular
paragraph of the draft resolution, the recommendations of the Twenty- second Health Assembly
had not been adequately implemented by Member States.

The need for training was an important aspect, and his delegation advocated the establish-
ment of one or more centres for the training of interdisciplinary teams. His Government would
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review with WHO the training needs in the South -East Asia and the Western Pacific Regions and
was prepared to support the establishment of a regional training centre in that area, as well
as senior -level training centres in other regions if required.

While the concept of the integration of antimalaria services into the general health
services was appropriate as regards surveillance, chemoprophylaxis, and chemotherapy, there
might be a need for specialized services to meet certain country- specific epidemiological

problems.
The cost data given in the report required careful interpretation since, as presented,

they were not comparable - e.g. larviciding might require 26 or more applications per year,

whereas residual spraying might need to be done only once.

Stressing the need for research, he said that his country was supporting studies on the

development of a vaccine. The first break - through in the in vitro growth of malaria parasites

had been achieved at the Rockefeller Institute, New York.
He supported the draft resolution as amended.

Dr HOUÉNASSOU- HOUANGBÉ (Togo) said that malaria was public enemy No. 1 in Togo, since it
was the primary cause of infant mortality and general morbidity. He commended WHO on the

high quality of the report which was an excellent basis for the reorientation of malaria

control. With the aid of WHO and other international organizations, the struggle against

malaria might be reactivated in his country. It had been observed in Togo for some time that

an allergic type reaction affected certain individuals treated with antimalarials such as

chloroquine. He wondered whether that phenomenon had arisen also in other countries.

He entirely supported the draft resolution, as amended, and particularly agreed with the
amendment proposed by the Italian delegation.

Professor SOPRUNOV (Union of Soviet Socialist Republics) said that the Director -General's
report presented a realistic analysis of the situation and of the proposed new strategy, and

he agreed with the basic principles. Now that the malaria strategy had been reviewed, it

was important that efforts should not slacken; on the contrary, the programme should receive

increased support. The time factor was important: sometimes it seemed that malaria was

outstripping control measures.
The first example: success in a malaria control programme had led to a degree of

reassurance, so that the national epidemiological services required for malaria surveillance
had not been established in time, and serious new epidemics occurred. There should now be
no delay in taking preventive measures in southern Europe and the Balkans.

Secondly, it was regrettable that the change -over to the new strategy had taken several

years.
Thirdly, in connexion with the emphasis on the implementation of national programmes,

he asked to what extent WHO had helped in establishing and coordinating national programmes;
what the prospects were for training malariologists over the next five years; and what

contribution WHO was making to applied research on malaria epidemiology in the various regions.
He had recently visited eleven countries in Africa; while he had been greatly impressed by the
project in Benin (Nigeria), which would no doubt provide a great deal of useful information
for the programme, the project in Kisumu (Kenya) seemed to have come to a standstill, and he
did not know when the project in Ndola (Zambia) was to be implemented. It was to be hoped
that universities and institutes in developing countries would pay more attention to practical
epidemiological questions, which were so important for national programmes, rather than to

theoretical research.

Fourthly, the time factor was vitally important, particularly with regard to the problem
of resistance both in the vector and in the parasite; the Special Programme for Research and
Training in Tropical Diseases should pay special attention to that question. Soviet
malariologists had had considerable experience in developing programmes, carrying outmass
campaigns, assessing the potential risks of a recrudescence of malaria, and in consolidating the

results achieved. A study of resistance was being carried out jointly by the USSRand Viet Nam.

In such studies, it was extremely important to adopt a molecular approach, as the delegate of
the German Democratic Republic had pointed out. Soviet malariologists did not wish to
impose their concepts on anyone, but were prepared to share their experience, through WHO or

bilateral cooperation.
He supported the draft resolution. However, he had noted that the words "speedy control"

in operative paragraph 4(7) had been translated as "endiguer rapidement" in French and the
equivalent of "rapid eradication" in Russian. He thought that the French version was the
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most appropriate, and hoped that the three versions would be made to reflect the idea of
containment rather than control or eradication.

Professor ORHA (Romania) agreed on the need for political decisions and practical
measures to prevent malaria from spreading again and regaining its previous level of endemicity.
He believed, therefore, that WHO and the countries concerned should take advantage of the ex-
perience acquired by other countries. Thus, Romania had succeeded in eradicating malaria
some 25 -30 years previously in conditions resembling in many respects those of the developing
countries currently struggling against the disease and its grave consequences. Though
specialized bodies had been set up in the attack phase of the Romanian programme, antimalaria
measures had subsequently been integrated into the routine activities of the national health
services. Romania had succeeded in remaining free from malaria for over twenty years. On
the basis of that experience, he suggested that greater attention should be paid to setting
up flexible and mobile systems to ensure efficient epidemiological surveillance and to con-
solidate by repeated evaluation and appropriate measures the hard -won gains achieved. Romania
was ready to place its experience at the disposal of malaria eradication, either through WHO
or through bilateral or multilateral cooperation with developing countries in the field of
basic and applied research into antimalarials, epidemiological surveillance, and training of
health personnel by experienced malariologists.

He pledged his delegation's continuing support for the programme and expressed the hope
that the implementation of the resolution on the new strategy would hasten the achievement of
WHO's aim of "Health for all by the year 2000 ".

Dr TUCHINDA (Thailand) said that, in his country, malaria continued to be a major public
health problem, since it had re- established itself at the former endemic level. Both tech-
nical and administrative problems had been encountered. There was evidence suggesting that
A. minimus in one area was surviving exposure to DDT under test conditions, and that important
vectors such as A. maculatus and A. balabacensis were becoming more tolerant to DDT. The
behaviour of the main vectors had changed, which made it difficult to control the disease by
insecticide spraying. Furthermore, the treatment of patients was being hampered by
P. falciparum resistance to 4- aminoquinolines. Internal migration of the population was
contributing to increased transmission of the disease, which could not be controlled. Owing
to budgetary limitations, targets for coverage by spraying could not be met.

Through collaboration between WHO and the Thai Government, three international events of
great importance in malaria research and training had taken place in Thailand during the past
eight months: a training course in the technique of testing the sensitivity of P. falciparum
to antimalarial drugs in vitro; a workshop on the continuous in vitro culture of P. falciparum;
and a research study on the feasibility of adopting a new microtechnique for the detection and
evaluation of drug- resistant strains of P. falciparum.

Thailand supported the programme and called upon WHO to intensify malaria research and
training and on Member States to support those collaborative efforts. His delegation was glad
to be one of the co- sponsors of the draft resolution before the Committee.

Dr SMITH (Nigeria) pointed out that malaria control was expensive and that few countries
could afford it. More multilateral and bilateral cooperation, coordinated by WHO, was
required if malaria was to be controlled rapidly. Since many countries had initiated basic
health services, the prospects for malaria control were bright. WHO should intensify its
technical aid for the training of personnel so as to ensure the expansion of current programmes.

Malaria remained a formidable public health problem in Nigeria, and concerted global and
regional action was needed to achieve eradication. In the first phase of the Nigerian national
malaria control programme, launched in November 1977, it was planned to cover 25 million people.
It was hoped that 50 million would have been covered a year later; and that the third phase
would ensure coverage of the entire population. The programme included a series of work-
shops for medical and paramedical personnel, pilot projects to test the utilization of the
available manpower and managerial capacity, and training for junior field personnel. Four
types of course were being run for key personnel.

The resistance of P. falciparum had not been clearly demonstrated in Nigeria. A form of
chloroquine, in which the bitter taste of the drug had been masked, was being produced locally
and was acceptable to the population, except for certain cases where it caused itching in

sensitive individuals. A study carried out in Lagos had shown 75% of the people questioned
to have that reaction, while 10% had gastric irritation. A combination of trimethoprim and
sulfonamide was being used for individuals sensitive to chloroquine.
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His delegation endorsed the research and training proposals but hoped that WHO would
develop a new approach to malaria control, since little progress had been made in that direc-
tion. Cost /benefit analysis should always be a component of research, so that cheaper methods
could be developed. The health education of policy makers, of those who implemented programmes,
and of the general population would assist malaria control, especially in rural areas.
Research into traditional remedies and more intensive research into a possible vaccine were
desirable, though the introduction of a vaccine against malaria might still be a decade away.

Nigeria was grateful for WHO's cooperation in malaria control, and particularly in applied

research. His delegation wished to be included among the co- sponsors of the draft resolution,

as amended.

Dr ERNERT (Federal Republic of Germany) thought that the draft resolution should stress
the need for priority decisions of governments and for cooperation. He therefore proposed

that operative paragraph 2 should read:
"EMPHASIZES that it will not be possible to stop the dramatic recrudescence of malaria
unless firm national commitments are made to combat it and adequate resources are devoted
to antimalaria activities at the national and international levels ".
Furthermore, he proposed that the addendum proposed by the Italian delegation should be

shortened by terminating it after the words "for 1980 -1981 ", since it might be difficult to

reach universal agreement on what was meant by "adequate" resources from the regular budget
and extrabudgetary sources. What was important was to give malaria control a higher priority
when allocating budgetary resources. To say more would be to tie the Director -General's
hands more than could fairly be expected, taking into account the other important tasks of
WHO that also demanded increased resources. If his suggestion was not acceptable, a clear
definition of what constituted "adequate" resource allocation would be needed.

The CHAIRMAN announced that Malaysia, Philippines, Peru, and the United Republic of
Tanzania had asked to be included among the co- sponsors of the draft resolution.

Professor TOGBA (Liberia) recalled that malaria and smallpox had been the first two major
diseases recommended for eradication. Smallpox had been eradicated first, thanks to a massive
vaccination programme, whereas many obstacles lay in the way of malaria eradication. The

disease could not be eradicated unless operations were on a more global scale than in the past.
Liberia had been one of the first African countries in which WHO had undertaken a programme of
malaria eradication, as far back as 1953 -1955. The programme had been abandoned because of
its cost and because neighbouring countries did not have similar programmes. He quoted para-
graph 8.10 on page 87 of the biennial report of the Director -General (The work of WHO, 1976-

1977), which read:
"In the African Region a programme covering the period 1978 -83 was prepared with the
principal objective of reducing mortality and morbidity. Feasibility studies will
be conducted and eradication programmes undertaken in areas with adequate technical

and financial resources."
He wondered how malaria could ever be eradicated in countries that did not possess the

necessary technical knowledge, manpower, and financial resources. Only the more affluent
African countries, such as Nigeria - which had already started an eradication programme and
hoped to complete it by 1983 - could hope to eradicate the disease.

He agreed with the delegate of Ireland that emphasis should be placed on research into a

vaccine that could control, and perhaps eradicate, malaria. Vector and disease control was

expensive, and it was doubtful whether much could be accomplished unless a vaccine could be

developed, by which both rich and poor could be reached.
The Liberian delegation asked to be included among the co- sponsors of the draft resolution

as amended.

Dr LEPES (Director, Division of Malaria and other Parasitic Diseases), expressing his
gratitude for the Committee's general support for the programme, noted that there was a wide

measure of agreement on the malaria control strategy outlined in the Director -General's report.

In reply to Professor Spies, he explained that it was the effort, rather than the pro-

gramme, that would be global. As with any problem of that magnitude, the global effort would

include participation of all who could contribute to the solution of the problem.
As regards the emphasis on the epidemiological approach to control, he assured the

delegates of the Soviet Union and of the German Democratic Republic that research to improve
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current knowledge of the parasites and vectors was not being overlooked. Basic research on
malaria parasites was in progress, in such fields as biochemistry and molecular biology;
biological membrane studies had been included to throw light on metabolite exchange and other
phenomena closely connected with the mode of action of drugs and the mechanism of the resistance
of P. falciparum to chloroquine. In view of the short time available in the Committee, he
would be happy to provide further technical details to any interested delegate in private.

The importance of training had also been emphasized, although many national health ser-
vices had ceased to provide it. Obviously young clinicians with no experience of malaria,
particularly cerebral malaria, could not be expected to conduct the clinical management of
such cases without further training in the form of seminars, or otherwise. As training was
related to epidemiological research, and the coordination of operational research with the
rest, courses had been held in Bangkok, and the South -East Asia and Western Pacific Regions
now had enough people already trained to monitor P. falciparum resistance to 4- aminoquinolines.
A further programme was being arranged for strain identification of P. falciparum to indicate
the likelihood of this phenomenon spreading. In Asia this process seemed to have been slow
during the past 20 years but it could speed up depending upon the possible evolution of

P. falciparum parasitism in that part of the world. It was very difficult to control the
importation of a resistant strain of P. falciparum into other areas when it was not known how
it happened. Strain identification was also closely linked with the biochemistry of the
mosquito gut, where the parasite sporogonic cycle took place. Field studies had shown that a
European vector, Anopheles atroparvus, which used to be an excellent vector of all three species
of parasite, could not support the sporogony of P. falciparum from Africa. Whether A. gambiae
would be able to support the sporogony of a resistant falciparum parasite from South -East Asia
was not yet known. A cooperative effort would have to be made in the type of field studies
required, which called for the collaboration of biochemists and specialists from other branches
of the biological sciences.

On the question of control as against eradication, he said that control should not be
regarded as renunciation of an effort towards eradication - such a dispiriting attitude would
detract from all effort - but rather as a step towards eradication. In the ecological circum-
stances prevailing, countries should undertake whatever they could realistically achieve -
which would range from mere reduction of morbidity and mortality to complete eradication, which
was still sometimes possible in some areas.

As regards coordination within the Organization, and between WHO and the scientific
community and Member States, he fully appreciated the need for such coordination and was con-
vinced of the ability of the Organization to provide it from headquarters, where the same per-
sons were working on both the operational and the research aspects of the programme and used
experience of the one to enlighten the other. That facilitated prompt decisions on priorities
for field research or for basic research to be carried out by the scientific community, and
acted as a stimulus to the programme.

The natural regression of malaria in Europe since the seventeenth century had been slow
and coincident with changes in human behaviour and improved living conditions separating man
from animals. Two world wars had shown that progress could be arrested and so the regression
needed to be backed up by existing technology.

He thanked the delegate of China for his very clear statement. No one would disagree
with the principles he had laid down.

Members of the Committee had mentioned the taste of chloroquine and a presumed side
effect, pruritus, which had been recorded particularly in Nigeria, where up to 11% of those
taking the drug were affected. Further observations, perhaps even studies, would be required
to establish that chloroquine was responsible, since pruritis had not been commonly observed
in patients receiving high doses - 600 to 800 mg a day continuously for several months - in
the treatment of polyarthritis or lupus erythematosus. It was logical to conclude that chloro-
quine per se was not responsible, especially where parasitic infections other than malaria were
probably present and might be the cause of the pruritis, either alone or in association with
chloroquine.

Dr HAMON (Director, Division of Vector Biology and Control) said that the programme of
research on insecticides, which had been in progress for 15 years, with the participation of
Member States, WHO and manufacturers, was probably nearing its end; it was tragic but true.
Nearly 2000 preparations had been studied, but the rate of production of new molecules and
of offers to WHO for testing had slowed down in recent years. In addition a marked difference
had developed between the requirements of agriculture and those of public health, and the latter
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did not usually provide a sufficiently remunerative market to induce industry to undertake a
development effort running into US$ 10 million or so for each new insecticide. There were
some countries for which there was no suitable insecticide available to replace DDT, malathion,
fenitrothion and propoxur in cases of multiple resistance. The last, and only moderately
promising, group - the synthetic pyrethroids - were being evaluated at the moment in northern
Nigeria and Indonesia. If they did not give satisfactory results, it would be a long time
before other insecticides for house spraying became available. Fortunately more chemicals
could be considered for larviciding.

The alternatives to the chemical control of the vector were biological control, genetic
control and environmental control.

Basic and operational research into biological control, through larvivorous fish and
microorganisms pathogenic to vectors, had received considerable impetus during the past year or
so from the Special Programme for Research and Training in Tropical Diseases. The use of
larvivorous fish posed many operational problems, and microorganisms had to be subjected to
thorough and expensive tests to establish their non -pathogenicity to man and non -target fauna.
That was why progress had been so slow before the Special Programme started. Both methods
would intervene at the larval stage and, with few exceptions, would not influence the survival
of the adult mosquito. They would therefore have far less impact on the dynamics of trans-
mission than house spraying and would require, on the part of the countries applying them, a
considerable effort in mobilizing the community, and ensuring the personal discipline and health
education of the public.

Where genetic control was concerned, a joint ambitious programme was in progress in
Central America involving the United States of America and El Salvador. It had met with many
operational difficulties even when the technical problems had been overcome, which showed the
limitations of that approach.

As members of the Committee had often said during the discussion, agricultural and indus-
trial development projects involving water resources management could entail a proliferation
of vectors with consequent intensification of transmission. That was one of the fields where,
under the WHO Special Programme and in cooperation with FAO and UNEP, it was hoped to develop
activities. An integrated malaria control programme was being developed by the Regional
Office for the Eastern Mediterranean in collaboration with the Government of Sudan, using all
existing resources including environmental control rational water management techniques.
If that programme succeeded, it could serve as a training scheme and model for other countries.
But it had to succeed first. The work would be costly and difficult, involving expensive
operational research, and it was unlikely that any simple solution could ever be found.
Certainly the application of all the new techniques combined to suit the epidemiological context
would call for the employment of good epidemiologists, but it would also need good vector
control experts, who were in very short supply. For that reason the regional offices had
made a great effort to promote the establishment of centres for specialized training in medical
entomology; negotiations were also in progress in Africa, South America, South -East Asia and
the Western Pacific for the strengthening of regional, subregional and national training
facilities in this field. The Special Programme was also playing an important role in streng-
thening existing institutions for that purpose.

WHO was doing its utmost to respond to the requirements of Member States but there should
be no mistake: the situation was, and would remain, difficult.

Dr LADNYI (Assistant Director -General) referred to the comments of the delegate of Ghana
and others on the structure of the core group on malaria. On behalf of the Director -General,
he informed the Committee that the assessment of the functional structure of the Organization
dealing with malaria was currently being studied and after discussions with the regional
directors (which would probably take place the following week) an appropriate and constructive
decision would be reached.

Dr FUJIGAKI LECHUGA (Mexico) recalled that his Government wished malaria control programmes
to be reoriented towards eradication. He had proposed an amendment to that effect in the draft
resolution. For some reason that amendment had not been included in the addenda to the
revised draft resolution but he hoped that it would be taken into consideration; and that
his Government's position would be placed on record.
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The CHAIRMAN assured delegates that all the amendments submitted would be put to the
meeting and suggested that their discussion be postponed until the following meeting, by
which time they would be available in writing.

It was so agreed.

(For continuation, see summary record of the seventeenth meeting, section 1.)

3. TECHNICAL COOPERATION AMONG DEVELOPING COUNTRIES Agenda 2.6.18

The CHAIRMAN called upon the delegate of Mozambique to introduce a draft resolution.

Dr CABRAL (Mozambique) recalled the change in the relationship between the developing
and the developed countries that was reflected in the replacement of "technical assistance"
by "technical cooperation ". The developing countries that had achieved the greatest success
in their efforts were those that had cultivated self -reliance and refused foreign schemes and

models. Among their achievements, those in health had not been the least and had proved of
primary relevance, giving momentum to new ideas, such as primary health care and promotive
medicine, that were recognized as valid alternatives even in affluent countries.

Since the countries of the Third World had the same social, economic and cultural problems,
there was no better way for them to progress than by learning from each other. By cooperation
among themselves developing countries would be able to avoid technological dependence, even
if the more advanced technological devices of developed countries did, on occasion, prove to
be adaptable to their conditions.

Bearing in mind the tremendous opportunities for cooperation on research, training,
development and exchange of information between developing countries, the delegations of Cuba,
Ghana, Guinea -Bissau, Panama, Sierra Leone, Yugoslavia and his own delegation proposed the
following draft resolution, which dealt not only with the most important fields of operation,
but also with the appropriate mechanisms for the coordination of that cooperation at different
levels:

The Thirty -first World Health Assembly,

Bearing in mind the resolutions of the United Nations General Assembly and Economic
and Social Council on the importance of the fullest possible economic and technical
cooperation among developing countries;

Mindful that many developing countries, Member States of WHO, are developing and
strengthening their programmes of health networks with the aim of attaining total
population coverage in the shortest possible time that national conditions permit;

Recalling resolution WHA28.75 on technical cooperation with developing countries,
and resolutions WHA28.76 and WHA29.48 on programme budget policy with regard to technical
cooperation with developing countries;

Convinced that technical cooperation in developing countries is an important
instrument for the technological liberation of developing countries particularly in
the fields of research and development, training, and exchange of experience and
information on health care;

Bearing in mind that health constitutes an integral component of the overall
development programmes of the developing countries for which appropriate mechanisms
of cooperation should be created at regional and interregional levels;

Realizing that the developing countries have attained a degree of development
allowing the establishment of a profitable cooperation with mutual benefits;

1. INVITES the regional committees:

(1) to discuss and/or reinforce at their 1978 sessions technical cooperation among
developing countries for the promotion of health care, and
(2) to set up appropriate regional and interregional mechanisms for developing

and strengthening technical cooperation among developing countries in health;

2. URGES Member States, and in particular the developing countries:

(1) to cooperate among themselves for the development of their national health
services;

(2) to collaborate actively within their regions in the establishment and
effective use of national research and training centres;
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(3) to collaborate with WHO in the development and promotion of technical
cooperation among developing countries and in ensuring support for its
concretization;

3. REQUESTS the Director -General:

(1) to strengthen WHO's programme of technical cooperation among developing
countries;
(2) to collaborate with the developing countries for the establishment and
promotion of such cooperation;
(3) to support in all possible ways, with the means at his disposal, the
establishment and maintenance of the centres referred to in operative paragraph 2(2)
above;

(4) to attract extrabudgetary funds for the support of technical cooperation among
developing countries on health projects;
(5) to report to the Thirty- second World Health Assembly on progress made in this
respect.

Professor PHILLIPS (Ghana) proposed that the fourth paragraph of the preamble should read:
"Convinced that technical cooperation among developing countries is an important instrument

."; and that the indefinite article should be omitted in the second line of the sixth
preambular paragraph before the words "profitable cooperation ".

Dr CUMMING (Australia) strongly supported the draft resolution, proposing however an
editorial amendment to the second preambular paragraph which might read: ". . . strengthening
their health programmes with the aim of attaining total population coverage . . . ". In
operative paragraph 2(3) the word "concretization" might be replaced by "realization ".

Dr SANKARAN (India), supporting the draft resolution, said that at the forthcoming
Conference on Technical Cooperation among Developing Countries, to be held in Buenos Aires,
and at the United Nations Conference on Science and Technology for Development, his country
would offer its expertise and whatever material assistance it could to promote technical
cooperation among developing countries.

Dr GALEGO PIMENTEL (Cuba) said that technical cooperation among developing countries was
the cornerstone of whatever health management was possible for those countries. The

programme delays due to the transfer of unsuitable technology, even with the best of inten-
tions, had often been mentioned. The draft resolution also dealt with particular aspects of
the forms that technical cooperation among developing countries might take and was, in that
respect, more specific than previous resolutions on the subject. She therefore joined
previous speakers in urging the Committee to approve it.

The CHAIRMAN announced that the delegations of Egypt and Nepal had indicated their wish
to be included among the co- sponsors of the draft resolution.

Dr ACUÑA (Regional Director for the Americas), speaking on behalf of the Director -General,
pointed out that a number of important predecessors to the draft resolution under discussion

were not cited in the preamble. They were resolutions WHA30.43, EB60.R4 and EB61.R19.
Members of the Committee would recall that the Director -General had submitted to the fifty -

ninth session of the Executive Board in 1977 a proposal on technical cooperation among
developing countries that had included modes of action and a definition of the term. The

Executive Board at its sixtieth session had requested the regional committees to study the
proposals and examine further ways of promoting technical cooperation among developing
countries, which was the key to all WHO technical cooperation programmes.

Against that background the draft resolution, he suspected, merely repeated other previous

resolutions. In his opinion it was in any case weaker. For instance, paragraph 3(1) of the

proposed resolution merely called for a strengthening of the relevant WHO programme, whereas
resolution EB61.R19 reaffirmed that WHO's technical cooperation and services to governments
should represent an integrated approach to the achievement of its constitutional objectives
and requested the Director -General to report to the present Health Assembly on the implications
for WHO of the restructuring of the economic and social sectors of the United Nations system.
Again, resolution WHA30.43 clearly stated that WHO's target in the coming decades should be
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the attainment by all the citizens of the world by the year 2000 of a level of health that
would permit them to lead a socially and economically productive life; called upon all
countries urgently to collaborate in the achievement of that goal through the development of
corresponding health policies and programmes at the national, regional and interregional
level and the generation, mobilization and transfer of resources for health, so that they
would become more equitably distributed, particularly among developing countries; and,

finally, requested the Executive Board and the Director -General to pursue the reorientation
of the work of WHO for the development of technical cooperation and transfer of resources for
health in accordance with one of the Organization's most important functions as the directing
and coordinating authority in international health work. In view of those considerations, he
wondered whether the present draft resolution would serve any useful purpose.

Dr VENEDIKTOV (Union of Soviet Socialist Republics) recalled that his delegation had
always supported technical cooperation between WHO and Member States, and among Member States
regardless of their different social systems. The latter form of technical cooperation was
particularly important in view of the benefits it could bring to the countries concerned.
He proposed the addition, in the third preambular paragraph, after the mention of
resolution WHA29.48, of a reference to resolutions WHA30.30, WHA30.43, EB60.R4 and EB61.R19,
the rest of the paragraph remaining unchanged. The Director - General and the Executive Board

could then review the whole situation and report to the Health Assembly on the progress made
in implementing those resolutions.

Dr ERNERT (Federal Republic of Germany) wholeheartedly supported the developing countries

in their desire to have the two forms of technical cooperation - among themselves, and with

the Organization - become a reality. He noted however, in connexion with paragraph 3(4),

that it had long been the Organization's practice to seek extrabudgetary funds for technical

cooperation among developing countries on health projects. That had already been done on a

bilateral basis for a long time.

Dr FIELD (United Kingdom of Great Britain and Northern Ireland) suggested that the phrase

"technical cooperation with developing countries" in the first line of the third preambular

paragraph should be deleted to avoid repetition.

Dr CABRAL (Mozambique) accepted those amendments.

Decision: The draft resolution, as amended, was approved.1

Dr YANG Tsun -hsing (China) said that, while his delegation agreed in principle with the

draft resolution, the reservations it had placed on record with regard to resolution WHA28.752

also applied to the citing of that resolution in the draft resolution just approved.

4. EDUCATION OF PEOPLE IN COMMUNITY HEALTH Agenda, 2.6.18

Dr GONZALEZ GÁLVEZ (Panama) said that his country, like so many other developing
countries, had limited resources and many problems to face, in health as in other fields,
and it could only face those problems if it made use of the rich potentialities provided by
an educated and organized population. Health education should be carried out locally and
systematically and be supported and coordinated by the national health service. In his
country there were more than a thousand local health committees, which helped in such
programmes as immunization and nutrition and in the improvement of agriculture and the general
wellbeing. For that reason he was glad to introduce the following draft resolution,
co- sponsored by the delegations of Angola, Belgium, Brazil, Cuba, Denmark, Finland, Honduras,
Jamaica, Liberia, Mexico, Mozambique, Peru, Sao Tome and Principe, Trinidad and Tobago,

Transmitted to the Health Assembly in the Committee's fifth report and adopted as
resolution WHA31.41.

2 See WHO Official Records, No. 227, 1975, pp. 309 -311 and 490.
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United Kingdom of Great Britain and Northern Ireland, Venezuela, Yugoslavia and, of course,

his own:

The Thirty -first World Health Assembly,
Bearing in mind that the effective participation of the community is indispensable

to guarantee the development of health activities and the prevention and control of

disease;
Realizing that health education of individuals, families and communities is

essential to permit them to participate effectively in health promotion;
Aware that a number of countries are promoting programmes that foster active

participation in health development, particularly through primary health care, as well
as programmes for preparing health personnel with the necessary knowledge, skill and

attitudes;
Noting that these countries have initiated activities for the creation and

development of health education including, with some success, people's health courses
through which people have access to valid information on health problems enabling them
to take a greater interest in health activities and to participate in carrying them

out;

1. INVITES Member States, and in particular developing countries:

(1) to further develop their health education and establish people's health
courses whenever appropriate with a view to fostering community participation
in health development by a knowledgeable public;
(2) to cooperate among themselves in sharing experiences on the planning,

operation and evaluation of these activities;

2. INVITES the Director -General:

(1) to collaborate with Member States, and in particular with developing
countries, in creating and promoting health education activities, including various
methods for community participation such as people's health courses whenever
applicable, and in training health personnel in the principles, organization and
techniques of educating the public in community health;

(2) to support the establishment and development of health education activities
with all the means at his disposal;

(3) to attract extrabudgetary funds for the establishment and development of
health education, including people's health courses.

Professor SULIANTI SAROSO (Indonesia) supported the draft resolution, the object of
which was to promote participation in community health and make people aware of the importance

of maintaining their own health. Some minor amendments were desirable, however. She

proposed that the words "and in particular developing countries" should be omitted from the
first line of operative paragraph 1, because there was also scope for developed Member
States to do what the rest of the operative paragraph invited them to do. Operative
paragraph 1(1) would be improved by the addition at the end of the words "and a positive

attitude towards health ". Operative paragraph 2(1) could with advantage be changed to

read:

"to collaborate with Member States, in particular with developing countries, in the

development of appropriate educational technology for the active participation of
communities in health development and in the training of all health workers in the

application of this technology ".

Finally, the word "support" in operative paragraph 2(2) might be replaced by "promote ";

and the words "with all the means at his disposal" be deleted.

Dr VENEDIKTOV (Union of Soviet Socialist Republics) also supported the draft resolution

but suggested a few linguistic amendments to the Russian text that did not affect the other

languages.

Dr CABRAL (Mozambique) said that health education of the people was an indispensable

component of primary health care. The active and conscious participation of the people was

needed and should be based on their existing ideas and ways; they themselves must discuss

their health problems and the solutions to them, so that excessively technical solutions were



COMMITTEE A: SIXTEENTH MEETING 507

not imposed upon them. From the methodological point of view, too, there was much to be done

in health education. He was therefore pleased to be one of the co- sponsors of the draft
resolution.

Dr GALEGO PIMENTEL (Cuba), another co- sponsor of the draft resolution, stressed the
importance of a basic knowledge of health for an improvement of community health. In her
country there was considerable experience of health education of the community, an experi-
ence that it would be glad to share with other countries. Various approaches to community
health education were possible according to socioeconomic conditions, but the approach
adopted should suit local conditions and there should be supervision by the national health
service so that the final aim should not be lost.

Professor ORHA (Romania) proposed that the words "starting at as early an age as
possible" should be added after the word "appropriate" in operative paragraph 1(1).

Dr SANKARAN (India) thought that the Indonesian delegate's proposed addition of the
words "and a positive attitude towards health" to operative paragraph 1(1) would be improved
if the word "creating" was inserted before "a positive ".

Dr Y00 (Republic of Korea) supported the draft resolution, since no community health
programme could succeed without the people's understanding and participation.

Dr LISBOA RAMOS (Cape Verde) also supported the draft resolution.

The delegations of Egypt, India, the Republic of Korea, Nigeria, Rwanda and Sierra
Leone asked to join the co- sponsors of the draft resolution.

Dr GONZÁLEZ GÁLVEZ (Panama) said that none of the co- sponsors had any objection to the
amendments proposed.

The CHAIRMAN put the amended draft resolution to the Committee.

Decision: The draft resolution, as amended, was approved.1

The meeting rose at 12h40.

Transmitted to the Health Assembly in the Committee's fifth report and adopted as

resolution WHA31.42.
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Tuesday, 23 May 1978, at 15h40

Chairman: Dr N. N. MASHALABA (Botswana)

1. MALARIA CONTROL STRATEGY (continued from the sixteenth meeting, section 2) Agenda, 2.6.8

The Committee had before it a draft resolution on malaria control strategy already
reproduced in the summary record of the fifteenth meeting, and also documents containing
amendments that had been proposed. In the following amended version of the draft resolution,
the proposed additions are underlined and the proposed deletions are enclosed in square
brackets. The names of the delegations proposing the amendments are shown in the left hand
margin.

Amendments
proposed by

delegation of:

Peru, add

United Kingdom,
edit

Federal Republic
of Germany, add

Mexico, add

Ghana, add

The Thirty -first World Health Assembly,
Having considered the Director -General's report on malaria control

strategy;

Recognizing that the critical situation in malaria in many countries
spread over all regions of the world is jeopardizing not only the health of
their populations but also their overall socioeconomic development;

Considering that there are areas where man has caused the spread of
malaria through the building of barrages, dams and artificial lakes;

Aware that such trend of deterioration if not checked immediately would
result in a problem of global dimensions and that it could often be reversed
with determination and political will of Member countries and by the flexible
selection and judicious utilization of malaria control methods that are

already available;
Considering with regret that most of the recommendations in resolution

WHA22.39 adopted by the Twenty- second World Health Assembly, when it re-
examined the global strategy for malaria eradication, and in subsequent
resolutions of the Executive Board and Health Assembly, have not been

adequately implemented;
Subscribing with satisfaction to the decision of the Executive Board to

re- establish an ad hoc committee on malaria;

1. ENDORSES the report of the Director -General;

2. EMPHASIZES that it will not be possible to stop the dramatic recrudes-

cence of malaria unless firm national commitments are made to combat it and

adequate resources are devoted to antimalaria activities, nationally and

internationally;

3. URGES Member States to reorient their antimalaria programmes - with the

final objective of malaria eradication - as an integral part of their national

health programme in accordance with the guidelines set out in the Director -

General's report and to increase their commitments (fiscal, administrative
and technical) against malaria within their national development plans;

4. REQUESTS the Director -General:

(1) to stimulate and strengthen technical cooperation between the
Organization and its Member States and among countries themselves in the
rapid development and effective implementation of their antimalaria

programmes;
-508-
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(2) to promote intercountry and interregional coordination of the
national antimalaria control programmes;

Iran, add (3) to provide technical guidance and support to malaria control
United Kingdom, activities; and to study ways and means of securing for Member States
edit reliable sources of pesticides and antimalaria drugs;

(4) to increase the Organization's participation in the comprehensive
and multipurpose training of public health workers in the malaria field;
(5) to expand and support the antimalaria basic and applied field
research programme with a view to improving antimalaria methodology;
(6) to identify, stimulate, promote and coordinate international and
bilateral financial involvement and technical cooperation in the field
of malaria;

Italy, add (7) to give a higher priority to the malaria control programme in the
Federal Republic proposed programme budget for 1980-19815o that the resources
of Germany allocated, whether in the regular budget or through the mobilization of
delete [j extrabudgetary resources, at the different levels of the Organization

are adequate;]

Mozambique, add (8) to take the appropriate steps in order to achieve an active
United Kingdom, coordination of malaria control activities with the activities
correct [J 5chievementi7 of the Special Programme for Research and Training in
United Kingdom, Tropical Diseases, thus ensuring the quickest implementation of any
add new technology;

United Kingdom, (9) to review 5sses7 the functional structures of the Organization
correct [2 dealing with malaria so as to gear itself to undertake a comprehensive,
USSR; correct purposeful and effective drive with the goal of speedy containment
[, /ontroj7 of the disease;

(10) to report to the Executive Board and to the Thirty -third World
Health Assembly on the evolution of the malaria situation and on the
implementation of the malaria control strategy by Member States and by
the Organization.

The first three amendments to the preambular paragraph and to the second operative
paragraph, proposed by the delegations of Peru, the United Kingdom, and the Federal Republic
of Germany respectively were accepted by the Committee without comment.

Professor SULIANTI SAROSO (Indonesia), referring to the amendments to operative paragraph
3 suggested by the delegation of Mexico, proposed that the words "where possible" be inserted
after "antimalaria programmes ".

It was so agreed.

The amendment proposed by the delegation of Ghana to operative subparagraph 4(1) was
accepted by the Committee without comment.

Dr SHAMSUL HASAN (Pakistan), referring to the amendment to operative subparagraph 4(3)
proposed by the delegation of Iran, suggested the insertion of the words "cheap and least
toxic" before "pesticides . . . ".

It was so agreed.

Professor VANNUGLI (Italy) explained that he had proposed the new operative subparagraph
4(7) in order to ensure that the necessary resources would be available. The word "adequate"
was intended to convey "sufficient to enable the measures proposed in the resolution to be

implemented ".

Dr HOWARD (United States of America) said that the primary source of funding of malaria
control programmes was national resources available to the countries themselves. There was no

conceivable way now or in the next decade that either the regular budget of WHO or

extrabudgetary resources could meet the needs of the programmes. He therefore supported the

suggestion of the delegation of the Federal Republic of Germany that the last part of the new

operative subparagraph 4(7) should be deleted.



510 THIRTY -FIRST WORLD HEALTH ASSEMBLY, PART II

Professor REID (United Kingdom of Great Britain and Northern Ireland) said he understood
the positions of both the Italian delegation and the delegation of the Federal Republic of
Germany. He therefore suggested changing the last part of the Italian amendment, after the
words "budget for 1980 to 1981" to read "so that the necessary national efforts can be
adequately supported ". That focused attention on national efforts and the need to support
them and invited the Director -General to ensure that those considerations were taken into
account when the 1980 -1981 programme budget was prepared.

It was so agreed.

Professor SULIANTI SAROSO (Indonesia) suggested that the point that the Italian delegation
wished to make might be taken care of by inserting in operative subparagraph 4(7) the phrase
"whether in the regular budget or through the mobilization of extrabudgetary resources" after

"budget for 1980- 1981 ".

It was so agreed.

Decision: The new operative sub - paragraph 4(8), incorporating the amendments of the
delegations of Mozambique and the United Kingdom, was accepted.

Professor REID (United Kingdom of Great Britain and Northern Ireland), referring to the
suggestion by the delegation of the USSR that the word used in operative subparagraph 4(9)
should reflect the idea of containment, said he thought that "control" was the better word in

English.

It was so agreed.

Decision: The draft resolution, as amended, was approved.1

2. MATERNAL AND CHILD HEALTH Agenda, 2.6.18

2
Dr GALEGO PIMENTEL (Cuba) introduced the following draft resolution:

The Thirty -first World Health Assembly,
Aware that mothers and children are particularly vulnerable groups who have special

health needs and are exposed to serious risks;
Concerned by the magnitude and gravity of the health problems of mothers and

children mainly as related to the interaction between malnutrition and infection in
combination with adverse environmental factors and inadequate health care and social

services;
Recognizing the crucial importance of health in infancy and childhood for the

subsequent adult health, productivity, and quality of life of the future generations;
Considering that 1979 has been declared "International Year of the Child ", the

significance and objectives of which should serve as a stimulus to continuing actions
which by virtue of their scope and continuity will make these aspirations a reality;

Convinced that the social objective of WHO, "Health for All by the Year 2000 ",
requires the immediate adoption of practical measures to guarantee all mothers and
children an acceptable level of health;

1. URGES Member States to give high priority to maternal and child health as part of
their overall health and socioeconomic plans and programmes, and in particular within
the framework of a health policy designed to extend health coverage by strengthening

primary health care; and within this context:

1 Transmitted to the Health Assembly in the Committee's fifth report and adopted as

resolution WHA31.45.

2 On behalf of the delegations of Algeria, Australia, Cyprus, Denmark, Finland, Iraq,

Jamaica, Mexico, Mozambique, New Zealand, Panama, Syrian Arab Republic, Trinidad and Tobago,

United Kingdom of Great Britain and Northern Ireland, Venezuela, Viet Nam and Yugoslavia.
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(1) to undertake and further develop preventive, curative, educational, social and
legislative measures that will promote family health especially maternal and child
health;

(2) to cooperate with one another and with WHO in the promotion of the health of
mothers and children;

2. REQUESTS the Director -General:

(1) to intensify technical cooperation with countries for the strengthening of
their maternal and child health programmes as an important part of primary health
care, and to encourage to that end technical cooperation among developing countries;
and specifically, to support measures for improving the efficiency and effectiveness
of such health care and training, and for the development of appropriate technology
and exchange of relevant knowledge in relation to priority problems in ,pregnancy,

childhood and adolescence;

(2) to promote, throrgh the regional committees, the creation of groups of experts
from their Member countries to collaborate in the planning and evaluation of maternal
and child welfare programmes and to advise on the adoption of measures for developing
and improving them;

(3) to report to the Thirty- second World Health Assembly on the first measures
taken in this connexion.

She said that in many countries with more or less extensive maternal and child health
programmes, the health situation of mothers and children was still precarious. As the draft
resolution stated, they represented particularly vulnerable groups exposed to serious risks.
In some countries the infant mortality rate was above 100 per 1000 live births and the
maternal mortality was around 200 per 100 000 live births. Those figures spoke for themselves.
Moreover, morbidity and mortality were aggravated by infectious diseases and malnutrition
combined with adverse environmental factors and a shortage of health and social services.

In view of the fact that 1979 had been declared the International Year of the Child and
that WHO and its regional offices were promoting programmes in favour of child health, the
resolution was intended to encourage Member States to give even higher priority to maternal
and child health programmes. It also requested the Director- General to intensify technical
cooperation with countries, in particular developing ones, in order to strengthen their
maternal and child health programmes.

Dr TOTTIE (Sweden) said the Swedish delegation would like to suggest an addition to
operative subparagraph 1(1) to read "with special emphasis on priority areas such as nutrition,
immunization and education for family life, with full consideration of local, sociocultural
habits in childbearing and child rearing ". It was important to study the existing habits
in countries and to encourage the good ones, such as breast -feeding. That was in line with
the idea behind the International Year of the Child in 1979 and also with the Athens
international symposium on The Child in the World of Tomorrow to be held in July 1978, which
was sponsored and /or attended by WHO and UNICEF as well as other organizations.

Dr ERNERT (Federal Republic of Germany) thought that the ideas put forward by the
delegate of Sweden in proposing his amendment to operative subparagraph 1(1) were already
sufficiently covered by that paragraph but he had no difficulty in accepting the amendment.

Dr TATOCENKO (Union of Soviet Socialist Republics) welcomed the draft resolution. A
glance through the Handbook of Resolutions and Decisions showed that, hitherto, there had not
been any comprehensive resolutions on the subject of maternal and child health, as on other

aspects of WHO's work. The present draft resolution was therefore particularly timely, in
view of the International Year of the Child in 1979. By then the decisions of the Alma -Ata

Conference on Primary Health Care, which would certainly give due attention to maternal and

child health, would be available. He therefore proposed that subparagraph 2(3) be amended to

read as follows:

"to present to the Thirty- second World Health Assembly a report on the first measures
taken in this connexion, including also data on the present status of maternal and child

health in the world, as well as on trends in development of relevant services."

The maternal and child health programme was just as important as other areas for which

WHO was preparing medium -term programmes. He therefore suggested that an additional

subparagraph be included in paragraph 2, reading as follows:
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"to initiate preparation of a WHO medium -term programme for maternal and child

health."

With regard to the Swedish amendment, he agreed with the delegate of the Federal Republic
of Germany that operative subparagraph 1(1) might be considered adequate, but the reference
to sociocultural habits in fact constituted an important addition. However, he hoped that
the Swedish delegation would not object if he suggested deleting the word "full ", which he

considered unnecessary.

Dr CLAVERO GONZALEZ (Spain) said that jointly with the delegation of Portugal he wished
to propose the insertion of a new operative subparagraph 2(3): "to continue collaboration in

this respect with UNICEF through the joint WHO/UNICEF Committee on Health Policies and with
other organizations of the United Nations system concerned ". The present subparagraph 2(3)

would become 2(4). It appeared to the Spanish delegation that it was necessary to mention
the work carried out by the United Nations, especially by UNICEF.

Professor SENAULT (France), commenting on operative subparagraph 2(2), said that it
requested the Director -General to promote, through the regional committees the creation of
groups of experts from their Member countries. That was an interesting suggestion but he
believed that the Director -General was at present studying the whole problem of committees of
experts and that the question would be referred to a forthcoming session of the Executive

Board. If that information was correct he wondered whether it was not premature to propose
the creation of such groups of experts and suggested that the co- sponsors of the resolution
might consider suppressing the paragraph, which would not impair the value of the resolution

as a whole. The French delegation supported the other amendments and would vote in favour

of the draft resolution.

Dr GALEGO PIMENTEL (Cuba) did not think that the work of the expert committees would be

hampered in any way by retaining the paragraph in question. If she had understood the

delegate of France correctly their method of work would in any case be settled, after the
subject had been considered by the Executive Board, but she did not think there would be any

incompatibility in keeping the paragraph as it was.

Professor SENAULT (France) said it simply seemed to him that the request was premature
and perhaps one should also consider the budgetary implications. However, provided that
his intervention appeared in the summary record he was prepared to withdraw his suggestion.

Dr Z. M. DLAMINI (Swaziland) suggested that the words "closely spaced pregnancies" should
be inserted in the second preambular paragraph after the word "malnutrition ". Secondly he
suggested that at the end of operative subparagraph 2(3), after the word "connexion ", the
words "especially with regard to the International Year of the Child" should be added.

Professor RENGER (German Democratic Republic) announced that his delegation fully
supported the draft resolution.

Dr HOWARD (United States of America) said that while the subject of maternal and child
health was an important one and he had no objection to a resolution on the subject, he found
it difficult to see what new elements had been added that had not been stated in previous
resolutions of the Assembly. He would be glad to have some clarification from the Secretariat
on the matter, although he wanted it to be clearly understood that he was trying to be
constructive and supported the resolution. He also suggested that there was a need for a
greatly improved statistical base if the issue of maternal and child health was to be further
defined.

Dr SANKARAN (India) said that his delegation supported the draft resolution proposed by

the delegate of Cuba, and the amendments proposed by the delegates of Sweden and the Union of

Soviet Socialist Republics, and wished to be a co- sponsor of that draft resolution.

Of the population of India, 40% was less than 14 years of age, and infant mortality was

still 131 per thousand. The programme was a very important one and should be implemented as

soon as possible as a medium -term programme.

Dr GALEGO PIMENTEL (Cuba) thanked the delegate of Spain for the amendment that he had

proposed. It was very important that reference should be made, not only to UNICEF, but also
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to other organizations active in the field. She therefore accepted the proposed amendment,
provided that all the other co- sponsors did so.

With regard to the first amendment proposed by the delegate of Swaziland, she thought
that, though the wording of the amendment proposed by the delegate of Sweden was different,
the content was essentially the same. She was prepared to accept the second amendment,
whereby a reference to the International Year of the Child was introduced.

The CHAIRMAN announced that the delegations of Bulgaria and Botswana wished to be included
among the co- sponsors of the draft resolution.

Professor SULIANTI SAROSO (Indonesia), referring to operative subparagraph 2(2), said
that the expression "groups of experts" had a special meaning within WHO. It would
therefore be better to speak of "meetings of groups of experts" rather than the creation of

such groups.
She also proposed the amendment of the penultimate line of subparagraph 2(2), by the

inclusion after "and child welfare programmes" of the words "in the context of primary health

care ".

With regard to the amendment proposed by the delegate of Sweden to introduce a reference
to priority areas, such as nutrition, immunization, and education for family life, she said
that some major diseases could not be dealt with by immunization. Should they be added, or
should the original draft resolution be retained?

Referring to the amendment proposed by the delegate of the Union of Soviet Socialist
Republics, to add a new subparagraph to operative paragraph 2, she said that the Director -
General had already submitted a detailed report to the World Health Assembly. She asked for
information from the Secretariat on the financial implications of the request for a report to
the Thirty- second World Health Assembly.

Dr PETROS -BARVAZIAN (Director, Division of Family Health), in answer to the delegate of
the United States of America, said that she had reviewed previous Health Assembly resolutions,
but found only one, adopted in 1948, that dealt specifically with maternal and child health as
a whole. However, maternal and child health was included in many subsequent resolutions
such as those dealing with nutrition, health education, human reproduction, infectious diseases,
primary health care and the participation of women in development. Further, maternal and
child health had been the subject of numerous resolutions adopted by WHO regional committees.

With regard to the question of groups of experts, she understood that the sponsors did
not intend to refer to WHO expert committees, but rather to multidisciplinary groups similar
to the national commissions established for the International Year of the Child dealing with
programmes on child health and welfare as a whole.

WHO was already committed to certain activities in connexion with the International Year
of the Child, and the information requested in operative subparagraph 2(3) would be partly
contained in the material prepared for the International Year of the Child; there would
therefore be no additional budgetary needs.

Professor PACCAGNELLO (Italy), while not objecting to the draft resolution, thought that
it represented a traditional approach to the problem; should not the family be considered as
a whole? With the changeover from a rural to an industrial society, the family was changing
and the problems were different.

Dr PETROS -BARVAZIAN (Director, Division of Family Health) said that she completely

agreed with the remarks made by the delegate of Italy. That broader approach had already

been adopted in WHO's family health programme established in 1970, although the draft
resolution had not fully addressed itself to this point.

The CHAIRMAN said that the delegation of Cape Verde wished to be included among the co-

sponsors of the draft resolution.
Further amendments to that resolution had been proposed, and she therefore suggested

that a working group be set up consisting of the delegates of Angola, Cuba, Egypt, India,
Spain, Swaziland, Sweden, the Union of Soviet Socialist Republics, and any others who might

wish to participate.

It was so decided.

(For continuation, see summary record of the eighteenth meeting, section 2.)
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3. MANAGERIAL PROCESS FOR HEALTH DEVELOPMENT Agenda, 2.6.18

Dr LEPPO (Finland) introduced the draft resolution, which read as follows:

The Thirty -first World Health Assembly,
Bearing in mind the importance of applying appropriate managerial processes for

health development;

Recalling resolutions WHA31.10, WHA31.11, WHA31.12 and WHA31.20;
Stressing the need for a unified, managerial process for national health

development, incorporating country health programming, national health programme
budgeting and health programme evaluation, as well as adequate information support;

1. URGES Member States:
(1) to introduce or strengthen, as applicable and as appropriate to their social
and economic conditions, an integrated process for defining health policies; for

formulating priority programmes to translate these policies into action; ensuring
the preferential appropriation of funds from the health budget to these priority
programmes; delivering these programmes through the general health system;
monitoring, controlling and evaluating these health programmes and the services and
institutions that deliver them; and providing adequate information support to the
process as a whole and to each of its component parts;
(2) to make use, as applicable, of the methods already developed and yet to be
developed under the aegis of WHO for country health programming, national health
programme budgeting, health programme evaluation and national health information
systems;

(3) to collaborate with WHO and among themselves, as required, in applying these
methods as integral parts of the health development process;
(4) to cooperate among themselves and with WHO for the exchange of experience and
information on these managerial methods for health development, and on their
practical application in an integrated and effective manner;

2. REQUESTS the Director- General:

(1) to ensure that managerial methods for health development are devised and
applied by WHO in an integrated manner;
(2) to promote and conduct research for the further improvement and integration
of these methods;

(3) to collaborate with countries, on request, on the application of their
managerial process for national health development;
(4) to foster appropriate training in health management, particularly through
learning -by- doing;

(5) to formulate the Organization's medium -term programmes on the basis of
information resulting from national health development processes, of the prevailing
General Programme of Work and programme budget policy and strategy, and of relevant
resolutions of the World Health Assembly, the Executive Board and the regional
committees;

(6) to continue to develop in an integrated manner the Organization's processes
for medium -term programming, programme budgeting, health programme evaluation and
the provision of adequate information support; and

(7) to report on progress periodically, as appropriate, to the Executive Board
and the World Health Assembly.

The problem had so far been dealt with in a number of separate reports and therefore

in a fragmentary way. The aim of the draft resolution was to remedy that situation by
emphasizing the process as a whole. That would facilitate the use of the methods and process,
and ensure its further development in WHO in an integrated manner.

Professor SULIANTI SAROSO (Indonesia) said that her delegation welcomed the draft
resolution, but wished to amend operative subparagraph 2(5) so as to bring it into line with
subparagraph (6), by inserting the words "wherever possible with indications of priorities
between programmes and between subprogrammes" after "medium -term programmes ".

Professor CAYOLLA DA MOTTA (Portugal) said that, while supporting the objective of
the draft resolution, he found some of the wording confusing and not completely acceptable.
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Thus operative subparagraphs 1(2) and 1(3) might well confuse what had been made clear by
resolution WHA31.20 on information systems, recently adopted by the Health Assembly. He
therefore suggested that those two subparagraphs should be deleted, especially since, in
subparagraph (2) the words "yet to be developed" represented a blank cheque that not all
Member States would accept, while no mention was made in subparagraph (3) of a prior request

from Member States. In his view, deleting those two subparagraphs would not detract from
the value of the draft resolution.

With regard to operative subparagraph 2(5), he suggested replacing the word "information"
by "experience ".

Mr KANEDA (Japan) said that it was his understanding that the methods developed by WHO
for national health management required further testing and evaluation. It was therefore
premature to ask Member States to use them at the present time, and he supported the
proposal by the delegate of Portugal to delete operative subparagraphs 1(2) and 1(3). He

was particularly concerned by the words "yet to be developed" in subparagraph 1(2).

Dr TATOCENKO (Union of Soviet Socialist Republics) said that, while his delegation
welcomed the draft resolution, there was a good deal of repetition in it, since it referred
to resolutions already adopted and did not differ greatly from them. He therefore suggested
that it was not necessary to go into the substance of the matter again. If the draft
resolution was amended to take that into account, it would help future Assemblies to deal
with the question more effectively.

Dr Z. M. DLAMINI (Swaziland) said that his delegation supported the draft resolution. He
wondered, however, whether the omission from operative paragraph 1 of any reference to
medium -term programming had been deliberate. The omission was particularly surprising in
view of the fact that, when medium -term programming had been discussed, the delegate of
Indonesia had said that her country was initiating such programming.

Dr MANDIL (Director, Information Systems Programme), replying to the delegate of
Portugal, agreed that there had been some confusion when information systems had been discussed
in early agenda items and an explanation needed to be given. The explanation was that the
Director -General's report to the Executive Board, through the Programme Committee had been
concerned entirely with WHO information systems. The Programme Committee and the Executive
Board, whilst endorsing the progress made with WHO information systems development, quite
correctly, had indicated that the time had come to emphasize national health information
systems; that was why, though the Director -General's report had not provided any material, the
report of the Executive Board to the Health Assembly mentioned national health information
systems. In consonance with this and also quite correctly, the Health Assembly, in resolution
WHA31.20, had requested the development of the principles for national health information
systems. The Organization had not yet developed any methodology for national health
information systems development and the first steps were only now being taken. There was thus
no question of imposing on countries the methodology of WHO information systems development.

Dr LEPPO (Finland), replying to the delegate of Swaziland, said that there had been some
discussions on terminology with regard to medium -term programming, and some confusion as to
that terminology; that was why it had not been mentioned in the draft resolution. He had no
objection to its inclusion, if a clear formula could be found.

With regard to the comments of the delegates of Portugal and Japan, he thought that the
draft resolution could not be misinterpreted in the manner suggested. It was stated clearly
that operative paragraph 1 dealt with national systems. As far as methods yet to be
developed were concerned, it was stated in operative subparagraph 1(2) that use should be
made of such methods "as applicable "; he therefore saw no danger in that statement.

He was prepared to accept the suggestion by the delegate of Portugal that "information ",
in operative subparagraph 2(5), should be replaced by "experience ", provided that the other
co- sponsors agreed.

Professor CAYOLLA DA MOTTA (Portugal) agreed that what Dr Mandil had said was quite
correct. Nevertheless, he suggested that operative subparagraph 1(2) be amended by
replacing "already developed and yet to be developed" by "developed and fully tested ".

In subparagraph 1(3), he proposed that the words "on request" be inserted after "among
themselves ".
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Dr LEPPO (Finland) thought that both suggestions would cause difficulties. He would
prefer to retain the flexibility of the existing subparagraph 1(2) which, as the Director,
Information Systems Programme, had said, dealt with WHO information systems. The second
proposed amendment would urge Member States to collaborate "on request ", which did not seem

logical.

Dr SANKARAN (India) said that he had looked at resolutions WHA31.10, WHA31.11, WHA31.12
and WHA31.20, and operative subparagraphs 1(2) and 1(3) were not in conflict with those

resolutions.
His delegation would like to insert a new subparagraph, to read "to provide a method

of basic education to all health personnel, in the field of managerial process, and
continued education in the field, particularly for health administrators ".

The CHAIRMAN proposed that a working group be set up, consisting of the delegates of
Finland, India, Indonesia, Portugal and the Union of Soviet Socialist Republics, to

consider the amendments to the draft resolution.

Decision: It was so decided.

The meeting was suspended at 17h15 and resumed at 17h40.

Professor SULIANTI SAROSO (Indonesia), Chairman of the working group, said that the group

had discussed all the proposed amendments. It suggested amending operative subparagraph 1(2)

by deleting the words "already developed and yet to be ". A new operative subparagraph 1(3)
should be added to read "to provide appropriate training for all health workers in the field of
managerial processes and continued education in this field, particularly for health administra-

tors". The remaining subparagraphs in operative paragraph 1 would be renumbered accordingly.
It was suggested that operative subparagraph 2(5) be amended to read "to formulate the
Organization's medium -term programmes, wherever possible with indications of priorities between

programmes, on the basis of . . . ", the rest of the subparagraph remaining unchanged.

Decision: The draft resolution, with the amendments proposed by the working group, was

approved.1

4. DIARRHOEAL DISEASES AND THEIR CONTROL Agenda, 2.6.18

The CHAIRMAN drew attention to the draft resolution and the amendment proposed by the
delegations of Indonesia, Nepal and the United Kingdom of Great Britain and Northern Ireland.
The draft resolution read as follows:

The Thirty -first World Health Assembly,
Concerned by the high rates of morbidity and mortality from acute diarrhoeal

diseases, particularly in children;
Recognizing that diarrhoeal diseases constitute a serious socioeconomic and public

health problem;

Aware of the recent advances in knowledge on different aspects of acute diarrhoeal

diseases, particularly the progress made towards the application of simplified and

effective methods of diagnosis, treatment and control;
Recalling the commitments made by Member States in various forums towards the

control of these diseases;
Endorsing the priority accorded to this problem in the WHO Sixth General Programme

of Work;
Noting with satisfaction the actions already taken by the Organization at the

country, regional and global levels, with a view to launching a major attack on

diarrhoeal diseases;

1 Transmitted to the Health Assembly in the Committee's fifth report and adopted as

resolution WHA31.43.
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Conscious that the application of simple and effective measures for prevention and
control of diarrhoeal diseases would constitute an important element in increasing the
effectiveness and acceptability of primary health care services;

1. URGES Member States to identify diarrhoeal diseases as a major priority area for
action, and to apply known effective measures for the management and control of
diarrhoeal diseases in the primary health care context;

2. REQUESTS the Director -General:

(1) to collaborate with Member States in the development of the programme at
country level, with particular reference to its integration into present or future
development activities in health and other fields;
(2) to promote technical cooperation with and among Member States in programme
formulation, implementation and evaluation, and in training health workers at
different levels;
(3) to accord high priority to research activities for the further development of
simple, effective and inexpensive methods of treatment, prevention and control of
diarrhoeal diseases in areas having varying kinds of health service facilities.

3. EXPRESSES appreciation to UNICEF for the support already given to action against
diarrhoeal diseases and for its continued cooperation;

4. CALLS UPON the United Nations Development Programme, the International Bank for
Reconstruction and Development, the United Nations Fund for Population Activities and
other international organizations and funds actively to support this programme;

5. THANKS the Government of the United Kingdom of Great Britain and Northern Ireland
which, through its generous contribution, has given an initial impetus to the programme,
and urges other governments to provide further support to allow the programme to expand;

6. REQUESTS the Director -General to keep the Executive Board and the World Health
Assembly informed of the progress made in the implementation of the programme on
diarrhoeal diseases control.

The proposers had suggested amending operative subparagraph 2(1) as follows: "to
intensify involvement of Member States in the development of a plan of action for an expanded
programme on diarrhoeal diseases control and to collaborate . . ", the rest of the sub-
paragraph remaining unchanged.

Professor SULIANTI SAROSO (Indonesia), introducing the draft resolution, said that
although diarrhoeal diseases were very widespread and one of the major killers in the young,
no resolutions had ever been passed on the subject other than on cholera and for the setting
up of International Shigella, Salmonella and Escherichia Centres for laboratory studies. In
the South -East Asia Region, the incidence of diarrhoeal diseases in different countries varied
from two to twelve per thousand of the population of all ages. A report, describing patterns
of childhood mortality in Latin America, indicated that diarrhoeal diseases accounted for
28.6% of the 35 095 deaths due to all causes in children under five years and were by far the
major single cause of death in the study area.

The delegations of Australia, Burma, Maldives and the United States of America had
indicated that they wished to join the co- sponsors of the resolution. In accordance with
resolution WHA31.9, she had requested the Secretariat to add an explanatory note to the draft
resolution, which she hoped would be useful.

Dr ZAHRA (Director, Division of Communicable Diseases) agreed that there was much concern
that diarrhoeal diseases were a leading cause of morbidity and mortality in children. The
explanatory note attached to the draft resolution indicated the priority accorded by WHO to
the problem, as part of the Sixth General Programme of Work for the period 1978 -1983, and the
actions already taken by the Organization at country, regional and global levels. It was
expected that the programme would be expanded in all six regions of the Organization in support
of primary health care, together with the required collaborative research for the prevention
and control of those diseases.

In the past, activities had been concentrated on certain major factors in cholera,
shigellosis or salmonellosis. The problem of diarrhoeal diseases was now seen as a whole
because of several encouraging developments in recent years. Up to five years previously it
had only been possible to determine etiology in less than one -third of cases of diarrhoea.
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At the present time, a diagnosis of the etiological agents could be determined in 85% of cases
under good laboratory conditions. It had been found that the most important recognized causes
of diarrhoeal diseases in developing countries were enterotoxigenic Escherichia coli and rota

viruses. In all areas studied, those were responsible for more than 50% of all cases. There
was also a better appreciation of pathogenesis, in particular the physiological derangement
which followed fluid loss in the stools, and which resulted in isotonic sodium and water

deficit, a base deficit acidosis and potassium depletion. That had led to the development of
a simple and most effective oral rehydration therapy with a glucose -electrolyte solution.
That oral rehydration could be given by health auxiliaries and by the mothers, after some

instruction. There was increasing evidence from WHO /UNICEF field studies of the convincing
effect of the oral therapy in the prevention of dehydration in acute diarrhoea. Further, in
addition to recovering from the diarrhoeal episode, children who received oral rehydration
gained significantly more weight than those who did not. The programme had the immediate
objective of saving lives by preventing and treating dehydration and electrolyte imbalance and
by breaking the vicious circle of diarrhoea, malnutrition and diarrhoea. In addition, the
importance of breast- feeding as the safest and the most appropriate method of feeding infants
up to six months, the dangers of feeding bottles and the importance of appropriate weaning and
feeding practices were all part of the accompanying educative activities of the programme. In

diarrhoeal diseases the principle of health care by the people was evident, particularly as
regards the participation of mothers who could help immediately and were on the spot.

The promotion of oral rehydration was only one of the components of the programme and he
stressed that it would be supported by nutritional rehabilitation, personal hygiene and
promotion of activities and research in etiology, epidemiology, pathophysiology, the improve-
ment of treatment, immunology and vaccine development, promotion of breast -feeding and other
aspects of child care, nutrition and environmental health. UNICEF was collaborating with WHO
and both organizations were ready to expand control programmes, including the development of
national facilities for the production of oral rehydration solutions, intensification of
education and training activities, the development of simple sanitation facilities and
improvement of rural water supplies and the promotion of the necessary epidemiological and

operational and basic research. The programme would complement other ongoing priority

programmes of the Organization.
He thanked the Government of the United Kingdom for its contribution to the Voluntary

Fund for Health Promotion (Diarrhoeal Diseases Control). That was the first contribution
specifically for diarrhoeal disease control and would give an impetus to expansion of the

programme. WHO would continue to play an increasing catalytic and cooperative role in the
development of the programme. He thanked those delegations who had proposed the draft

resolution.

Dr TATOOENKO (Union of Soviet Socialist Republics) said that his delegation supported the

draft resolution, but wished to propose an amendment to the third preambular paragraph; in

view of the successful results achieved with rehydration therapy, he suggested that the words

"including rehydration" be inserted after the word "treatment ".

Dr CUMMING (Australia) said his delegation was pleased to co- sponsor the draft resolution.

The selection of the same subject for the Technical Discussions to be held at the next meeting

of the Regional Committee for the Western Pacific indicated its importance in his Region.

Dr BORGOÑO (Chile) was satisfied with the initiative taken in the control of diarrhoeal

diseases, which were an important cause of morbidity and mortality in many countries. His

Government was ready to give every assistance possible. The problem existed in his country

and was being tackled successfully; the experience thus gained could lead to a better under-

standing of the diarrhoeal diseases and contribute to the research activities of WHO and of

PARO. His delegation wished to co- sponsor the draft resolution.

Dr SANKARAN (India) said that his delegation supported the draft resolution with the

amendment proposed by the delegation of the USSR. In countries like his own, problems of

diarrhoeal diseases sometimes assumed devastating proportions, particularly following natural

disasters. In the recent cyclone in his country, in Andhra Pradesh,25 000 lives had been

lost as a result of a tidal wave but no case of diarrhoeal disease had been reported thanks to

the measures taken, which had included chlorination of the water supply to the affected

population. In such situations, other steps were necessary, such as adequate rehydration for
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the treatment of cases. A seminar on the introduction of oral rehydration, sponsored by WHO,
had recently been held in one of the state capitals in his country. His country had also
helped the Maldives in the recent outbreak of diarrhoeal diseases. The subject was of
continued importance and he was grateful to the proposers of the draft resolution.

Dr LISBOA RAMOS (Cape Verde) said that, in his country, diseases transmitted by water,

particularly diarrhoeal diseases, had a high incidence owing to the weakness of the sanitation
infrastructure, and inadequacies of drinking -water supplies as well as a lack of health
knowledge in certain professional groups. The child mortality rate was high, especially in
infants under one year. In 1977, a campaign against diarrhoeal diseases had been started
with the participation of the various government departments. The campaign had included mass
participation, by means of health education and voluntary work to clean the environment.
Local representatives of WHO had participated and a team of consultants had also been involved,
including a health engineer, a nutritionist and laboratory technicians. Local production of
oral rehydration solution had been started and oral rehydration had been carried out as
recommended by WHO. The campaign was to be incorporated in the primary health care system.
It was particularly important to disseminate information to all workers concerned and he hoped
that simplified documentation could be made available. His delegation supported the draft
resolution.

The CHAIRMAN said that the following delegations also wished to co- sponsor the draft
resolution: Nigeria, Denmark and Angola.

Dr TULCHINSKY (Israel) said his delegation supported the draft resolution. His country
was encountering the emergence of a new problem, in that, following the development of testing
techniques, enteroviruses were being found in water deemed to be biologically safe. The

question of selective versus preventive chlorination of water supplies was being considered,
but was complicated because of the suggestion of carcinogenesis related to trihalomethanes in
water treated with chlorine. He was concerned that because of that some countries were

questioning the use of chlorination and he hoped that the Health Assembly would soon take a
position on that, since it could become an important public health issue over the next few
years.

Mr HOSSAIN (Bangladesh) said his delegation wished to co- sponsor the draft resolution with
the amendment proposed by the delegate of the USSR. Since the eradication of smallpox in his
country, diarrhoeal diseases and tuberculosis were the most common communicable diseases and
diarrhoeal diseases took many lives each year. His country was fortunate in having one of the
finest research institutes in that field in the Cholera Research Laboratory in Dacca, which had
already achieved outstanding research. His Government had decided to expand its activities in
diarrhoeal diseases other than cholera and was considering broadening its international
collaboration in research work. The control of diarrhoeal diseases was part of socioeconomic
development and required a multidisciplinary approach, including personal hygiene, environ-
mental sanitation, the supply of pure drinking -water and precise medical intervention, but
basic and applied research were also required.

Dr TOTTIE (Sweden) said that his delegation wished to co- sponsor the draft resolution,
which related to projects in which his country was collaborating concerning nutrition, primary
health care and breast - feeding. He suggested that the draft resolution should contain some
reference to nutrition, since malnutrition was one of the reasons for diarrhoeal diseases.
Further, programmes should not be run in isolation and some indication should be given as to
how the programme might be related to the Health Assembly's resolution on nutrition and hence
to national policies of nutrition. He hoped a suitable wording might be found to express that.

Professor KRANENDONK (Netherlands) introduced the amendment to the draft resolution
proposed by the delegations of Indonesia, Netherlands and the United Kingdom of Great Britain
and Northern Ireland, which had been mentioned earlier by the Chairman. In view of the
seriousness of diarrhoeal diseases in terms of morbidity and mortality, of the possibilities
for elucidating causes and of controlling the disease at the village level, it was important
to pay adequate attention to the development of a programme. The draft resolution suggested
that the programme be developed at the country level, that technical cooperation be promoted
and that a high priority be accorded to research activitites. The draft resolution mentioned
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"the programme on diarrhoeal disease control ". Although the diarrhoeal disease control

programme was included in the Sixth General Programme of Work he thought that Member States

were not sufficiently aware of it. The draft resolution was the first to be proposed on the

subject and the proposers felt that it would be strengthened by including the amendment.

Dr ERNERT (Federal Republic of Germany) said that the need to do more in the field of

diarrhoeal diseases had been highlighted in the introductory remarks. The explanatory note

and the draft resolution mentioned the need to accord a high priority to research activities.

In this connexion, he recalled that, in December 1976, during discussions of the tropical

disease research to be included in the Special Programme for Research and Training, the

delegation of India had suggested the inclusion of diarrhoeal diseases in the list of diseases

to be covered by the programme. At that time, it had been agreed to start with six diseases,

others, including diarrhoeal diseases, to be added at a later time. Among subsequent develop-

ments, he had learnt that it had been decided to change the status of the well -known cholera

institute in an Asian country, with the collaboration of WHO and UNDP. Since there was no

mention of that in the explanatory note, he requested more information.

Dr ZAHRA (Director, Division of Communicable Diseases) thanked all the speakers who
had supported the programme, which was undoubtedly one entailing technical cooperation
focused at the country level as part of primary health care. The subject had received
priority at all the regional committees and some regions had developed major research
programmes. In answer to the delegate of Cape Verde, he said that provision of simplified
documentation was receiving considerable attention. With reference to the emergence of the
problem of enteroviruses in water and sewage and their bearing on various factors mentioned
by the delegation of Israel, he said that, towards the end of 1978, a scientific group
would meet to review the subject of enteroviruses in water and sewage. In answer to the
delegate of the Federal Republic of Germany, he confirmed that the scope of the Cholera
Research Laboratory in Dacca, Bangladesh, was being broadened to include a major programme
of research in all diarrhoeal diseases. UNDP was playing a coordinating role for those

countries interested in expanding the work of the laboratory.

Professor SULIANTI SAROSO (Indonesia) said that the amendment proposed by the delegation
of the USSR was acceptable. She was agreeable to the suggestion of the delegate of Sweden and
hoped that a suitable way might be found of expressing that. Her country was collaborating
with Australia in research activitites in diarrhoeal diseases, in particular in the detection
of etiological agents and treatment in children.

Mrs BRÚGGEMANN (Secretary) said that, in response to the delegation of Sweden's suggestion,
the Committee might like to consider adding an eighth preambular paragraph, to read "Bearing in
mind the importance of proper nutrition, especially for infants and young children, for the
prevention of diarrhoea and its complications, as stressed in resolution WHA31..

. .; ", the

number of the resolution to be entered once the appropriate resolution on nutrition had been
adopted. She read again the other amendments proposed.

Decision: The draft resolution, as amended, was approved.1

The meeting rose at 18h35.

1 Transmitted to the Health Assembly in the Committee's fifth report and adopted as
resolution WHA31.44.
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Chairman: Dr N. N. MASHALABA (Botswana)

1. FIFTH REPORT OF COMMITTEE A

Dr VALLE (Bolivia), Rapporteur, read out the Committee's draft fifth report.

Decision: The report was adopted (see page 728).

2. MATERNAL AND CHILD HEALTH (continued from the seventeenth meeting, Agenda, 2.6.18

section 2)

Dr GALEGO PIMENTEL (Cuba), Chairman of the working group, said that after carefully
reviewing the amendments proposed, the group had unanimously agreed on the following amended
text:

The Thirty -first World Health Assembly,

Aware that mothers and children are particularly vulnerable groups who have
special health needs and are exposed to serious risks;

Concerned by the magnitude and gravity of the health problems of mothers and
children mainly as related to the interaction between malnutrition and infection in
combination with adverse environmental factors and inadequate health care and social
services;

Recognizing the crucial importance of family health, particularly for infants,
as well as for pre -school and schoolchildren, for subsequent adult health and the
quality of life of future generations;

Considering that 1979 has been declared "International Year of the Child" the
significance and objectives of which should serve as a stimulus to continuing actions
which by virtue of their scope and continuity will make these aspirations a reality;

Convinced that the social objective of WHO, "Health for all by the year 2000 ",

requires the immediate adoption of practical measures to guarantee all mothers and
children an acceptable level of health;

1. URGES Member States to give high priority to maternal and child health, including
school health, as part of their overall health and socioeconomic plans and programmes,
and in particular within the framework of a health policy designed to extend health
coverage by strengthening primary health care; and within this context,

(1) to undertake and further develop social, legislative, educational,
preventive and curative measures that will promote family health especially
maternal and child health, with special emphasis on areas such as nutrition,
communicable disease control and education for family life and others as appropriate
to local social and economic conditions and cultural habits in child -bearing and
child- rearing practices;

(2) to cooperate with one another and with WHO in the promotion of the health
of mothers and children;

2. REQUESTS the Director -General:

(1) to intensify technical cooperation with countries for the strengthening
of their maternal and child health programmes as an important part of primary
health care, and to encourage to that end technical cooperation among developing

-521-
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countries; and specifically, to support measures for improving the efficiency
and effectiveness of such health care and training, and for the development of
appropriate technology and exchange of relevant knowledge in relation to priority
problems in pregnancy, the perinatal period, childhood and adolescence;

(2) to promote, through the regional committees, meetings of experts from
their Member countries to collaborate in the planning and evaluation of
maternal and child welfare programmes, particularly in the context of
primary health care, and to advise on the adoption of measures for developing
and improving them;

(3) to continue to collaborate to the utmost with UNICEF and with the other
relevant United Nations agencies;
(4) to proceed with the preparation of a WHO medium -term programme for maternal
and child health;

(5) to present to the Thirty- second World Health Assembly, on the occasion
of the International Year of the Child, information on the present status of
maternal and child health in the world, as well as on trends in development
of relevant services.

She pointed out which passages of the draft resolution had been amended and expressed the

hope that the Committee would have no difficulty in adopting it.

Dr KHAZEN (Canada) suggested the addition of the word "infancy" at the end of paragraph

2(1) for reasons of parallelism with the preamble. The end of paragraph 2(1) would then

read: ". . . in relation to priority problems in pregnancy, the perinatal period, infancy,
childhood and adolescence."

Dr GALEGO PIMENTEL (Cuba) said that, for her part, she could accept the proposed amend-

ments.

Decision: The draft resolution, as amended, was approved. -

3. HEALTH HAZARDS OF SMOKING Agenda, 2.6.18

Dr AL- SUGAIR (Saudi Arabia) recalled that the habit of smoking was of ancient origin.
While the supply of the materials was of economic benefit to the producing countries, the
effects of smoking on health were deleterious and proven, and the treatment for the diseases of
which smoking was a major cause, was a drain on the economies of all the countries where

smoking was widespread. He was sure that a worldwide cost /benefit assessment would show that
the reduction of tobacco production, with international assistance for the countries concerned,

would benefit the world economic situation as a whole.
The world was witnessing a clear increase in the habit of smoking. Its introduction into

countries and age groups where it had previously not been prevalent was causing a great
increase in morbidity at even earlier ages than in the past, owing to the habit taking hold

at an earlier age; and that trend was being aided and abetted by the mass media. So far the

results of campaigns to reduce smoking had given poor results, showing that small measures -
such as the printing of a health warning on cigarette packets - were powerless to counteract
the intensive promotive activities of the producers and the mass media.

Outlining the measures taken in his country, where in 1975, an interministerial committee
had made recommendations that had been applied by all the various ministries concerned, he
called for the preparation by WHO, in cooperation with all Member States, of a worldwide
campaign to reduce and prevent smoking, particularly among the young, towards whom the
Organization had special responsibilities. The results of the campaign would be poor, however,

unless the measures advocated were the same for all and were systematically applied by all

countries.
Pointing out that the Arabic text of the draft resolution required minor editorial

amendment to bring it into line with the English text, he submitted the following draft
resolution on behalf of the delegations of Cyprus, Finland, Greece, Italy, Jordan, Kuwait,

1 Transmitted to the Health Assembly in the Committee's sixth report and adopted as
resolution WHA31.55.
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Netherlands, New Zealand, Poland, Romania, Sweden, United Kingdom of Great Britain and Northern

Ireland, and his own delegation:

The Thirty -first World Health Assembly,
Recalling resolutions EB45.R9, WHA23.32, EB47.R42, WHA24.48, EB53.R31 and WHA29.55

concerning the health hazards of tobacco -smoking and ways towards its limitation;
Recognizing the increasing and indisputable scientific evidence showing that tobacco -

smoking is a major cause of chronic bronchitis, emphysema and lung cancer, as well as a

major risk factor for myocardial infarction, certain pregnancy -related and neonatal
disorders, and a number of other serious health problems; and that it also has harmful
effects on those who are involuntarily exposed to tobacco smoke;

Seriously concerned at the alarming increase in production and consumption of
cigarettes during the last two decades in some of the countries, particularly developing
countries, in which it was previously not widespread, and at the extensive promotional
drive for the sale of cigarettes being carried out on radio and television, in newspapers
and other news media, and through association with sporting and cultural events, often
inducing young people to smoke tobacco;

Noting that few countries have so far taken effective, comprehensive action to combat
smoking through educational, restrictive and legislative measures for the control of
publicity and advertisements in the news media, combined with coherent taxation and price
policies for tobacco cultivation and cigarette production;

Believing that WHO has an important role in promoting effective policies against
smoking, as envisaged in the Sixth General Programme of Work covering the period

inclusive 1978 -1983;

1. URGES Member States:

(1) to strengthen health education programmes concerning smoking, as a part of
general health education, through close collaboration among health and school
authorities and other relevant agencies, taking into account the different needs
of the various target groups;
(2) to adopt comprehensive measures to control tobacco - smoking inter alia by
providing for increased taxation on the sale of cigarettes and restricting as far
as possible all forms of publicity for promotion of smoking;
(3) to protect the rights of non -smokers to enjoy an atmosphere unpolluted by

tobacco smoke;

2. REQUESTS the Director -General:

(1) to continue to intensify WHO's activities in connexion with control of

tobacco -smoking;

(2) to collaborate with Member States, the United Nations, the specialized
agencies and appropriate nongovernmental organizations as required, in the formu-
lation, implementation and evaluation of programmes to combat smoking;

(3) to cooperate with Member States upon request in developing measures for the
control of publicity with regard to smoking through the news media, especially
newspapers, radio and television;

(4) to report on progress in this field not later than the Thirty -third World

Health Assembly.

Professor VANNUGLI (Italy) referred to the fourth preambular paragraph, noting that few
countries had so far taken effective comprehensive action to combat smoking through educational,
restrictive and legislative measures. A law had been enacted in Italy eight years previously
prohibiting all advertising of tobacco products and even of smokers' requisites. More

recently, smoking had also been prohibited in public places. The effects of such measures
could not be evaluated so long as there was no point of departure for the measurement of

progress. He had observed that younger people tended to smoke a great deal or not at all;

there were fewer occasional smokers to whom advertising could be supposed to have been an

encouragement. If that proved to be true, it might be assumed that the measures taken had

had some effect: without them, the situation might have been worse.

Dr FLEURY (Switzerland) informed the Committee that legislation was being prepared in

Switzerland along the lines indicated in the draft resolution. His delegation would like to

be included among the co- sponsors.
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Dr TOTTIE (Sweden) said that the measures taken in his country included: presence of a
health warning on each packet of cigarettes, the wording of which had been worked out by the

National Health Board; statement on each packet of the tar and nicotine content and carbon

monoxide produced on smoking; and the appointment by the Ministry of Health and Social Affairs
of a special task force to work out a programme of activities to reduce smoking and to raise
the age at which smoking began.

In collaboration with the National Smoking and Health Association, the Ministry was
organizing the Fourth World Conference on Smoking and Health, which was to be held in Stockholm

in June 1979. The purposes of the Conference were: to analyse the impact of smoking in the
field of health and other relevant areas, thereby determining the nature and magnitude of the
problem in different parts of the world; to review possible types of activities that could
limit and prevent unfavourable effects of smoking; and to stimulate such future international
collaboration as could promote the development and worldwide adoption of effective strategies
against smoking. He extended to all delegations a hearty invitation to participate in the
Conference which, it was hoped, would highlight smoking as one of the very important negative
influences on health. One delegation had already indicated its interest in the Conference.

He urged the Committee to approve the draft resolution.

Dr HIDDLESTONE (New Zealand) suggested that the ambivalent attitude of some of the persons

responsible for anti -smoking campaigns at the highest level did nothing to ensure their success

and recalled his own experience of working in the cigarette -smoke polluted atmosphere of a

committee on matters of great environmental concern in another intergovernmental organization.

Although the battle would be hard, there were encouraging signs. In New Zealand, as in

the United Kingdom, where serial surveys had been conducted, an increasing number of medical

graduates were nonsmokers. Yet the situation among the public at large, and particularly among

young children, was a matter of major concern to the whole of society as mounting evidence

showed that smoking affected not only the individual, but also those around him and even

unborn children. The energetic legislative measures taken by Italy, Norway and Finland

deserved careful study by all Member States.
The draft resolution before the Committee merited its wholehearted support and, in

urging its approval, his delegation proposed that a fourth subparagraph be added to paragraph 2,

requesting the Director -General to give urgent consideration to adopting the reduction of

smoking as theme for World Health Day in the near future and, in that and other ways, to give

maximum publicity to an anti- smoking campaign.

Dr BEAUSOLEIL (Ghana) suggested that the collaboration mentioned in paragraph 1(1) of
the draft resolution should be among health and education, rather than school authorities.
He would be grateful if the appropriate amendment could be made.

Professor AVRAMIDIS (Greece) stressed that the importance of WHO's work on the
prevention and control of communicable diseases should not lead it to neglect the degenerative
noncommunicable diseases, which were becoming more and more important as medical care
prolonged life expectancy and so increased the numbers of the elderly.

The next step for public health workers would be to consider carefully the possibility
of preventing those diseases, by the health education of the public, and through studies of
the incidence, trends, role of chronic degenerative diseases in various kinds of disability
and as causes of death, and their economic efforts, including loss of working hours, and cost

of inpatient care for those unable to work. The control of smoking, which contributed to
accelerate the normal, inevitable degeneration and was a major causative factor in chronic

bronchitis, emphysema and cancer of the lung and a contributory factor in myocardial
infarction, should be one aspect of that work. Some data were available on health education

programmes in European countries as part of the programme on the mental health of children
and adolescents, and the effects of the mode of tobacco consumption on the incidence of

various forms of cancer were being studied. WHO was already active in matters of health
legislation and health education against smoking, as well as in the exchange of information

on the harmful effects of tobacco consumption.
Although his country produced tobacco, it had prohibited all advertising of cigarettes

and tobacco products on radio and television, as the Health Assembly had been informed by

the head of the Greek delegation at the third plenary meeting. The time had come to take

still more effective measures against smoking, in order to improve the quality of life. His

delegation therefore welcomed the opportunity of co- sponsoring the draft resolution before the

Committee.
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Dr FOG (Denmark) suggested that the first line of the fourth paragraph of the preamble

be amended to read: "Noting that few countries had so far taken comprehensive action to

effectively combat smoking . . . ", the intention being to stress a coordinated approach

where single measures had failed.

Dr SAMBA (Gambia) said that his experience of anti- smoking campaigns did not incline him

to optimism, even when they had every facility and every modern means of public information
at their disposal. Despite every effort, smoking was increasing by leaps and bounds.
One of the causes of failure was the behaviour of the physicians who participated in those

campaigns. He had had the same experience as the delegate of New Zealand - and that kind
of behaviour could be observed even at the Health Assembly. He had no solution to propose.

The developed countries, who were major producers, were doing all they could to
accelerate tobacco consumption in the developing countries, even though they had taken so
much trouble to ban advertisement at home. Recently his own country had received a visit
of a touring aerobatic team sponsored by a major multinational manufacturer of tobacco
products. In view of the very large number of people who went to watch, he was sure that
sales of that brand must have increased. He appealed for the help of the Secretariat in
producing something more specific than was suggested under paragraph 2(1) of the draft
resolution, to discourage the promotion by the developed countries of tobacco consumption in
the developing countries.

Professor REID (United Kingdom of Great Britain and Northern Ireland) said that his
delegation had also welcomed the opportunity of co- sponsoring the draft resolution.

The problem of smoking was not new to the Health Assembly but it had to be kept under
constant review for two reasons.

First, there were the changing epidemiological patterns of such smoking -related diseases
as lung cancer in different countries, together with changing levels of tobacco consumption in
those countries and in individual sectors of their population. He had welcomed by reference
by the delegate of New Zealand to the scientific work carried out in the United Kingdom on
the smoking habits of British doctors, who had taken their own advice; the statistical

results had been published and pointed clearly to the causal relationship between smoking and
a variety of diseases.

Secondly, there were the activities of the tobacco industry, often multinational in
nature. The primary aim of WHO was to secure the health of the world's population; that of
the tobacco industry was different. He particularly welcomed the reference in the third
preambular paragraph of the draft resolution to the subtle, or sometimes even blatant, use
of sporting and cultural events by tobacco companies for very effective sales promotion
purposes. Health administrations of individual countries would be well advised to consider
what could be done to counteract those insidious forms of advertising. He expressed great
sympathy with views of the delegate of the Gambia on that point, as also on the need for
setting a good example at WHO meetings.

Referring to paragraph 2(4) of the draft resolution he asked that the Director- General's
progress report should include an account of the position of FAO and the degree of success
that the Organization had had in influencing FAO in the appropriate direction.

He accepted the amendments proposed, and expressed the hope that the draft resolution
could be approved by consensus since WHO had given a clear lead on the subject for many
years.

Dr HASSOUN (Iraq) said that a high -level committee, of which he was a member, was
studying the effects of smoking in Iraq. That committee had had health education against
smoking included in all school syllabuses, the subject being particularly stressed in
primary schools and the lower classes of secondary schools. The health hazards of smoking
were also covered in the health education material utilized by the mass media. Currently
efforts were being made to ban smoking in health institutions, in order to give the right
example to the population.

His delegation therefore fully supported the draft resolution as amended and wished to
be included among the co- sponsors.

Mr KANEDA (Japan) said that the health hazards of smoking were fully appreciated by
his Government, which had taken a number of measures including the prohibition by law of
smoking by minors.
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In connexion with paragraph 1(2), he stressed that the measures taken by Member States

would have to differ from country to country, according to local circumstances. In Japan,

the production and sale of cigarettes was the monopoly of a corporation which depended on the
Government for all its funds and so came under direct government control.

His Government would continue to take appropriate measures as advised by the Organization,

and his delegation would support the draft resolution.

Professor SENAULT (France) said that the older members of the delegations present would

recall the heated debates that had followed the proposal of Sir George Godber and others
aimed at prohibition of smoking and dealing with the health hazards of tobacco. Some progress
had since been made for, although a number of delegates still smoked during the coffee breaks,
smoking was prohibited at all WHO meetings. Attitudes were, indeed, changing towards all
forms of tobacco -smoking. Thus, at the instigation of Madame Veil, the Minister of Health,
the French Government had taken special legislative and educational measures to curtail
tobacco consumption. However, since laws, though useful, could always be evaded, efforts
should be concentrated on educative action, and such action should be aimed particularly at
the young.

With regard to the draft resolution, to which he had no objection, he would merely
propose an editorial amendment to operative paragraph 1(1) of the French text, to avoid
repetition. He also asked the Organization to consider publishing the legislation of various
Member States concerning the control of tobacco consumption, so as to provide elements of
comparison which might help other Member States to improve their own legislation.

Dr LEPPO (Finland) said that his delegation was pleased to act as a co- sponsor of the
draft resolution, since smoking- related disease was a major public health problem in Finland,
where mortality from coronary heart disease was the highest in Europe and mortality from lung
cancer was second only to that of England and Scotland. The Government had a comprehensive
smoking control policy comprising: (1) health education; (2) various restrictions on the
tobacco trade and industry and on smokers; (3) price control; and (4) support of research
and development.

Since the policy had called for new legislation, Parliament had in 1976 passed an Act
providing for measures to reduce smoking, for part of the revenue from tobacco tax to be set
aside for health education, for intensification of research, and for evaluation of programme
activities. All advertising and sales promotion of tobacco had been totally banned, and
smoking was forbidden in public places and on public transport. As a result of the new
policy, tobacco consumption was on the decrease.

Various WHO reports and resolutions on smoking, and in particular the 1975 report of the
ExpertCommittee,l had been very useful in the planning and implementation of that policy.

The Finnish delegation fully supported the draft resolution as amended by New Zealand, Ghana
and Denmark, especially as it stressed restriction of publicity. Such restriction was very
necessary since, with the saturation or actual shrinkage of the markets of industrialized
countries, the tobacco industry had aggressively stepped up its sales promotion in developing

countries.

Dr CABRAL (Mozambique) said that the draft resolution contained a series of very
realistic measures to be taken by Member States. Mozambique, though a tobacco -producing

country, had banned publicity for smoking and tobacco and levied a very heavy tax on tobacco.
Following WHO's recommendations, it had also banned smoking in meetings and public places and

on public transport.
The Mozambique delegation shared both the Gambian delegate's concern at the shortcomings

of health education and the French delegate's view that antitobacco health education must be

aimed principally at young people. Thus Mozambique intended to direct its 1979 anti - smoking

campaign towards schools and the younger generation in general, for it was sceptical of the

effects of such a campaign on adults.

Professor SULIANTI SAROSO (Indonesia) said that her delegation supported all measures,
including curtailment of smoking, that would prevent disease. But who exactly was meant by

1 WHO Technical Report Series, No. 568, 1975.
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the "Member State" in the draft resolution: the Minister of Health (who was not usually the
most influential member of the Cabinet), or the Government as a whole?

Resolution WHA24.48 requested the Director -General to continue to cooperate with the
United Nations, the specialized agencies and nongovernmental organizations in fostering

awareness of the health hazards of smoking, etc., and to draw the attention of FAO to the
necessity of undertaking a study on crop diversification in tobacco -growing areas in view of
the expected decrease in tobacco consumption. She wondered whether any such studies had been
undertaken and what progress had been made in contacts with FAO. Although Indonesia was a
tobacco -growing country, it wished to cooperate in reducing tobacco -smoking. However, it had
to find alternative crops for its farmers to grow and therefore needed guidance as to how it
could cooperate without hurting them. She therefore proposed the addition of a fourth
subparagraph under operative paragraph 1, reading: "to seek economically sound alternative

undertakings to replace tobacco growing and processing, where appropriate "; and the addition
of the words: "including studying possibilities for crop diversification in tobacco -growing
areas" at the end of operative paragraph 2(2).

Dr BRYANT (United States of America) said that some of the measures called for in the
draft resolution went beyond the limits of the present policy of the Government of the United States

of America and even of its Constitution. Thus support of the resolution should not be taken
to mean that changes would rapidly occur in its policies.

Since the United States delegation could not agree that there was "indisputable
scientific evidence" showing that tobacco - smoking had harmful effects on persons involuntarily

exposed to tobacco smoke, it proposed that the words "also has" in the second preambular
paragraph be changed to "may have ",

Dr MARKIDES (Cyprus) said that, although Cyprus was a tobacco -growing country and that
tobacco was one of its main sources of income, it was co- sponsoring the draft resolution for
the simple reason that it valued the health of its population - and especially that of the
younger generation - more than its revenue from tobacco. It had already launched an
extensive campaign to reduce smoking through health education, particularly in schools, and
was planning to introduce a law prohibiting advertising of cigarettes and tobacco on radio and
television.

Professor OZTURK (Turkey) said that his delegation would like to co- sponsor the draft
resolution, which effectively justified the need for a campaign against tobacco consumption.
However, the draft resolution gave the impression that the solution to the problem lay in
adequate education, restrictive legislation and prohibition of advertising: it took no
account of the fact that very little was known about the origin and causes of the precocious
and almost universal craving to smoke. The Turkish delegation therefore felt that there
should be a fifth subparagraph under operative paragraph 2, reading: "to encourage research
as to the causes of tobacco - smoking ".

Dr JOSHI (Nepal), in illustrating the difficulty of stopping smoking, mentioned the case
of a patient with a smoker's cough who instead of stopping had merely switched from smoking
cigarettes to smoking cannabis. His delegation would like to co- sponsor the draft resolution.

The SECRETARY read out the proposed amendments to the draft resolution.

The CHAIRMAN asked whether the delegate of Saudi Arabia agreed to the amendments proposed.

Dr AL- SUGAIR (Saudi Arabia) thanked the delegates who had added positive and constructive

amendments to the draft resolution, noting that those amendments demonstrated the interest
Member States had in the matter and particularly emphasized the hazards that threatened young
people.

Referring to the comments of the Indonesian delegate, he drew attention to the fact that
operative paragraph 3(6) of resolution WHA29.55 (referred to in the first preambular paragraph
of the draft resolution) requested the Director -General to continue, in cooperation with the
United Nations, the specialized agencies and nongovernmental organizations, to make all efforts
deemed necessary to reduce smoking, and to work out with FAO and the United Nations a joint
strategy for crop diversification in tobacco -growing areas, with a view to avoiding the
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economic effects of reducing tobacco consumption for public health reasons. His delegation
had no objection to the other amendments proposed, provided the other co- sponsors and the
Committee agreed to them.

Dr LEPPO (Finland) saw no reason to change the words "also has" to "may have" in the
second preambular paragraph, as proposed by the United States delegation - not only because
the same words had been used in the previous resolution passed by the Health Assembly, but also
because it was quite indisputable that smoking had harmful effects on persons involuntarily
exposed e.g., persons suffering from bronchial asthma or lung disease, etc. He therefore
wished the original words to be maintained.

Dr MASIRONI (Cardiovascular Diseases) replying to the question by the delegate of
Indonesia regarding the implementation of resolution WHA24.48, said that progress had been
made. The matter of contact with FAO and the United Nations had been brought up at several
Health Assemblies. Although the process had been slow, contact had finally been established
and plans had been made for joint consultations in specific countries still to be selected,
and for a feasibility study on crop diversification. WHO had written to FAO a few months
earlier concerning implementation of the preliminary agreement on such joint consultations.

The CHAIRMAN asked if the United States delegation would be prepared to withdraw its
amendment.

Dr BRYANT (United States of America) said that, while he appreciated the Finnish
delegate's comment and would agree that tobacco smoke could be harmful to persons suffering
from bronchial diseases, he felt that there was no conclusive evidence of its harmful effect
on the general public. However, he would not insist on his amendment.

Decision: The draft resolution, as amended, was approved.1

4. CONTROL OF SEXUALLY TRANSMITTED DISEASES AND CONTROL OF ENDEMIC

TREPONEMATOSES Agenda, 2.6.11

The Committee had before it a draft resolution proposed by the delegations of Belgium,
Benin, Botswana, France, Italy, Senegal, Sierra Leone, Sweden, United Kingdom of Great Britain
and Northern Ireland and United Republic of Tanzania. It read:

The Thirty -first World Health Assembly,
Having examined the Director -General's report on the control of sexually transmitted

diseases, submitted in accordance with resolution WHA28.58;
Noting that the prevalence of sexually transmitted diseases has reached high levels,

causing concern in many countries throughout the world, and that recent reports indicate

a significant increase in syphilis in some countries and in gonorrhoea and nongonococcal

urethritis in many countries;
Aware that such diseases are serious both for the individual and for the community,

on account of the complications to which they give rise, their frequent congenital or

perinatal transmission, their responsibility for infertility and their socioeconomic

consequences;
Bearing in mind the need for appropriate and energetic countermeasures;
Recognizing that the present situation is mainly due to inadequate application of

known surveillance and control techniques and inadequate appreciation of educational and

social approaches rather than to the inadequacy of the knowledge available;

1. INVITES governments:
(1) to assess the scope and magnitude of this health and socioeconomic problem

in order to formulate and implement, as part of the national health programme, a

realistic and adequately funded control programme for sexually transmitted diseases,

including appropriate social, educational as well as public health components;

1 Transmitted to the Health Assembly in the Committee's sixth report and adopted as

WHA31.56.
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(2) to ensure the education of the community as a whole, and adolescents in
particular, on this subject and to mobilize their active involvement in dealing with
the problem;

(3) to establish effective standardized treatment schedules and to control the
misuse of antibiotics with a view to preventing the development of bacterial
resistance to drugs;

2. REQUESTS the Director -General:

(1) to draw up, disseminate, and up -date as required, guidelines on the control
of sexually transmitted diseases, in close cooperation with Member States;
(2) to foster technical cooperation among Member States themselves for the control
of sexually transmitted diseases and to examine ways and means of controlling more
effectively their international spread;
(3) to stimulate and support activities and research leading to the development
of more effective and economical methods of prevention, control, diagnosis and
treatment that are suitable for use in primary health care, with the support of
other levels of the health system;

(4) to cooperate with Member States in the provision of basic and advanced
training for the control of sexually transmitted diseases;
(5) to collaborate with social and educational intergovernmental and nongovern-
mental organizations in combating the spread of these diseases;
(6) to continue his endeavours to obtain extrabudgetary funds from sources within
the United Nations system and from other international or private agencies in order
to support the Organization and governments in planning, programming, conducting
and evaluating control programmes.

Dr ZAHRA (Director, Division of Communicable Diseases) recalled that in 1975 the
Twenty- eighth World Health Assembly had had fruitful Technical Discussions on: "Social and
health aspects of sexuallytransmitted diseases: need for a better approach ". It had sub-
sequently passed resolution WHA28.58 and called on the Organization to continue to focus its
programmes on those sexually transmitted diseases for which effective control methodologies
existed and to promote research and transfer of technology relevant to their prevention and
control. The report under consideration reviewed the present situation and described the
general strategy pursued by WHO in developing an effective programme of work for the control
of those diseases.

In the period since 1975, the Organization had been concerned at the increasing prevalence
of nongonococcal urethritis and cervicitis caused by chlamydial infections, which in some
cases appeared to be more frequent than gonococcal urethritis and to cause not only pelvic
inflammatory disease but also, by perinatal transfer, conjunctivitis and bronchopneumonia in
the newborn. It was also concerned at the disturbing recrudescence of early syphilis in a
number of countries in different parts of the world,which might be due to the reluctance of
physicians to use penicillin for the initial treatment of gonorrhoea, despite the fact that
penicillin, when given in the appropriate dosage, would also cure simultaneously acquired
syphilis. It was also concerned at the increasing prevalence of gonorrhoea; at the high
proportion of cases of gonorrhoea that showed no symptoms but continued to function as sources
of infection; and at the emergence of gonococcal strains totally resistant to penicillin
therapy.

A pattern of spread of drug resistant strains had been noted, which had again pointed to
migratory groups as important sources of the introduction of new strains and diseases into a

community. However, the diagnostic and treatment facilities provided for those groups were

usually of inferior quality. That was a problem which was not receiving the necessary

attention in many countries.
Such developments should be seen against a background of behavioural, social and medical

factors, e.g. unawareness of the seriousness of the situation, indiscriminate use of anti-
biotics, and the resulting establishment and spread of gonococcal resistant strains.
Nevertheless, effective measures existed for the control of sexually transmitted diseases,
and there were examples of countries that had applied control measures with success and
consequent reduction in prevalence of the diseases.

The report before the meeting described the Organization's role in keeping health
authorities informed of the gravity of the social and health problems connected with sexually

transmitted diseases. It outlined the programme of technical cooperation in the matter,

which was based on developing a multidisciplinary control programme focusing on:
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(1) continuing education and training of health personnel in preventive and control measures;
(2) promotion of integrated control measures through health and other social services, with
information and education of the public; (3) promotion of research leading to improved
diagnosis, treatment, and specific prevention. In particular, the programme of training in
methods for the control of sexually transmitted diseases had been intensified in all the
regions by the organization of practical workshops and by improved teaching methods and aids.
Every effort was being made to foster the development of national and regional training
centres, in order to amplify the required training programmes. The provision of consultative
services and of technical documentation and information, described in the report, was
expected to help reinforce the impact of the programme. Research was being directed primarily
towards the development of practical diagnostic and control tools, including the possibility
of immunoprophylaxis. In view of the immediate need to extend control activities to rural
populations, research was being encouraged in some countries to test simplified control methods
that could be carried out by auxiliary health personnel with the cooperation of the community.

In conclusion, the report appealed to Member States to pay more urgent attention to the
serious problem constituted by sexually transmitted diseases and their serious social and

health consequences by building up meaningful national control activities and by supporting
national, international and nongovernmental cooperation to help reverse the prevailing
unsatisfactory situation.

Dr SANKARAN (India) said that, as in many other countries, sexually transmitted diseases

were on the increase in India. A number of sample surveys for syphilis of selected popula-

tion groups had found reactive sera in about 5 -10% of subjects. There had, however, been a

downward trend in the incidence of congenital syphilis, thanks to prenatal screening. The

incidence of gonorrhoea was next in magnitude to that of syphilis. Lymphogranuloma venereum

was still prevalent, especially in southern India, though a marginal decrease in the incidence

of soft chancre had been observed.
The factors responsible for increased infection in developing countries included

industrialization, urbanization, and a lack of awareness of the problems of the sexually

transmitted diseases on the part of the younger age groups. Case studies, contact tracing

and health education were all being encouraged, especially in clinics which had been established

even at the primary health centres.
India had excellent institutes for sexually transmitted diseases, which provided both

undergraduate and postgraduate training. Training had also been given to paramedical staff

during the last ten years. The Indian delegation welcomed the documents and other material

distributed by the Division of Communicable Diseases. It had been suggested that the Inter-

national Airport Health Authority should set up treatment units for the sexually transmitted

diseases at all Indian airports. Collaborative research would be of great value to India,

which would welcome any international or regional programme on those diseases, and would also

be glad to make its centres available to the developing countries for training purposes.

Dr TOTTIE (Sweden) said that, after having been involved in WHO's programme in this area

for over 30 years, he was interested to see from the report before the meeting what measures

could be taken and what their effects were. Health authorities in many countries had once

thought that the problem of venereal diseases had been practically solved by antibiotics.

However, the known rates of syphilis and gonorrhoea were rising in many countries, and doctors

were faced with gonococcal strains that were difficult to treat. Those strains were also

found in Sweden, but had been checked before they had given rise to an epidemic. Nevertheless,

intensified vigilance was called for.
With regard to health education, and with a view to decreasing the demand for legal

abortion, Sweden had organized intensive courses on the small island of Gotland. The approach

had been "sex and living together" rather than "sex and sleeping together ".
Venereal diseases had now moved into the group of sexually transmitted diseases, which

affected over 30% of the persons treated in out -patient departments in Sweden and were often

very difficult to diagnose and cure. Moreover, the medical profession's knowledge of them

was limited. The Swedish delegation therefore urged WHO to intensify its action, in colla-

boration with Member States, and hoped that the Committee would approve the draft resolution.

Professor SOPRUNOV (Union of Soviet Socialist Republics) expressed satisfaction with the

report on the whole, and certainly agreed with many of the proposals made in it, though he

thought that it did not give an adequate picture of the situation in individual countries or
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groups of countries. In countries where the social structure was such as to allow effective
control measures to be instituted, sexually transmitted diseases had shown a tendency to
decrease - for example, Poland. At the same time, in several highly developed countries
there had been an increase in the number of cases of gonorrhoea and other venereal diseases
during the last 10 -15 years - clearly the result of various social and economic factors,
including a deterioration in the material situation of part of the population, an increase in
prostitution, a decline in morality, and the return of large army contingents from abroad.
It was incorrect to suggest that in general governments underestimated the importance of
sexually transmitted diseases; he therefore proposed that the second preambular paragraph be
amended to read:

"Noting that the prevalence of sexually transmitted diseases has in many
countries reached high levels causing concern throughout the world . . . ".

At the same time, the whole question could not be reduced to psychosocial and economic
factors. An increase in morbidity was a reflection of the ineffectiveness of the health
system and of the fact that insufficient emphasis was given to social and preventive aspects.
He proposed the insertion of the words "in many countries" after "inadequate application" in
the last preambular paragraph; and suggested that the order of the last two preambular para-
graphs be reversed. The new last preambular paragraph should be amended to read: "Bearing

in mind the need for appropriate and energetic preventive and curative measures ".
The programme outlined in the report did not indicate sufficiently clear guidelines for

action at the national and regional levels within defined time -limits. He asked whether it
would not be possible for WHO - apart from disseminating information, providing consultants,
and organizing courses - to take an active part in establishing and coordinating national
programmes and provide material assistance for countries which had inadequately developed
health services and could not hope to solve the problem rapidly with the means at their

disposal.
The spread of sexually transmitted diseases was a matter for concern to everyone. It

was not enough to say that they constituted a worldwide problem and to call for international
solidarity and cooperation: what was needed was an assurance that effective preventive and
curative programmes would be implemented in all countries, under WHO's general guidance.

Professor RENGER (German Democratic Republic) said that among the sexually transmitted
agents the report should have mentioned virus B hepatitis, the sexual transmission of which
had been proved.

A new problem in the control of gonorrhoea was resistance to penicillin, which had
arisen in a limited number of strains only, so that a fundamental change in the treatment
of the disease had not been necessary so far. Random tests of gonococcal sensitivity to
penicillin were needed: investigations in the German Democratic Republic had shown reduced
sensitivity in some 407. of cases, and systematic sensitivity tests should be carried out in
other countries wherever feasible. He therefore proposed the deletion of the word "and"
in operative paragraph 2(2) immediately after the words "sexually transmitted diseases ";
and the addition, after "international spread" of the words: "and to report at intervals on
observations concerning the sensitivity of strains ".

Appropriate sex education of young people was most important. Thus the taboos con-
cerning discussion of normal sexual behaviour, which still prevailed among certain groups of
the population, needed to be overcome by involving teachers and psychologists, in addition
to physicians, in the control programme of sexually transmitted diseases.

Dr MARTIN (France) said that the report was well documented and rationally constructed.
It gave a detailed analysis of the situation in various countries, indicated the obstacles
to be overcome, and proposed solutions. With the data provided, every country would be able
to analyse its own situation, taking into account the social and economic factors. National
and international policies could thus be formulated and the most appropriate treatment
methods adopted. The report would be very helpful in updating methods for the prevention
and cure of sexually transmissible diseases. Information techniques and education of the
public, particularly young people, should occupy an important place in the control of such
diseases.

Dr SAMBA (Gambia) said that, though he did not doubt the truth of the statement made in
the summary of the report - that "effective measures for the control of sexually trans-
mitted diseases are already available and have been applied with success in some countries,
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with a consequent reduction in prevalence" - further clarification by the Secretariat would
be desirable. In the Gambia, the opposite was true - indeed, the incidence of those diseases

was alarming. Though syphilis was on the decline, gonorrhoea and nongonococcal urethritis,

especially in the young, were increasing. The causes of that increase were discussed in the
document; but a particularly important causative factor had been identified in the Gambia,

namely family planning. Gone were the days when the fear of an unwanted pregnancy deterred

young people from indulging in sexual escapades. The easy availability of the pill, the

loop, and abortion, as well as the sweeping aside of moral and religious principles had, as
it were, flung open the flood -gates. The grave results included an increase in pelvic

infections, the infertility rate of almost 40% seen in some clinics, increased morbidity and
mortality from ectopic pregnancies, and an increase in urethral stricture in males, especially

those in the late twenties and early thirties. Such cases occupied many beds in chronic

surgical wards. WHO's programme of technical cooperation in that field was therefore welcome.

As many developing countries battled to control and reverse vectorborne diseases, the
so- called "social" diseases, such as the sexually transmitted diseases, cigarette- smoking,
and alcoholism, were increasing. The common denominator for all of them was the bankruptcy
of "civilized" social norms. If any impact was to be made on those diseases, a hard look
needed to be taken at modern social standards.

Dr PARMALA (Finland) said that, before 1978 ,- lactamase- producing gonococci had not
been identified in Finland, but in the first three months of the year about 15 new cases of
so- called "super- gonorrhoea" - caused by those organisms - had been observed. Provision
should be made for verifying all new cases in a central laboratory. He asked whether WHO
intended to establish a reference laboratory in the European Region for /_ lactamase-
producing gonococci, to which national laboratories could send the gonococci isolated for
identification. In Finland there was no trachoma, so that laboratory workers had little
experience in the diagnosis of chlamydial infections. He wondered whether WHO planned to
arrange a course in such diagnosis for laboratory workers.

Dr HASSOUN (Iraq) said that sexually transmitted diseases were a major health problem

especially in countries undergoing urbanization and industrialization. In Iraq, owing to
social causes and taboos, data on the problem were incomplete, but it was believed that the
number of cases of gonorrhoea had doubled in the past two years. Furthermore, fertility
clinics had noticed an increased incidence of sterility in males and females owing to
gonorrhoea, often with gonococcal resistance to penicillin. Syphilis had not shown a similar
increase however: as had been observed in the Gambia, and contrary to what was happening in
India, the number of cases in Iraq had declined greatly during the past two years.

Iraq supported the Director -General's efforts in that field, and would sponsor any draft

resolutions that might further them.

The CHAIRMAN announced that the delegation of Trinidad and Tobago had expressed the wish

to be a co- sponsor of the draft resolution.

Dr HIDDLESTONE (New Zealand) expressed his country's appreciation of WHO's continued
activities in the field under discussion, following the Technical Discussions held on the

subject. He supported the draft resolution, and asked to be included among its co- sponsors.

A useful development in New Zealand's programme in that area - with particular reference

to young people - had been the institution of an automatic telephone reply system throughout

the country. The telephone number of the service was widely advertised; and when the number
was dialled, a short tape- recording was played, giving the symptoms of the more common sexually
transmitted diseases and encouraging people to visit their local clinic for a check -up. The
value of the service had exceeded expectations and had led many people to seek advice.

Dr HOUÉNASSOU- HOUANGBE (Togo) said that the obstacles in the way of effective control
of sexually transmitted diseases included the erroneous beliefs and prejudices about the
causes of those diseases. In addition, some people were shy about reporting the disease,
especially when medical personnel made fun of them. Such people often resorted to self -
medication, which was a cause of resistance to penicillin. It was difficult to trace the
original source of infection and, hence, to treat the patient's partner, especially as that
partner was under no obligation to submit to treatment. Adequate information and education
should be given at community level. A clear and simple explanation of the causes and
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possible complications of sexually transmitted diseases would help to control those diseases
more effectively.

He proposed that the third preambular paragraph of the draft resolution be amended to

read:

"Aware that such diseases are serious both for the individual and for the community
on account of the complications to which they may give rise, their frequent congenital or
perinatal transmission, their possible responsibility for infertility and their
socioeconomic consequences."

And he proposed that operative paragraph 1(2) should begin: "to stress particularly the
education of the community as a whole and especially adolescents . . . ".

Dr BULLA (Romania) supported the draft resolution and asked to be included among its
co- sponsors.

There was considerable evidence of how important sexually transmitted diseases were - from
both the epidemiological and economic points of view - in many parts of the world, including
his own country. Yet the means for controlling those diseases might be considered as ideal,
since single -dose therapy was effective and the cost of such therapy was low (less than US$ 2
per dose). In contrast, 1 -3 years' treatment was needed for tuberculosis and leprosy, and

the so- called "short- course" regimen of 6 months for tuberculosis had been considered an
epoch- making event. Despite the effective therapy available against sexually transmitted
diseases, its failure began at the stage where available knowledge was applied: appropriate
training for peripheral health workers was inadequate, cooperation and community participation
were lacking, and a considerable proportion of the infectious sources went undiscovered.

He proposed that the words "including appropriate recording and reporting mechanisms" be
added to operative paragraph 2(1) of the draft resolution.

The upward trend of gonococcal resistance to drugs reflected the indiscriminate use of
antibiotics, mainly for minor ailments, and posed serious problems worthy of inclusion on the
agenda of the global and regional advisory committees on medical research. Even effective
single -dose therapy was insufficient for the successful control of a disease: the

epidemiological, immunoprophylactic, and managerial aspects, as well as community involvement,
had to be borne in mind. The global Advisory Committee on Medical Research had an important
role to play in harmonizing the various research strategies and priorities, which were
frequently established in isolation from each other.

Dr WADE (Senegal) said that in his country a recrudescence of sexually transmitted
diseases had been noted during the last few years, attributable to a slackening of control
programmes because of unfounded optimism. With the aid of WHO, a survey had been carried
out on a fairly large sample, comprising slightly more than a third of the population (about
2 million persons). Subsequently, about two years ago, the control programme had been made

more effective, with the help of WHO and an institute sponsored by a pharmaceutical

manufacturer. In a few weeks' time, the fourth and fifth control centres would be opened.
They would include meeting halls and information services in addition to the technical units.

He supported the programme proposed by the Director -General and hoped it could be
intensified.

Dr HOPKINS (United States of America) said his delegation had reviewed the report
carefully and had obtained comments from specialists in the United States Public Health
Service. They agreed that all the objectives listed for the control of sexually transmitted
diseases were appropriate. However, since the resources to implement the programme would
undoubtedly be limited, priorities would need to be established. He believed the foremost
priority should be training, since that was the most effective way of assisting control
efforts at local level. The training should be aimed at providing key health personnel with
expertise in the epidemiology of sexually transmitted diseases, in the application of control
strategies, and in clinical and laboratory skills. The development of diagnostic capabilities
and of low -cost but effective treatment options were other important priorities.

He fully supported the draft resolution.

Dr Y00 (Republic of Korea) said that his Government was at present carrying out a
nationwide programme, in full collaboration with WHO, to provide care for every venereal
disease patient free of charge, whenever a request for treatment was made. Complete privacy
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was guaranteed. The programme was now being incorporated into the primary health service
through the education of community health workers.

His delegation recognized the tremendously harmful socioeconomic effects of sexually
transmitted diseases and fully supported the draft resolution, of which it wished to be a
co- sponsor.

Dr ZAHRA (Director, Division of Communicable Diseases) said that the discussion had
highlighted the urgency of a more comprehensive and dynamic programme against the sexually
transmitted diseases. The problem was a very complex one when seen against the background of
behavioural and social factors on the one hand and medical factors on the other. Control

programmes were also greatly handicapped by the gross under -reporting of cases. As the

delegate of the United States of America had pointed out, much higher dividends would be
obtained by focusing attention on priorities. He noted some of the specific questions that
had been raised and asked the Chief, Bacterial and Venereal Infections, to reply to them.

Dr CAUSSE (Bacterial and Venereal Infections)said that several delegates had referred to
the appearance during the last two years of strains of gonococci producing ,8- lactamase, an
enzyme that destroyed penicillin and rendered that antibiotic totally ineffective. As soon
as the resistant strains appeared, WHO, in agreement with other research centres throughout
the world, had immediately initiated a worldwide study of the question, including the pattern
of spread. Unfortunately, penicillin was not the only antibiotic to which gonococci were
developing resistance and several delegates had asked questions about other forms of resistance.
An attempt was being made to overcome the problem by worldwide surveillance of gonococcal
resistance patterns; it involved WHO collaborating centres and other national laboratories,
and the establishment of effective treatment schedules by national health administrations.

With regard to the proposed studies on chlamydiae, which caused urethritis and cervi-
citis, WHO was going to organize, before the end of the year, a scientific group that would
consider what steps should be taken. Of extreme importance were the complications caused by
untreated sexually transmitted diseases, which cost the community and the individuals concerned
large sums of money.

Dr TOTTIE (Sweden), speaking on behalf of the co- sponsors of the draft resolution, said
that he had no objection to the proposed introduction of the words "in many countries" in the
second preambular paragraph, or of the insertion of the word "may" before "give rise" in the
third preambular paragraph. However, he was not happy about the suggestion that, in the same
paragraph, the word "possible" should be inserted before "responsibility for infertility ",
because there could be no doubt that sexually transmitted diseases could cause infertility.

Professor REID (United Kingdom of Great Britain and Northern Ireland) suggested that the
words "their responsibility for infertility" be replaced by "their contribution towards the
causation of infertility ".

It was so agreed.

Dr TOTTIE (Sweden) said that in the fourth preambular paragraph the delegate of the USSR
had suggested changing "energetic counter -measures" to "energetic preventive and curative
measures ". He was not happy about using the adjective "energetic" to describe curative
measures and therefore suggested that the word "energetic" should be dropped.

It was so agreed.

Dr TOTTIE (Sweden) said that he had no objection to reversing the order of the last two
preambular paragraphs; to inserting the words "in many countries" in the second preambular

paragraph; nor to the amendment proposed by the delegate of Togo to paragraph 1(2). He was

not happy, however, about the suggested addition to operative paragraph 2(1), since the

drawing -up of an appropriate reporting and recording system was a very complicated issue. He

asked whether the Secretariat could really accept a suggestion going into such detail.
Finally, he thought that the suggestion to add to operative paragraph 2(2) the phrase "and to
provide at appropriate intervals information concerning sensitivity of strains" was a very

valuable one.
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Decision:

(1) The amendments were adopted.

(2) The draft resolution, as amended, was approved.
1

The CHAIRMAN drew attention to a draft resolution on the control of endemic
treponematoses, proposed by the delegations of Benin, France, Gambia, Ghana, Ivory Coast,
Nigeria, Senegal, Sierra Leone, United Kingdom of Great Britain and Northern Ireland,
United Republic of Cameroon, United States of America, and Upper Volta. It read:

The Thirty -first World Health Assembly,

Recognizing that the endemic treponematoses in general and yaws in particular
are resurging as serious public health problems, especially in parts of the world
where the diseases were once controlled by Member States in cooperation with WHO and
UNICEF;

Recognizing the grave consequences, especially for children, of the deteriorating
epidemiological situation in a number of countries;

Conscious of the seriousness of the present situation and the danger of further
extension and entrenchment of the diseases;

Emphasizing the urgent need for prompt and vigorous action to control the diseases;

1. REQUESTS Member States:
(1) to formulate and implement integrated treponematoses control programmes, with
particular emphasis on active surveillance so as to interrupt transmission of the
diseases at the earliest possible time in the areas where they are still endemic
and to prevent recurrence of the diseases in areas from which they have been
eliminated or have never been endemic;
(2) to report regularly to WHO on the current epidemiological situation of endemic
treponematoses;

2. REQUESTS the Director -General:
(1) to encourage the national and international surveillance of these diseases;
(2) to cooperate with Member States, on the request of the governments concerned,
in the planning, implementation and evaluation of control programmes;
(3) to try to obtain from various sources within the United Nations system, as
well as from governmental and private organizations, extrabudgetary resources for
the implementation of control programmes;
(4) to report on this matter in the biennial reports to the World Health Assembly.

Dr BEAUSOLEIL (Ghana), introducing the draft resolution, said there had been a time when
the endemic treponematoses, yaws in particular, had constituted a scourge in many African
countries. With the advent of penicillin, particularly with the development of penicillin
aluminium monostearate, the situation had changed dramatically: with one dose of the drug
it became possible to treat the disease successfully. Mass campaigns had been mounted, with
the assistance of WHO and UNICEF, and yaws had virtually disappeared from countries where it
had been endemic. Unfortunately, yaws had re- emerged as a disease of public health significance
and there was currently a serious threat of its becoming entrenched once more and even
spreading to new areas. The reasons were that no attempt had been made to establish effective
and permanent surveillance and monitoring of the disease, and no proper steps had been taken
to prevent its reintroduction. The situation was similar for other endemic treponematoses.

Endemic treponematoses, including yaws, were still highly susceptible to penicillin and
their control required only the organization of a programme adapted to each local situation.
While many countries were capable of organizing such a programme, most lacked the means to
provide adequate supplies of penicillin, syringes, needles, transport, etc. The purpose of
the draft resolution was to persuade the governments of affected countries to recognize the
situation and to pursue appropriate policies for control and surveillance activities. It

Transmitted to the Health Assembly in the Committee's sixth report and adopted as
resolution WHA31.57.
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also urged WHO to use its collaborating and coordinating role to mobilize the international
community to provide adequate supplies.

Decision: The draft resolution was approved.1

5. SIXTH REPORT OF COMMITTEE A

The CHAIRMAN said that the draft sixth report of the Committee had not yet been circulated.

She therefore requested the Rapporteur to read out the first page of that report, which listed

the resolutions recommended for adoption.

Dr VALLE (Bolivia), Rapporteur, read out the first page of the draft report.

Decision: The report was adopted (see page 729).

6. CLOSURE

Dr SAMBA (Gambia) expressed his appreciation of the atmosphere that had prevailed

at the Assembly, and of the readiness to understand the problems of the developing countries,
which themselves could make little material contribution. He had been deeply touched at the
many offers of bilateral aid he had received. He could not let the opportunity pass of
voicing, on behalf of his own delegation - and, he thought, of the majority of delegations
from the developing countries - his appreciation of the way in which the meetings had been
conducted, and his gratitude towards the delegations of the developed countries.

Following the customary exchange of courtesies, the CHAIRMAN declared the work of the

Committee completed.

The meeting rose at 12h20.

1 Transmitted to the Health Assembly in the Committee's sixth report and adopted as

resolution WHA31.58.



FIRST MEETING

Wednesday, 10 May 1978, at 10h25

Chairman: Mr M. K. ANWAR (Bangladesh)

1. TRIBUTE TO MR ALDO MORO

The CHAIRMAN said he was sure the Committee would wish to place on record its deep grief
at the recent brutal assassination of Mr Aldo Moro.

2. ELECTION OF VICE -CHAIRMAN AND RAPPORTEUR Agenda, 3.1

The CHAIRMAN, recalling Rule 36 of the Rules of Procedure, drew attention to the third
report of the Committee on Nominations, in which Dr J. -M. Kyelem (Upper Volta) had been
nominated for the office of Vice -Chairman, and Professor A. Benadouda (Algeria) for that of
Rapporteur.

Decision: Dr J. -M. Kyelem and Professor A. Benadouda were elected Vice -Chairman and
Rapporteur, respectively, by acclamation.

3. ORGANIZATION OF WORK

The CHAIRMAN recalled that at its third plenary meeting the Assembly had adopted the
resolution recommended by the Executive Board in its resolution EB61.R3, which was an updating
of the terms of reference of Committees A and B. It had also decided to implement immediately
on an experimental basis the recommendations on the method of work of the Health Assembly made
in resolution EB61.R8, pending their consideration in Committee B. The Assembly had invited
Committee B to consider item 1.8 "Method of work of the Health Assembly and of the Executive
Board" at an early stage, or at least that part of it related to the recommendations for changes

in procedure regarding the withdrawal of candidatures in the annual election of Members
entitled to designate a person to serve on the Board, and procedures for confirming the
credentials of delegates.

Outlining the role of the Executive Board and of its representatives at the Assembly, he
said that in recent years there had been progressive strengthening of the Board's role as an
organ for giving effect to the decisions and policies of the Health Assembly. The Board was
also called on to submit proposals on its own initiative, and to study all questions within its
competence, notably the preparation of a general programme of work for the Organization for
submission to the Health Assembly.

The Board appointed four members to represent it at the Health Assembly, and their role
was to convey to the Assembly the views expressed during consideration of items which needed
to be brought to the attention of the Assembly, and to explain the thinking behind any recommen-
dations made by the Board for the Assembly's consideration. During a debate in the Health
Assembly on those items, Executive Board representatives were free to reply to points raised
whenever they considered that clarification of the Board's position was needed. Statements by
Board representatives, which put forward the views of the Board, were therefore to be
distinguished from statements by delegates expressing the views of their respective governments.

He recalled the Committee's terms of reference, as adopted the previous day in resolution
WHA31.1, and the items on its agenda that it must complete before Committee A could take up
item 2.2.2 (Budget level and Appropriation Resolution for the financial year 1979). Those

were items 3.2 (Review of the financial position of the Organization) with its four subitems,

537
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3.3 (Use of casual income to reduce adverse effects of currency fluctuations on the programme
budget), 3.4 (Documentation and languages of the Health Assembly and the Executive Board),
3.5 (Supplementary budget for 1978), and 3.6 (Scale of assessment) with its three subitems.
He proposed that they be taken first, and in that order.

Dr AL -BAKER (representative of the Executive Board) proposed that item 3.5 be taken before
item 3.4 so that it could be considered in sequence with item 3.3, with which it was related.

It was so agreed.

The CHAIRMAN further proposed that the Committee should meet from 9h30 to 12h00 or
12h30 and from 14h30 to 17h00 or 17h30.

It was so agreed.

4. REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION Agenda, 3.2

Mr FURTH (Assistant Director -General) introducing item 3.2 as a whole, said that the

Financial Report was now presented in a format which should satisfy not only those delegates
interested mainly in the highlights of the year's financial operations, but also those who

demanded detailed supporting data. As decided the previous year, the report was no longer

published in the Official Records series but was presented as an Assembly document,
and the Appendix, which in previous years had contained details of the project costs
of country, intercountry, global and interregional activities, had been eliminated. That
material, which still formed an integral part of the audited financial accounts of the
Organization for 1977, had been produced separately and was available on request.

Taking into account the continuing difficult economic environment, the Organization's
financial position could be considered as relatively sound. However, it had been possible
to maintain it only by sustained efforts to make the best use of financial and staff resources,
as well as of facilities approved by previous Health Assemblies, notably the borrowing
facilities authorized by resolution WHA29.27. Despite the slightly better rate of collection
of contributions in 1977 as compared to 1976, it had again been necessary to meet the very
large year -end cash deficit, after depletion of the Working Capital Fund, by utilizing
facilities for internal borrowing of other available cash resources. It had also been
necessary to utilize the internal borrowing facilities at one stage earlier in 1977. He

pointed out that under agenda item 3.3 the Committee would be considering a related proposal
by the Director -General, which had been endorsed by the Executive Board, concerning the use of
casual income to reduce the adverse effects of currency fluctuations on the programme budget.
That facility, together with the internal borrowing facility already approved, were essential
to the success of the Director -General's continuing efforts to maintain the Organization's
financial stability and to carry out the approved programme.

Highlighting a few significant points in the report, he said that although the rate of
collection of 1977 budgetary contributions had been 92.98% at the end of 1977, it should be
recalled that contributions were due and payable by the first day of the year, and that delays
in payment during and beyond the year in question could present serious obstacles to sound
financial operations. It was thus vital that Members consistently slow or late in payment of
their contributions should make every effort to meet their financial commitments to the
Organization fully and on time.

He was glad to be able to report that the status of collection of annual contributions
as of 30 April was almost as good for the current year as the previous year, due chiefly to
the fact that the largest contributor had finally been able to pay virtually all of its
accumulated arrears. He was hopeful that, now that such a large portion of arrears had been
paid, the balance of the Working Capital Fund would be sufficient, at least in 1978, to meet
any cash deficit that might arise during the year, and that there would be no need to resort
again to internal borrowing.

He drew attention to the information contained in the Financial Report (pages 3 and 4) in
respect of the accounting rates of exchange for the Swiss franc in 1977. That rate had
fluctuated widely through the year, ranging from 2.55 to 2.17 Swiss francs per US dollar. The
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average accounting rate of exchange for the year had been 2.42 Swiss francs per US dollar,
as compared to the budgetary rate of exchange of 2.65 Swiss francs per US dollar. As a result,

the Director -General had had once again to take stringent measures to keep expenditures

within the approved budget. Those measures were described on page 4 of the report. In

view of the continuing decline of the value of the US dollar in relation to the Swiss franc
it would be necessary to continue with those economy measures throughout 1978, even if the
Assembly should approve the supplementary budget recommended by the Executive Board.

The External Auditor's reports for 1975 and 1976 had drawn attention to certain
financial difficulties in the African Region and to problems of financial reporting at that

Regional Office. It would be noted that the External Auditor's report for 1977 showed that
the External Auditor was satisfied with the interim measures taken at regional and headquarters
level to rectify the situation.

He drew attention to the tables entitled "Highlights of the 1977 Financial Operations"

(page 7) and "Integrated International Health Programme - Obligations by Source of Financing"
(page 9). Those tables showed that obligations under all sources of funds amounted to
US$ 282 million, of which US$ 86 million or approximately 30.5 %, were attributable to sources
of funds other than the WHO regular budget, the Pan American Health Organization or the
International Agency for Research on Cancer. While there had again been a substantial
decrease in obligations incurred under the United Nations Development Programme, from
US$ 20.8 million in 1976 to US$ 15.1 million in 1977, it was gratifying to note that obli-
gations incurred under the Voluntary Fund for Health Promotion had increased by approximately
33% from 1976 to 1977, and now represented approximately 11.5% of the integrated health
programme.

He expressed his appreciation of the work of Mr Lindmark, who was now relinquishing his
post as External Auditor to the Organization. Mr Lindmark's services had been of the highest
order and had been extremely useful to the Organization and its Member governments particularly
since he had devoted considerable effort to matters beyond the scope of a purely financial
audit, such as management and evaluation. He also paid tribute to the services of
Mr Lindmark's deputy, Mr Ivarsson, and expressed his regret at his untimely death the previous
year. Mr Ivarsson had been appointed External Auditor for the financial years 1978 and 1979,
and the appointment of his replacement would be considered by the Committee under agenda
item 3.7.

Mr LINDMARK (External Auditor) said the audit he had carried out reflected his oft -
expressed view that modern auditing should include both a financial audit and a management
and /or effectiveness audit, and that a proficient financial audit was the prerequisite and
starting -point for a successful effectiveness audit. Although that philosophy was accepted
by many governmental auditing bodies, it was by no means universally followed. In view of
that fact, he had concentrated his efforts in 1977 mainly on financial auditing and on the
documentation and updating of the auditing programme.

As mentioned in his audit report, he was satisfied with the interim measures concerning
the Regional Office for Africa, undertaken by that office and by headquarters. He also
wished to emphasize the importance of taking further steps to meet the situation in the long
run. It was the responsibility of the Regional Director to provide adequate administration
and finance services, and he had been informed that such measures would be taken.

As for the administrative staff, a reduction was always likely to expose an organization
to new risks. He had accordingly recommended that the Director- General maintain a careful
watch on the level of internal financial controls so as to maintain a sufficient division of
responsibilities and duties among staff assigned to financial and accounting tasks. The possi-
bility of new risks, combined with a decrease in the coverage of internal audit, might have
serious financial implications for the Organization in the long run, although savings might
have been made in the short run. The Secretariat had assured him that both staffing level and
internal financial controls would be kept under close review.

He and his colleagues had found it most enriching to have served WHO, and they had gained
a broadened knowledge of the structure, practices and problems of the United Nations and the

specialized agencies, as well as experience of great value in any future work at the national
level. He expressed his gratitude to the administration for the open and helpful attitude
they had shown, and also thanked the World Health Assembly for the interest with which it had
received his reports.
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Financial report on the accounts of WHO for 1977, report of the
External Auditor, and comments thereon of the Committee of the Executive

Board to Consider Certain Financial Matters prior to the Health Assembly

Agenda, 3.2.1

Dr CHRISTENSEN, Secretary, drew attention to some typographical errors in the Financial

Report. The fourth sentence in the first paragraph in the section on the Regional Office for
Africa in the Introduction should read:

"Over the period 1974 -1977 activities in the African Region financed by the regular budget
or from other sources of funds increased by approximately 40% in financial terms; the
number of WHO representatives increased from 21 to 31; and the payments made through holders
of imprest accounts in various countries of the Region also increased significantly."

Dr BUTERA (representative of the Executive Board), speaking as Chairman of the Committee
of the Executive Board to Consider Certain Financial Matters prior to the Thirty -first World
Health Assembly, introduced its first report.

The Committee had noted that the presentation of the Financial Report had followed the
Board's recommendations in the matter, and that savings had consequently been achieved in res-
pect of distribution and printing costs. The content of the Report had been improved, and the
Committee had considered that the documentation submitted by the Director -General had been
extremely clear and comprehensive. Copies of a separate annex on the costs of projects in
1977 were available in the meeting room.

The Committee had concerned itself with two main points in the Financial Report, namely,
the situation in the Regional Office for Africa and the comments of the External Auditor on the
possible consequences of a reduction in administrative staff, and had received assurances on

both from the representatives of the Director -General.

Dr DE CATRES (United States of America) expressed his delegation's satisfaction with the
new presentation of the Financial Report, which gave an improved overall view of the

Organization's financial situation.

With regard to the Regional Office for Africa, it would appear that both the Assistant
Director -General, Mr Furth, and the External Auditor were satisfied with the position as it now
stood. It seemed likely that the workload in that Region would be increasing faster than
elsewhere in the Organization, and he hoped that the support forthcoming would be adequate from
the administrative viewpoint. As for reductions in administrative staff, his delegation was

concerned with the need to ensure that WHO's programmes should have the requisite administra-
tive support. Finally, he noted that the level of unliquidated obligations showed an increase
for the second subsequent year and that savings in respect of unliquidated obligations showed
an increase; he would welcome some comment from the Secretariat in that connexion.

Mr WIRTH (Federal Republic of Germany) said that it was gratifying to see that the diffi-
culties which had arisen in one particular region, due undoubtedly to the growing volume of
activities, had been settled to the satisfaction of the External Auditor. It would, however,
be of interest to know what steps were being taken to avoid similar difficulties in the future,
especially in view of resolution WHA29.48. The implementation of that resolution might also
give rise to certain risks at headquarters, as pointed out by the External Auditor and as noted
by the Committee of the Executive Board. It was essential to adopt a prudent and conscien-
tious approach to the matter and to avoid any unduly brusque action so that there were no
unfavourable repercussions on the financial and accounting system.

Mr SEABOURN (United Kingdom of Great Britain and Northern Ireland) said that it was evi-
dent from the documentation that an enviably high standard had been set by WHO in matters of
financial control and management, especially since the previous year had been a testing one due
to the radical alteration of the programme and budget, as well as to the fall in the value of
the United States dollar.

At the time of the preparation of the budget, the Director -General had estimated, as
shown on page 67 of Official Records No. 244, that the increase in the budget in 1977 over
1976 would, in real terms, be in the order of 0.21 %. He would be interested to know whether
that estimate had been borne out. In any event, it would probably be fair to claim that WHO
had achieved an increase in productivity, if measured in terms of programmes. It was also
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gratifying to note that there had been a substantial increase in the voluntary funds made
available, which helped the Organization to maintain, and to some extent, expand its programmes.
His own country contributed to a number of programmes, including the one relating to research

on tropical diseases.

He agreed with the point made by the United States delegate regarding unliquidated obliga-
tions, and noted that the full total under that heading had not yet been shown.

It would be of interest to follow more closely expenditure as compared with appropriations
which, at the present time, was reported upon several times yearly. He wondered whether it
might facilitate a clearer appreciation of the situation if a single consolidated collec-

tion of transfers could be presented at the end of each year, which would constitute a saving
and would also make it possible to see better such points as transfers under the Director -

General's and Regional Directors' Development Programmes. The Financial Report as a whole was
an admirable model from the point of view both of content and of method of production. When
further data derived from WHO's information system were included, it might be useful to present
information like the real -terms increase in rounded rather than precise figures. The tables
in the Financial Report appeared to have been taken from computer print -outs; that was a
satisfactory way to provide data.

His delegation wished to express appreciation for the high quality of the work of the
External Auditor. They agreed with the audit philosophy he follows. His delegation had
been saddened to hear of the death of Mr Ivarsson.

He was somewhat concerned at the decrease in the number of staff working on internal
audit, though he was not entirely clear as to the extent to which that was due to the introduc-
tion of computer techniques. He suggested that it would be desirable if information services
as a whole could be looked into again by the External Auditor.

Dr FETISOV (Union of Soviet Socialist Republics) said that, although considerable work had
been done in connexion with the Financial Report, which was practically half the size in its
current presentation, he felt that the report was unduly formal and laconic in character. For
example, while section 6 of the report of the External Auditor stated that he had recommended
minor improvements in the procedures for internal financial control, the Financial Report
contained no reference to the measures taken to implement that recommendation. He, Dr Fetisov,
had noted with satisfaction the measures taken to settle the difficulties which had occurred in
the Regional Office for Africa because of the increasing burden of financial administration.
On the Financial Report generally, he felt that the lack of some quantitative and qualitative
evaluation of future trends was a shortcoming. Furthermore, it would have been desirable to
include additional data on WHO projects in 1977. Although information on individual projects
could be provided in the form of computer cards, that did not appear entirely satisfactory if
delegations wished to have detailed information on a large number of projects. It would
therefore be useful for the Financial Report in future to include some summary tables of
projects, showing new projects, as well as changes in the duration and sources of financing of
projects. That would facilitate an assessment of planning efficiency, as well as of the
positive and negative aspects of individual projects.

Mr FURTH (Assistant Director -General) gave an account of the steps taken in the African
Region to rectify the critical situation which had become apparent as a result of the report of
the External Auditor in respect of 1976. Following discussions between the budget and finan-
cial staff of the Regional Office for Africa and headquarters, the Regional Director had, with
the full support of the Director -General, taken a number of measures halfway through the
previous year. The Regional Director had been able to fill all the vacancies in the budget
and finance unit with qualified individuals by the end of 1977. Moreover, with the assistance
of headquarters staff, accounts and claims had been brought up to date by February 1978. A
review had been made of longer -term staffing in the budget and finance unit of that Regional
Office, as a result of which it had been decided to add three general service posts to
strengthen administrative support. Studies had been initiated to establish the feasibility of
modernizing techniques, including possible computerization. A critical review had also been
undertaken of the budget and finance unit so as to rationalize existing work procedures.
Naturally, the findings of such a review could also be made applicable to other regions. He
believed that an improvement in the situation in respect of the African Region would soon
become apparent, and he was confident that the difficulties which had arisen were unlikely to
recur

Comment had been made with regard to the reduction of staff engaged in administration and
finance activities at headquarters. He assured the Committee that the Director -General was
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fully aware of the potential risks in that regard. However, as a result of the adoption of
resolution WHA29.48, the Director -General had been obliged to effect a reduction in the number

of administrative as well as of technical posts. The decrease would be of the order of 20%

of administrative posts over the period 1978 -1981. The Director -General had taken due note of

the recommendations of the External Auditor with regard to staffing and had indeed the previous
month addressed a letter to the External Auditor, in which he had fully concurred with the view
put by the External Auditor that, despite the necessity to reduce staff in the budgetary,
financial and administrative sectors of WHO, the internal financial controls of the Organiza-

tion should not be lowered below a level which ensured that the Organization's financial trans-
actions were in order, since any staff savings which might result in exposure of the Organiza-
tion to criticism of its financial management would obviously be counter -productive. The

Director -General had gone on to express his intention of making greater use in future of the
Internal Audit unit, with its increasingly useful experience, for the purposes mentioned by the

External Auditor. The Director -General had assured the External Auditor that he would keep

the staffing level of that unit under close review and would carefully watch the level of
internal financial controls in order to maintain a sufficient division of responsibilities and

duties among the staff concerned.

It was essential to bear in mind that the overall budget of WHO would not be reduced by
the shift in the balance of funds towards the regions. Such a transfer would not, moreover,
lead to any proportionate reduction of the workload at headquarters. Accordingly, a detailed
study of that workload, including methodology, had been carried out with a view to rationali-
zing procedures and reducing the scope of a number of recurring activities. The Organization
was also embarking on a further effort to increase mechanization, including computerization;
that related particularly to the administration and finance information system. It was not
anticipated that that would lead to any substantial savings in terms of staff time, but the
staff should be able to take on more work in the future with the utilization of different
techniques. Computerization in budget and,finance work was at its beginnings and there had
naturally been a number of difficulties, but it was hoped to complete the process in the course
of 1978.

It was gratifying that WHO was receiving a substantially increased volume of voluntary
funds. That obviously involved an increased workload in terms of budget and finance support,
and WHO had taken the position that the requisite number of posts for servicing those funds
should also be made available from such extrabudgetary sources; that arrangement would be
maintained in the future.

Two members had referred to the increase in unliquidated obligations under the regular
budget for the current year from approximately $ 19.1 million in 1976 to about $ 22.6 million
in 1977, as well as to the related increase of some $ 500 000 in savings on unliquidated
obligations in 1977 as compared to 1976. Since the feeling had been expressed in the past
that the existence of unliquidated obligations somehow showed that the Organization had not
been able to make use, or at least proper use, of the funds appropriated by the World Health
Assembly, it should be pointed out that an unliquidated obligation was, just like any other
obligation incurred, a commitment involving a liability against the resources of the current
financial period - for example, for personnel services, duty travel, procurement of supplies,
or award of fellowships. The only characteristic of an unliquidated obligation which
distinguished it from other obligations was that the former was an obligation or commitment
against which funds had not yet been disbursed in full. The rate of disbursements for such
outstanding liabilities as fellowship awards, supply purchases, local costs commitments to
governments, contractual service agreements, or research grants was often beyond the control
of the Organization, since the timing of disbursements was largely influenced by the timing of
the delivery of goods and services, the receipt of invoices and claims upon which, after due
verification and certification, settlement of expenses would be processed. As reflected by
Financial Regulation 4.3, it would be too much to expect that disbursement against all
obligations should be completed by the end of the financial period. It might, of course, be
asked why WHO should carry any unliquidated obligations forward at the end of the financial
period, rather than simply surrendering all undisbursed funds and charging such obligations to
a following financial period as and when they became due for payment. Technically that
alternative would be feasible, but with a programme budget such as that of WHO, it seemed
reasonable to reserve the funds against the budget in which they had been programmed, provided
the Director -General had in fact incurred the commitment; charging such commitments against
the following financial period could seriously distort the programme for that period, since no
provision had been programmed for such a carry -over of unliquidated obligations.

In assessing whether an amount of unliquidated obligations should be considered large
or small, it had to be compared with the total amount of obligations incurred during the
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financial period. Thus, in 1977, the $ 22.6 million of unliquidated obligations represented
only 15% of the total regular budget obligations of $ 146.9 million; in other words, funds
had actually been disbursed by year -end against 85% of all regular budget obligations incurred
during the year. While it was true that in 1976 disbursements had represented a slightly
higher percentage - 86% - of all obligations, in 1973, for example, only 84% of all obligations
had been liquidated. On the basis of past experience, unliquidated obligations at year -end

amounting to between 10% and 20% of total obligations incurred during the year were a normal
phenomenon which should not give rise to undue concern.

Perhaps more important than the amount of unliquidated obligations at year -end was the
rate at which those obligations were settled in the following financial period. In that
respect the record of WHO appeared rather good. Thus, of the total regular budget unliquidated
obligations for 1977, an amount of $ 7 million, or 26.2 %, had been paid by 31 March 1978.
Moreover, if account was taken of the fact that unliquidated obligations for 1976 and prior
years, which had stood at $ 22.4 million at year -end 1976, had been reduced by the end of 1977
to $ 4.1 million - of which over $ 3 million related to amounts payable in respect of
fellowships not completed - it was reasonable to expect that by the end of 1978 a reduction of
the same order of magnitude would have been effected with respect to those unliquidated
obligations which were outstanding on 31 December 1977.

Most unliquidated obligations were finally settled by payments; some, however, could or
should not be paid and were eventually surrendered to casual income as savings. Examples of
such savings were cases in which the invoices for project supplies, insurance or shipping were
lower than the amounts originally obligated, or cases in which the claims of governments for
salary or travel subsidies for their nationals were below the level foreseen under local costs
agreements concluded between governments and WHO. While savings on unliquidated obligations
were thus also largely beyond the control of the Organization, an unduly large amount of such
savings year after year might seem to indicate that certain obligations were recorded rather
carelessly. In order to assess whether such savings in a given year were excessive, they had
to be compared with the unliquidated obligations outstanding at the beginning of that year.
Thus, although the savings on unliquidated obligations had increased from $ 1.67 million in

1976 to $ 2.14 million in 1977, in terms of percentages of unliquidated obligations in prior
years they had decreased from 10.3% in 1976 to 9.5% in 1977. While the present trend was
therefore in the right direction, it had to be admitted that savings of 9.5% of unliquidated
obligations still seemed slightly high. Most of those savings were reported from the regions,
and it was apparent that unliquidated obligations needed to be more carefully reviewed during
the year in which they were recorded, so that those unliquidated obligations which had been
overstated or which did not represent firm legal commitments might be partly or entirely
cancelled prior to the closure of the accounts. The Secretariat was now considering how to
reinforce those review processes, both in the regional offices and at headquarters.

A request had been made for information concerning the real increase in the 1977 budget
over that of 1976. The total increase in 1977 had been 5.96,, the smallest in 20 years.
The real programme increase had been 0.21 %, and the cost increase 5.75,. There had been a
gain of 1.08% on the rates of exchange, while the inflationary increase had been 6.83,.

Reference had been made to the difficulty in following transfers between appropriation

sections. Pursuant to the appropriation resolution adopted in 1977, detailed reports on such
transfers were, in fact, submitted to the Executive Board on four different occasions,
although it might be difficult to trace them by the time they were presented in consolidated
form in the Financial Report. It might be preferable to submit only one report on transfers
to be incorporated in the Financial Report and to be considered by the Committee of the
Executive Board to Consider Certain Financial Matters prior to the Health Assembly, and
subsequently by Committee B during the Assembly. In order to do so, however, it would be
necessary to amend the proposed Appropriation Resolution. The United Kingdom delegation might
wish to propose such an amendment in Committee A when the item relating to the proposed
programme budget for 1979 was considered.

The delegate of the Soviet Union had indicated that project costs for individual projects

in 1977 appeared only on computer cards. A document giving detailed project costs was,

however, available in the committee room. That information was now omitted from the
Financial Report in order to save money. With regard to the table referred to by the delegate

of the Soviet Union, it should be borne in mind that in the past the Financial Report, and at

an earlier stage the External Auditor's Report, had contained a table showing the number of
individual projects terminated and of new projects on which work had begun. That table was

no longer produced because several members of Committee B had, at its 1977 session, expressed
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the view that it was outdated. In view of the new programme budgeting procedures at country

level, which would be implemented in the next budgetary cycle, the budget document for
1980 -1981 would no longer contain a detailed breakdown of project costs, because project
details would be negotiated with governments after the budget had been prepared and approved.

The USSR delegate had also referred, in connexion with the External Auditor's Report, to
recommendations concerning certain procedures for the purchase of field project supplies and
equipment, payroll processing, and travel claim accounting. The External Auditor had suggested
that reimbursable purchase requests submitted by governments should indicate whether bid-

ding procedures should be applied or whether a specific supplier should be given precedence.
The recommendation was valid and would be implemented. The External Auditor's recommendation
that the Supply Services unit should consult the Finance and Accounts unit in regard to con-
tracts and purchase orders containing provisions for advance paymentshad also been implemented.
Furthermore, action was already being taken on the External Auditor's suggestion that a
procedure should be established to require the issue of a supplementary travel authorization
or special approval by a supervisor when the travel time of a staff member exceeded the time

authorized in the travel authorization.

The CHAIRMAN drew attention to the draft resolution contained in the report of the
Committee of the Executive Board

Decision: The draft resolution was approved.1

Status of collection of annual contributions and of advances Agenda, 3.2.2
to the Working Capital Fund

Mr FURTH (Assistant Director -General) said that collected contributions amounted to
$ 65 547 343, or 39.97% of total assessments. That rate, although slightly below that of
previous years, was once again satisfactory, and the Director -General wished to express his
appreciation. Since early May payments totalling $ 17 185 068 had been received from the
following countries: Botswana, Czechoslovakia, Ecuador, Israel, Japan, Mali, Mongolia,
Mozambique, Nicaragua, Paraguay and Poland. On 10 May 1978 the percentage amount of contri-
butions collected stood at 50.457., which was probably a record for that time of the year, the
corresponding figure for 1977 (5 May) being 43.037.. Further payments of $ 128 280 had been
received in respect of arrears, reducing the total arrears to $ 2 197 273 as at 10 May.

Mr WEST (Australia) recalled that when the Director -General had sought approval to
arrange for internal borrowing in order to counter the slow rate of payment of contributions,
he had hinted that such arrangements constituted only a short -term aid to the Organization's
liquidity problems and that the only long -term solution was an increase in the balance of the
Working Capital Fund. It would be interesting to know the Director -General's current views
on the level of the Fund.

Dr WANG Lien -sheng (China) noted that his country had been listed among the Member States
in arrears with their contributions for 1977. That was improper, since his country had paid
all its contributions yearly, including that for 1977. Its position in regard.to Israel and
the overthrown traitorous Lon Nol clique was well- known, and it was only natural that it should
have withheld from its contributions a sum proportionate to the provision made for assistance
to them. The listing of his country as a State in arrears was therefore unacceptable.

Dr GUZMÁN (Chile), Mr KWON Sung Yon (Democratic People's Republic of Korea) and Dr NSOLO
(Nigeria) informed the Committee that their countries had already paid the amounts shown in

the report as outstanding.

Dr JONES (Liberia) understood that his country had already paid its 1978 contribution in
full; it was strange, therefore, that it should still be listed as owing $ 62.

1 Transmitted to the Health Assembly in the Committee's first report and adopted as
resolution WHA31.5.
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Dr FETISOV (Union of Soviet Socialist Republics) observed that the persistent presence of
large arrears was probably connected with the rapid increase in the budget level.

Mr FURTH (Assistant Director -General) said that, in the Director -General's view, the

Working Capital Fund, although only about 5% of the proposed effective working budget for 1979,
was at an adequate level, taking into account the much improved rate of collection of contri-

butions and the added facility to borrow internal funds. The fact that the contributions from

Chile, the Democratic People's Republic of Korea and Nigeria had not yet been received was
probably due to a delay in their transfer through the banking system. The sum of $ 62 out-
standing in the Liberian account might be due to an error or to a fluctuation in the exchange

rate.

The CHAIRMAN drew attention to the draft resolution contained in the Director -General's

report.

Decision: The draft resolution was approved.1

The meeting rose at 12h30.

Transmitted to the Health Assembly in the Committee's first report and adopted as
resolution WHA31.6.



SECOND MEETING

Thursday, 11 May 1978, at 11h25

Chairman: Mr M. K. ANWAR (Bangladesh)

1. REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION (continued) Agenda, 3.2

Members in arrears in the payment of their contributions to an extent which Agenda, 3.2.3
may invoke Article 7 of the Constitution

Dr BUTERA (representative of the Executive Board), speaking as Chairman of the Board's
Committee to Consider Certain Financial Matters prior to the Health Assembly, introduced the
Committee's report on its meeting of 8 May 1978. When the Executive Board had met in
January 1978, six Members had been in arrears to an extent which might invoke Article 7 of the

Constitution. Since then the Central African Empire had made a payment sufficiently large to

remove it from the list. His Committee had noted that the five other Members concerned had
not replied to the Director -General's communications and had given no reason as to why they
had not paid their contributions for at least two years - i.e., 1976 and 1977 - in succession.

His Committee had therefore requested the Director -General to send them a further reminder
urging them to regularize their contributions or give the reasons why payment was not possible.
In the light of their replies, which would be expected by 15 May, Committee B might wish to
decide, at a subsequent meeting, what recommendations it should make to the Assembly.

Mr DJOGO (Chad) drew attention to the particularly difficult situation - both economic
and political - obtaining in his country, which had led to a delay in the payment of its

arrears. His Government had recently taken steps to meet its contractual obligations to WHO

within the time limit established. He therefore requested the Committee to act accordingly.

The CHAIRMAN suggested that, in view of the recommendations contained in the report and in
the statement made by Dr Butera, the Committee should postpone making its recommendation on the
matter, in the hope that the Governments concerned would respond to the Director -General's
communication.

It was so agreed. (For continuation, see summary record of the fifth meeting, section 2.)

2. ORGANIZATION OF WORK

After a brief procedural discussion in which Mr HESSEL (France), Dr FETISOV (Union of
Soviet Socialist Republics) and Mr SEABOURN (United Kingdom of Great Britain and Northern
Ireland) took part, it was decided to postpone consideration of agenda item 3.2.4 until after
item 3.4 had been discussed. (See summary record of the fourth meeting, section 4.)

3. METHOD OF WORK OF THE HEALTH ASSEMBLY AND OF THE EXECUTIVE BOARD Agenda, 1.8

The CHAIRMAN reminded the Committee that a report by the Director - General on the method
of work of the Health Assembly and of the Executive Board (Official Records No. 244, Annex 1)
had been considered by the Executive Board in January 1978; the Board had then adopted
resolutions EB61.R3 and EB61.R8. The resolution recommended by the Board in the first,
dealing essentially with the terms of reference of the main committees, had already been
adopted by the Health Assembly in resolution WHA31.1. The second contained, in its operative
paragraphs 5 and 6, certain specific recommendations. Some of the recommendations were
being implemented on an experimental basis at the current Health Assembly.

-546-
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Dr BUTERA (representative of the Executive Board) recalled that the Health Assembly had
decided to implement, on an experimental basis, certain changes in the method of work which had
been recommended by the Executive Board. In general, those changes had proved satisfactory,
and in the light of the initial experience the Board had given further consideration to the
matter at its sixty -first session, bearing in mind the Assembly's concern for rationalization
and the Board's desire to find methods of work permitting the whole of the Organization's
programme to be efficiently examined. After considering a number of additional improvements
which could be introduced, the Board had adopted resolution EB61.R3, recommending that the
Assembly should adopt a resolution updating the terms of reference of Committees A and B, and
resolution EB61.R8, which contained a number of proposals for additional changes.

The CHAIRMAN suggested that the Committee should consider the recommendations contained in
operative paragraphs 5 and 6 of resolution EB61.R8, paragraph by paragraph, and that the
Rapporteur should then prepare a draft resolution in the light of the comments made.

It was so agreed.

Paragraph 5(1)

Paragraph 5(1) was approved.

Paragraph 5(2)

Dr FETISOV (Union of Soviet Socialist Republics) questioned the wisdom of devoting time at
each Assembly to explanations of the roles of the Executive Board and of its representatives,
since those roles were clearly defined in the Constitution and in the Assembly's Rules of
Procedure respectively. If the Constitution and Rules of Procedure needed to be reviewed,
consideration should be given to amending them. If not, delegates should study them before
coming to the Health Assembly. In any case, time should not be wasted on the explanations
proposed in paragraph 5(2).

Dr CUMMING (Australia) said that, although he saw some merit in the USSR delegate's point,
he did not think that brief statements on the role of the Executive Board representatives would
take much time. The matter was important because there were always some delegates who were
attending the Assembly for the first time, to whom it was necessary to explain the role of the
Executive Board representatives; otherwise the latter might be confused with the Secretariat.
He therefore favoured retaining the paragraph.

Dr BUTERA (representative of the Executive Board) said that the Executive Board had made
the proposal contained in paragraph 5(2) because members had felt that explanations of the role
of Board representatives at the Assembly and of the Board itself were needed in view of the
fact that the composition of delegations to the Health Assembly changed frequently and many
delegates therefore knew little about the methods of work. He considered that it would be
better to retain the paragraph.

The CHAIRMAN recalled that he had already made a statement about the role of the Board
representatives to the Committee in compliance with the recommendation, and similar statements
had been made by the Chairman of Committee A and the President of the Assembly. The point
raised by the Soviet delegate was pertinent, but he hoped that in the light of the arguments
advanced by the Australian delegate and the representative of the Executive Board, he could
agree to accept the paragraph.

Paragraph 5(2) was approved.

Paragraphs 5(3) and 5(4)

Paragraphs 5(3) and 5(4) were approved.

Paragraph 5(5)

Mr CABO (Mozambique) feared that countries like his own, which did not use one of WHO's
official languages, might find difficulty in supplying the explanatory note or memorandum
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referred to in paragraph 5(5). He pointed out that in any case his country normally did not
receive Health Assembly documentation until rather late.

Mr HESSEL (France), agreeing with the delegate of Mozambique, said that he could under-
stand the reasons that had prompted the recommendation, but that it might be difficult to carry
out and might have the effect of limiting unduly the number of draft resolutions arising from
the debates, thus inhibiting spontaneity. He would prefer that paragraph 5(5) be deleted.

Dr CUMMING (Australia) said he understood that the delegates of Mozambique and France
might have misgivings about the recommendation, but he strongly supported the principle behind
it. It was most important that delegations should have sufficient background information on
proposals to enable them fully to understand their implications; on the other hand, the free
flow of discussion should not be inhibited. Perhaps the words "should normally be requested
to submit" should be amended to ". . . should be requested, where possible, to submit ".

The last part of the recommendation, indicating that the Secretariat would report on any
technical, administrative or financial implications which the proposal might have, should be
strongly stressed. The Health Assembly often adopted resolutions for which no funds had
been discussed or voted, and without giving any indication as to which programmes the Director -
General was to cut back so that the new programmes desired could go ahead. With better
financial background information, delegates could take a more responsible attitude towards
draft resolutions, and could decide, not only what the Director -General should be asked to do,
but also what he should not do.

Dr SEBINA (Botswana) agreed that hitherto it had not been easy for delegations to decide
which of the many resolutions submitted to the Assembly should have priority, and thus more
background information, both from sponsors and from the Secretariat, would be most helpful.
He supported the recommendation as it stood.

Dr FETISOV (Union of Soviet Socialist Republics) shared the concern of the delegates
of Mozambique and France. Separate notes or memoranda were not necessary, since all draft
resolutions contained an explanation in the preamble, and the sponsors normally provided any
necessary background information when they introduced them. However, he agreed with the
Australian delegate on the importance of being aware of the financial implications. The

wording of paragraph 5(5) should be amended to be less mandatory by saying that it was
"desirable" that explanations be furnished rather than that they "should" be submitted.

Dr FERNANDES (Angola) agreed with the delegate of Mozambique that the recommendation
would discriminate against those whose language was not one of the Health Assembly's official
languages, and would thus restrict their effective participation.

Mr DE LA CUEVA FERNÁNDEZ DEL CAMPO (Spain) shared the previous speaker's view and
supported the amendment proposed by the Soviet delegate. He wondered who was to decide
whether it was "feasible or appropriate" for the Secretariat to report in writing on the
possible implications of draft resolutions; it would be more practical for the sponsor of
the draft resolution to request information on such implications from the Secretariat, which
could reply orally.

Mrs REYES- RETANA (Mexico) agreed with the delegate of Spain.

Mr SEABOURN (United Kingdom of Great Britain and Northern Ireland) said that he fully
appreciated the difficulties mentioned by the representative of Mozambique and others, but,
like the Australian delegate, agreed with the principle behind the recommendation. In

addition to the Australian suggestion, it might be useful to specify that a written explanatory
note would only be required where the subject was not already documented. He was sure that
the Secretariat was always ready to assist in overcoming drafting problems, and cosponsors of
draft resolutions could also help in preparing background memoranda.

Dr SIWALE (Zambia) said that he was not clear as to the purpose of the paragraph. Was it

intended to limit the number of draft resolutions submitted or to effect savings where consi-
derable financial implications were involved? In view of the fact that draft resolutions as
a rule did have financial implications, the proviso in question should be applicable to all
resolutions, whether technical or not.
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Dr DE CAIRES (United States of America) stated that, as a participant in the discussions
on this subject at the Executive Board, he could say that the Board had in no way intended to
limit the number of draft resolutions submitted. He could illustrate the reason for referring
to draft resolutions on technical subjects by recalling that, in Committee A at the previous
World Health Assembly, a draft resolution relating to nursing personnel had taken two days to
formulate simply because of the lack of clarity at the outset as to definitions of the various
types of nursing personnel. The time of the Health Assembly would be saved, and discussion
would be more meaningful and productive, if a short background note were prepared to accompany
a draft resolution, briefly but clearly defining the technical aspects involved and outlining
the implications.

Professor SULIANTI SAROSO (Indonesia) said that she was in favour of retaining
paragraph 5(5), possibly reworded so as to gain the Committee's acceptance. Background

information was particularly important in order to make it possible to assess the extent to
which a proposal embodied in a draft resolution was suitable for inclusion in the Organization's

medium -term planning. She accordingly supported the submission of some written or oral
explanation of the content and financial implications of a proposal.

Dr GALEGO PIMENTEL (Cuba) recalled that paragraph 5(5) had led to conflicting views being
expressed in the Executive Board. Her delegation would not be opposed to its deletion, but
if it were to be retained, it would have to be so worded as to allow for flexibility in the
provision of additional information. Recalling that the need for such a provision had
initially arisen following the lengthy consideration of a draft resolution on nursing
personnel at the previous Health Assembly, she considered that an insufficiently clear draft
resolution did not deserve discussion in committee but should be referred to a drafting group
to be rendered intelligible. A draft resolution should make its purpose clear in the preamble
and the action required clear in the operative portion. If that were so, a verbal introduc-
tion by the sponsoring delegation should be sufficient. That delegation should also have
some idea of the technical, administrative and financial implications of the proposed action,
but, again, verbal reference to those aspects should be adequate. She appreciated that the
intention was to save time, but it was contradictory to that aim to stipulate that additional
information had to be provided in written form.

Dr VALLADARES (Venezuela) said that there had been general agreement that the aim of an
explanatory note was to avoid confusion, such as had arisen with respect to definitions regar-
ding nursing personnel; basically, therefore, paragraph 5(5) concerned draft resolutions on
technical matters. In view of the point raised by the Spanish delegate, he suggested that in
the last part of paragraph 5(5) the words "in writing if feasible or appropriate" should be
replaced by the words "if so requested by the Health Assembly ". The wording of the rest of
the paragraph was sufficiently flexible, and he would prefer to see it retained, with the
amendment he had just suggested.

Dr BULLA (Romania) agreed in principle that the sponsors of a draft resolution on a
technical subject should be required to present background information, but it should be in
the form of a brief explanatory note and not a long memorandum. It was important to make it
clear that paragraph 5(5) was not intended to limit the right of delegations to introduce
draft resolutions to guide or stimulate action by the Organization. On the other hand, draft
resolutions should not be put forward that proposed action for which there was not a corres-
ponding financial backing. Similarly, it was idle to propose or adopt resolutions urging
action that was already encompassed in the Organization's programmes. He mentioned this
because it was his experience that proposals for specific action by WHO needed to be cast in
the form of a draft resolution if they were to be put into effect.

The CHAIRMAN said that he would ask the Rapporteur to prepare a draft resolution, taking
into account the points raised in the morning's discussion, when the Committee had completed
its consideration of ítem 1.8 (see summary record of the fourth meeting, section 1).

The meeting rose at 12h35.



THIRD MEETING

Monday, 15 May 1978, at 9h30

Chairman: Mr M. K. ANWAR (Bangladesh)

1. METHOD OF WORK OF THE HEALTH ASSEMBLY AND OF THE EXECUTIVE BOARD (continued) Agenda, 1.8

The CHAIRMAN invited the Committee to resume its consideration of the recommendations of
the Executive Board contained in operative paragraphs 5 and 6 of its resolution EB61.R8.

Paragraph 5(6)

Mr DILEN (Belgium) considered that the last part of that paragraph 5(6) suggesting that
"other officers of the Assembly" abstain from speaking as delegates, was not entirely
acceptable in the French version, which referred to "autres membres du bureau de l'Assemblée"
and thus appeared to eliminate all the members of the General Committee as well as the
President and Vice -Presidents of the Health Assembly and the chairmen and vice -chairmen of the

main committees. He noted that in the Rules of Procedure of the Health Assembly the phrase
in English "Officers of the Health Assembly" in the heading covering Rules 26 to 30 was
rendered as "Président et Vice -Présidents de l'Assemblée de la Santé" in French and that those
rules did not refer to the chairmen and other officers of the main committees. He was there-

fore uncertain to whom paragraph 5(6) referred.

Dr BUTERA (representative of the Executive Board) explained that the Board's intention had
not been to refer to members of the General Committee, but only to the President and Vice -
Presidents and to the chairmen, vice -chairmen and rapporteurs of the main committees.

Dr BROYELLE (France) and Mr BOTERO MONTOYA (Colombia) said that they had also wished to make the

same point as the Belgian delegate with regard to the French and Spanish versions respectively,
but that they were satisfied with the explanation given.

Dr FETISOV (Union of Soviet Socialist Republics) said that he had no objection to the
recommendations contained in paragraph 5(6), but that it would be desirable to include more
precise references to the relevant Rules of Procedure in the interests of clarity.

Paragraph 6(1)

Mr NATARAJAN (India) said that he had no objection to the procedure proposed in
paragraph 6(1). On a related matter, he urged delegations to press their governments to
ratify speedily the proposed amendment to the Constitution of WHO (resolution WHA29.38), which
would increase to 31 the number of Member States entitled to designate a member to serve on

the Executive Board. The purpose of that increase in number had been to ensure that each
region would be in a similar position with regard to putting forward candidates, and the
result of the amendment would be that there would be an additional member from the South -East

Asia Region. The resolution under consideration would accordingly have to be amended,

following such ratification, to refer to 11 instead of to 10 members.

Paragraph 6(2)

There were no comments.

The CHAIRMAN said that the various points made in the discussion would be reflected in
a draft resolution to be prepared by the Rapporteur and submitted for the Committee's con-
sideration at a subsequent meeting (see summary record of the fourth meeting, section 1).
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2. USE OF CASUAL INCOME TO REDUCE ADVERSE EFFECTS OF CURRENCY FLUCTUATIONS Agenda, 3.3

ON THE PROGRAMME BUDGET

The CHAIRMAN recalled that the item had been discussed by the Executive Board at its
sixty -first session and drew attention to the summary records contained in Official Records
No. 246, pages 54 -64.

Dr AL -BAKER (representative of the Executive Board), introducing the item, stated that
the Executive Board had, at its previous session, considered the proposal by the Director-
General, as set out in Annex 2 to Official Records No. 244, to use a certain amount of casual
income to reduce the adverse effects of currency fluctuations on the programme budget.

The financial problems caused by fluctuation in exchange rates had become increasingly
serious, and once again the Health Assembly would have to consider a supplementary budget for

one year, and additional requirements for another, in order to overcome, or at least reduce,
the impact upon WHO's budget of the sharp drop in the value of the US dollar in relation to
the Swiss franc, which had begun towards the end of the previous year.

The proposal before the Committee was that, subject to a maximum amount to be decided by
the Health Assembly, suggested as US$ 2 million per year in 1978 and 1979, the Director -General
should be authorized to charge against available casual income additional costs to the
Organization under the regular budget resulting from differences between the budgetary rate
of exchange and the accounting rates of exchange with respect to the US dollar /Swiss franc
relationship prevailing during a given financial period. The proposed authorization would
provide the budget with some, although not complete, protection against a moderate decline in
the yearly average of the monthly accounting rates of exchange below the budgetary rate of
exchange. Thus, if the Health Assembly should approve the supplementary budget for 1978
proposed by the Director -General and recommended by the Board the budgetary rate of exchange
for that year would become 2.21 Swiss francs per US dollar, and if, in addition, the measures
now proposed by the Director -General should be adopted, it would be possible to cope with fur-
ther budgetary losses resulting from an average accounting rate of exchange in 1978 as low as
2.12 Swiss francs.

There were a number of advantages to such an arrangement as compared with the adoption of
a larger supplementary budget, increased by US$ 2 million to bring down the budgetary rate to
2.12 Swiss francs. In the first place, a larger supplementary budget would involve an
irrevocable appropriation of US$ 2 million, while adoption of the proposal now before the
Committee would involve a conditional authorization to use casual income up to the limit of
$ 2 million under certain circumstances which might or might not occur in the future.
Secondly, a larger supplementary budget would increase the level of the effective working
budget, while the utilization by the Director -General of the proposed facility would not
affect the level of the effective working budget. Thirdly, under that proposal, any net
savings resulting from having set the budgetary rate of exchange at too low a level in a given
year would be transferred to casual income in at least the same amount as might be authorized
to cover additional costs resulting from unfavourable exchange rates.

In the light of its consideration of the Director -General's proposal, the Board had
adopted resolution EB61.R4, recommending to the Health Assembly that it approve the use of
casual income to reduce adverse effects of currency fluctuations on the programme budget up
to US$ 2 million in each of the years 1978 and 1979.

Dr CUMMING (Australia) believed that the proposal was a useful attempt to reduce the
effects of currency fluctuations on the programme budget. The amount that would be charged
to casual income would be limited by the decision of the World Health Assembly and by the
amount of casual income available. While the proposal could not afford complete protection,
it would reduce the severity of unfavourable movements in exchange rates; even a slight
mitigation of the adverse effects of such movements would greatly assist in managing the
budget. Moreover, should the current trend be reversed, any savings resulting therefrom
would be credited to casual income. The amount of US$ 2 million proposed seemed a reasonable
figure, though it would be necessary to review it periodically. His delegation viewed the
proposal as a first practical measure, which could also be considered as good accounting

practice and as facilitating comparison of the situation over the years, and would accordingly
support the draft resolution contained in resolution EB61.R4.

Dr FETISOV (Union of Soviet Socialist Republics) said that the repercussions of currency
fluctuations had been affecting not only WHO but other bodies of the United Nations system over
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a number of years. Evidence of the severity of the problem lay in the fact that an amount of
over US$ 48 million had been involved in that connexion over the period 1971 -1977. The issue

was therefore of vital importance and called for more than palliative measures, which would
not solve the difficulties on a global scale. While he appreciated the current difficulties,
the present proposal would appear to set an unfavourable precedent as to the manner of dealing
with a recurring situation.

Mr WIRTH (Federal Republic of Germany) said that his general comments would also be
applicable to agenda item 3.5 (Supplementary budget for 1978). It should be borne in mind
that the currency fluctuations affecting both WHO and other agencies went beyond the influence
of the Secretariat and of Member States. The entire matter had been studied some years
previously by the Administrative Committee on Coordination which had stated, inter

alia, that, since no single measure would remedy the situation, the main objective
should be to protect the programmes and budget of the organization concerned, and to reduce
as far as possible supplementary budget estimates and corresponding assessments on Member
States

His delegation believed that WHO had faced up reasonably well to the problem, and the
utilization of casual income appeared to be a satisfactory measure, particularly as there
seemed to be no alternative which would avoid additional assessments being made on Member
States. The fact that the repercussions on the level of casual income could be either
upwards or downwards seemed both logical and practical. His delegation accordingly supported
the terms of resolutions EB61.R4 and EB61.R5. The Health Assembly, however, should reconsider
the matter in 1979 in the light of the situation then.

Mr NATARAJAN (India) gave his full support to the Board's proposal in resolution EB61.R4.
In connexion both with the present item and with item 3.2.4, he requested clarification as to
the uses to which casual income, which by definition could not be estimated, would be put if
it were not utilized for purposes of meeting currency fluctuations. He wondered whether its
use for such purposes might not lead to programme erosion. Indeed, the Director -General was
to be commended on having managed the Organization's finances in such a manner hitherto as to
have avoided impinging on the needs of programmes.

Mr FURTH (Assistant Director -General), replying to the question put by the delegate of

India, said that if it had not been necessary to use casual income for the supplementary
budget and for other devices to reduce the effects of currency fluctuations, the Director -
General would have been in a position to recommend that a greater amount of casual income be

used to help finance future regular budgets. For example, if US$ 6.6 million of casual
income were not required to finance the supplementary budget for 1978, it would have been the
Director -General's intention to recommend that US$ 3.3 million of casual income be used to

help finance the proposed 1979 budget. Moreover, if it were not for the supplementary budget
for 1978, the amount of casual income which he would be able to recommend to help finance the
regular budget for 1980 -1981 would be much larger than it would, in fact, be now. Unfor-

tunately, whatever casual income had to be used to help reduce the effects of currency
fluctuations in current budgets had to be subtracted from the amount of casual income which
could be used to help reduce assessments on Member States in future years.

The CHAIRMAN observed that one way of increasing casual income would be a wiser
utilization of idle funds.

Mr SEABOURN (United Kingdom of Great Britain and Northern Ireland) expressed his support
for the ingenious and practical proposal before the Committee. In the past the Director -

General had had to forecast the rate of exchange of the dollar against the Swiss franc over a
year before the period concerned. In 1976 he had been exactly right, but he could not
always be so fortunate. The attraction of the present proposal was that it was not necessary
to forecast the rate of exchange; the Director -General, when preparing the budget, could use

the last available rate. Moreover, the measure worked both ways: if the dollar fell relative
to that figure, programmes were protected by the transfer of up to US$ 2 million from casual

income; if the dollar rose, funds would be transferred to casual income, in that case without

a limit of US$ 2 million. He agreed with the delegate of the Federal Republic of Germany
that the measure should be tried out on an experimental basis. US$ 2 million might not be the

correct amount in future years, and casual income as it accumulated might be used. It might

be appropriate to include the measure in the Appropriation Resolution automatically. In any
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case 1978 was not necessarily a useful basis, since the year was already far advanced and the
US$ 2 million were already required. For the remainder of the year the dollar would probably
have to average 2.40 Swiss francs in order to avoid recourse to the device under consideration,
and it would have to average approximately 2.25 Swiss francs for the US$ 2 million to be
enough. Those figures were unlikely to be achieved. The Programme Committee should give
detailed consideration to alternative measures to counter currency fluctuations; meanwhile,
the present proposal should make it possible for the Organization to keep afloat.

Dr FERNANDES (Angola) said that it was important to find adequate and effective ways of
overcoming the adverse effects of the monetary situation on the programme budget. For

example, whereas the amount of casual income used or to be used for the benefit of Namibia was
a mere US$ 16 320 for 1978 and US$ 18 380 for 1979, some US$ 2 million were to be employed to
counter the adverse effects of exchange rate fluctuations. That was a source of concern to
his delegation, and he wondered whether the type of action proposed in the draft resolution
would be temporary or lasting. The matter was important, since casual income should be used
primarily for the benefit of the poorest countries. His delegation would support the
resolution but hoped that effective measures would be taken to solve the problem.

The CHAIRMAN pointed out that the draft resolution specifically referred to 1978 and 1979
only. In any case, the decision that would be taken was not necessarily binding for all
time as it could be amended by a subsequent Health Assembly.

Dr ABDULHADI (Libyan Arab Jamahiriya) expressed his delegation's concern over the
adverse effects of currency fluctuations on the Organization's budget. Since those effects
would no doubt continue to be felt in the future, all possible means of avoiding recourse to
casual income in order to counter them should be considered or other aspects of the
Organization's work might suffer. The use of casual income to plug gaps in the regular
budget might well lead indirectly and imperceptibly to an increase in assessments in 1980 and
1981. Nevertheless, the draft resolution recommended by the Executive Board seemed to be the
only solution.

Decision: The draft resolution proposed by the Executive Board in resolution EB61.R4
was approved.1

3. SUPPLEMENTARY BUDGET FOR 1978 Agenda, 3.5

Dr AL -BAKER (representative of the Executive Board), introducing the item at the
invitation of the CHAIRMAN, said that, in view of the depreciation of the dollar against the
Swiss franc, the Director -General had thought it necessary to submit to the Executive Board

at its sixty -first session in January 1978, a supplementary budget for 1978 of US$ 6 600 000.
That amount, together with certain savings relating to the general service category salary
scale for Geneva, would permit an adjustment of the budgetary rate of exchange in 1978 from
2.65 to 2.21 Swiss francs per US dollar. The Director -General's proposals had been
influenced by the fact that the total amount of casual income available at 31 December 1977,
after taking account of certain other requirements, amounted to $ 6 600 000 and that the cost
of financing a further downward adjustment of the budgetary rate of exchange between the
US dollar and the Swiss franc would have to be met from additional assessments on Members for
1978. The Director -General's report providing full details on the subject was contained in
Annex 3 to Official Records No. 244.

The Executive Board, in its resolution EB61.R5, recommended a resolution for adoption by
the Health Assembly approving the proposed supplementary budget for 1978. The Board had
concurred in the Director- General's recommendation that the total amount involved be financed
from available casual income, thus precluding the need for additional assessments on Members.

1 Transmitted to the Health Assembly in the Committee's first report and adopted as
resolution WHA31.7.
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Finally, he drew attention to the third report of the Committee of the Executive Board to
Consider Certain Financial Matters prior to the World Health Assembly, 1 which had met on 8 May to

take into account developments subsequent to January 1978 with respect to the continued
decline in the value of the US dollar in relation to the Swiss franc.

Dr FETISOV (Union of Soviet Socialist Republics) drew attention to paragraph 126 of the
Report on the proposed programme budget for 1978- 1979(Official Records No. 245), in which the
Executive Board considered it necessary to find a long -term solution to the problems caused by
currency instability. It should also be borne in mind that the Ad Hoc Committee of Experts
to Examine the Finances of the United Nations and the Specialized Agencies had recommended
that losses should be made good by internal savings. His delegation had always been opposed
to supplementary budgets and agreed with those members of the Executive Board who had suggested
that recourse be had to other solutions such as internal savings, the use of currencies other
than the US dollar, and voluntary funds.

Mr SEABOURN (United Kingdom of Great Britain and Northern Ireland) said that, having
carefully examined the additional material provided in the 1978 budget, his delegation could
see little option but to approve a supplementary budget to be financed out of casual income.
In order for the Secretariat not to have to report to each session of the Executive Board on
transfers of less than 10% between appropriation sections, he proposed that the draft
resolution recommended in resolution EB61.R5 should be amended by incorporating within
operative paragraph 2 a new subparagraph (2) reading as follows:

"Notwithstanding the provisions of Financial Regulation 4.5, the Director- General is
authorized to make transfers between those appropriation sections that constitute the
effective working budget up to an amount not exceeding 10% of the amount appropriated
for the section from which the transfer is made, this percentage being established in
respect of Section 2 exclusive of the provision made for the Director -General's and
Regional Directors' Development Programmes (US$ 8 516 000). The Director -General is
also authorized to apply amounts not exceeding the provision for the Director -General's
and Regional Directors' Development Programmes to those sections of the effective working
budget under which the programme expenditure will be incurred. All such transfers shall
be reported in the Financial Report for the financial year 1978. Any other transfers
required shall be made and reported in accordance with the provisions of Financial
Regulation 4.5 ";

with subsequent renumbering of the original subparagraph (2) as (3).

Mr CABO (Mozambique) said that his delegation was greatly concerned because the Committee,
having just approved a resolution on the use of casual income to reduce the adverse effects
of currency fluctuations, now had before it a further draft resolution requesting the approval
of a supplementary budget for 1978 to cover those fluctuations. That meant that important
savings that could have been used to implement resolution WHA29.48 and to reinforce

technical cooperation programmes would instead be diverted to cover the increase in costs
arising out of currency fluctuations. Nevertheless, he supported the measures proposed by
the Executive Board in resolution EB61.R5. He would, however, request the Director -General
to continue his efforts to minimize the effects of currency fluctuations by reducing
administrative expenditure at headquarters and in the regions.

Mr WIRTH (Federal Republic of Germany) expressed his support for the draft resolution
proposed by the Executive Board and for the amendment proposed by the United Kingdom delegate,
which could improve the Secretariat's reporting system.

Dr BULLA (Romania) said that his delegation supported the supplementary budget for 1978,
even though the WHO budget was increasing annually at a rate which placed too heavy a burden
on the developing countries. His country would always support the budget provided it paid
special attention to the needs of the latter. In particular, a better balance between the
number of specialists employed at headquarters and in the regional offices should be arranged,
while non -essential research projects should be avoided.

1 WHO Official Records, No. 247, 1978, Annex 2.
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Mr NATARAJAN (India) asked whether he was correct in assuming that the total demand on
casual income for supporting the regular programme budget, taking into account both the
resolution adopted under the previous item and the resolution now under consideration, would
be in the order of US$ 8.6 million.

Mr FURTH (Assistant Director -General) said that that assumption was correct. The total
amount of casual income to be used for the purpose of overcoming the effects of currency
fluctuations on the 1978 budget was US$ 8.6 million, consisting of US$ 6.6 million for the
supplementary budget and a further US$ 2 million which had to be provisionally earmarked for
coping with a lower rate of exchange than the one that had been reached with the supplementary

budget. He drew attention to the first column of the table in the annex to the report of the
Committee of the Board, which indicated that the budgetary rate initially applied in the
programme budget for 1978, and adopted by the last Health Assembly, was 2.65 Swiss francs

per US dollar. By internal savings, the Director -General, in his revised programme budget
proposals for 1978, had been able to reduce that rate to 2.58 Swiss francs per US dollar.
A supplementary budget of US$ 6.6 million was required to reduce the budgetary rate further
to 2.21 Swiss francs per US dollar, and by using another US$ 2 million of casual income, the
Director -General would be able to cope with an average accounting rate of exchange of
2.12 Swiss francs per US dollar. He pointed out, however, that, in fact, the accounting
rate of exchange currently prevailing was not 2.12 but 1.93 Swiss francs per US dollar, and
as a result, even taking into account all the measures now proposed by the Director -General

and endorsed by the Executive Board, the Director -General would have to make internal savings
of more than US$ 5 million in 1978 unless the value of the dollar improved substantially in
relation to the Swiss franc.

Decision: The amendment proposed by the United Kingdom delegation was approved.

The CHAIRMAN invited the Committee to vote on the draft resolution as thus amended;
under Rule 72 of the Rules of Procedure, the decision required a two - thirds majority of those
present and voting.

Decision: The draft resolution, as amended, was adopted by 93 votes to 5, with 3
abstentions,1

4. DOCUMENTATION AND LANGUAGES OF THE HEALTH ASSEMBLY AND EXECUTIVE BOARD Agenda, 3.4

Dr AL -BAKER (representative of the Executive Board), introducing the item at the
invitation of the CHAIRMAN, said that the subject under consideration was complicated. It

dated back to 1976, when the Director -General had presented to the Programme Committee his
proposals for the implementation of resolutions WHA29.25 and WHA29.48. The first of those
resolutions had requested him to institute a programme of operational economies in the
headquarters component of the budget, while the second had called for a cutting down of non-
essential expenditure in order to release funds for the Organization's programmes of technical
cooperation with governments. The Director -General's response to those resolutions had

included proposals for a 50% cut in documentation, in particular in the Official Records
series.

Most of those proposals had been accepted by the Programme Committee and endorsed by the
Executive Board at its fifty -ninth session in January 1977, the one exception being the
proposals concerning the verbatim records of the Health Assembly and the summary records of
the Health Assembly committees and of the Executive Board. After considerable discussion,
the Board had decided to recommend the maintenance of the status quo with respect to those
verbatim and summary records, at least for 1978. However, because it considered that wider
issues of language policy in general were involved, it had set up an Ad Hoc Committee on
Documentation and Languages to study the whole matter.

The Ad Hoc Committee had met in April 1977, and while it had been in complete agreement on
the question of languages and of documentation in general, it had not been able to reach
a unanimous decision on the question of the verbatim and summary records .2 However, at its

1 Transmitted to the Health Assembly in the Committee's first report and adopted as

resolution WHA31.8.

2 See WHO Official Records, No. 242, 1977, Part I, p. 8 and Annex 2.
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sixtieth session in May 1977, the Board had pronounced in favour of the majority view of the
Ad Hoc Committee, which was reflected in resolution EB60.R7.

The resolution was presented in three parts. Part I dealt with the concept of both
official and working languages, the term "official language" relating essentially to

interpretation, and the term "working language" relating essentially to translation. With
regard to the six official languages, the Board had recommended the maintenance of the present
practice whereby interpretation from and into those languages was on the basis of complete
parity. It had further recommended that the same six languages should continue to be working
languages, and that the practices for extending or limiting their use should be maintained.

Part II of resolution EB60.R7 related to a proposal by the Director -General, again made in
the interests of economy, that the Official Records series should be discontinued and replaced
by a number of separate volumes, achieving a saving of some US$ 90 000 per year. The Board
had endorsed that proposal, and the saving was in fact taken into account in the revised
proposals for the 1979 budget.

Part III of the resolution, proposing changes in the form in which the verbatim records
of plenary meetings of the Health Assembly and summary records of the Executive Board and of
committees of the Health Assembly should be published, was the most controversial. The

Ad Hoc Committee on Documentation and Languages had been divided on the issue, three members
advocating the status quo and four members pronouncing in favour of the modified form of
records described in the resolution. If the Committee accepted the recommendations in the
Board's resolution regarding the verbatim records of the Health Assembly, the provisional
records would be circulated, as at present, in a multilingual version, each statement being
reproduced in the working language used by the speaker. However, the definitive verbatim
record would be published in a single multilingual edition containing, in addition to the text
of each statement in its original language, the translations into English of all those
statements that had not been originally delivered in English.

Similarly, the summary records would continue to be drafted in English, but where
delegates or members of the Board had spoken in a working language other than English, the
summaries of their statements would be followed by translations of those summaries into the
working language originally used by the speaker. In the definitive summary records, the same
pattern would be maintained - namely, a summary in English followed by a translation when the
original statement had been made in a language other than English.

If the Health Assembly endorsed those proposals, certain amendments would be required
in the Rules of Procedure both of the Assembly and of the Board in order to permit the
introduction of the new style of verbatim and summary records. Proposals for such
amendments were annexed to the report on the item.' If they were adopted, the changes could
come into effect as from the beginning of 1979.

The revised programme budget proposals for the financial year 1979, which had been
approved by the Executive Board and would be considered by the Health Assembly under agenda
item 2.2, contained sufficient provision for implementing the proposals for verbatim and
summary records as recommended by the Board. However, if the Health Assembly wished to
maintain the status quo, whereby both verbatim and summary records were translated in their
entirety into French, Spanish and Russian, and then published in separate single- language
editions, it would be necessary to add to the revised programme budget for 1979 the amount of
US$ 610 000.

The CHAIRMAN said that in addition to the recommendations contained in resolution EB60.R7,
the Committee also had before it a draft resolution proposed jointly by the delegations of
Argentina, Belgium, Brazil, Bulgaria, Canada, Chile, Colombia, Costa Rica, Cuba, Czechoslovakia,
Ecuador, El Salvador, France, Gabon, German Democratic Republic, Haiti, Honduras, Hungary,
Ivory Coast, Luxembourg, Mexico, Nicaragua, Panama, Paraguay, Peru, Senegal, Spain, Union of
Soviet Socialist Republics, Uruguay, Venezuela, and Viet Nam. The delegations of Bolivia,
Chad, Congo, Poland and Togo had also asked to be included among the co- sponsors of the draft
resolution, the text of which read as follows:

The Thirty -first World Health Assembly,

Having considered resolution EB60.R7 of the Executive Board and the report of the
Board's Ad Hoc Committee on Documentation and Languages of the Health Assembly and the
Executive Board;

1 Reproduced in WHO Official Records, No. 247, 1978, Annex 3.
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I

Recognizing that the concept of official languages in WHO relates at present to
interpretation of speeches made in those languages, whereas the concept of working
languages relates essentially to translation and is applied on a pragmatic basis, taking
into account the specific requirements of Member States, the Health Assembly and the
Executive Board;

DECIDES:

(1) that, as regards the official languages of the Health Assembly and the Executive
Board, the present practice, whereby interpretation from and into those languages is on
the basis of complete parity, should be maintained;
(2) that Arabic, Chinese, English, French, Russian and Spanish shall continue to be the
working languages, the practices and decisions extending or limiting their use in varying
degrees being allowed to remain, except for any further modifications which may result
from agreements negotiated between the governments concerned and the Organization;

II

Conscious of the need to cut down all avoidable and non -essential expenditure in
accordance with resolution WHA29.48;

Being informed that certain savings could be achieved by issuing in non -serial form
the volumes that at present form the Official Records series, since this would make
possible a less extensive free distribution outside the Organization;

Convinced that the issue of a number of separate volumes would fulfil the same
purpose as the Official Records series, and would continue to meet the needs of Member
States;

DECIDES:

(1) that the present Official Records series shall be replaced by a number of separate
volumes
(2) that Rule 95 of its Rules of Procedure shall be amended by the deletion of the
words: "in the Official Records of the Organization ".

III

(1) DECIDES in 1979 and future years to maintain the status quo regarding the
translation and publication of the verbatim records of the Health Assembly and the summary
records of the Executive Board and the main committees of the Health Assembly.

(2) INVITES the Director -General, in future years, to take the necessary measures to
comply with the above provisions, giving due consideration to resolution WHA29.48.

Mr HESSEL (France), introducing the draft resolution, said its aim was to alter
substantially on certain points the recommendations submitted by the Executive Board in

resolution EB60.R7. The question was one to which his Government attached the highest
importance, and he was glad to know that that was also the position of the many delegations
who had joined in sponsoring it. It was vital that WHO should not practise discrimination in
respect of languages, and hence of cultures. Rule 87 of the Rules of Procedure of the
Assembly and Rule 22 of the Rules of Procedure of the Executive Board clearly established the
principle of equality between languages, a principle which was essential if the texts giving
an account of the work of the Organization were to assist all Member States to work together
for effective international cooperation in a field which concerned not merely specialists but
ordinary men and women of all countries who did not necessarily use English. He could not
fully understand the arguments put forward by the Ad Hoc Committee, and could find no trace in
the Rules of Procedure of the Assembly or of the Board of any minimum obligation in regard to
the use of certain languages. On the contrary, Rule 90 of the Rules of Procedure of the
Health Assembly made clear that the verbatim records, summary records and Journal were to be
drawn up in the working languages, and that was confirmed by Rule 20 of the Rules of Procedure
of the Board, which stated that the summary records of meetings were to be prepared in the
working languages and distributed to members as soon as possible.

His delegation appreciated the Director -General's efforts to devote a larger part of the
Organization's resources to activities which would benefit the developing countries, and would
welcome any steps that would lighten the burden of documentation. It therefore supported the
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savings proposed in Part II of resolution EB60.R7 in regard to the publication of the Official
Records, but could not approve a budget which would discriminate unjustifiably between the
different official languages. He urged all delegations to give their support to the draft

resolution of which he was co- sponsor. Although it would require an addition of US$ 610 000
to the Organization's budget, he was confident that the Director -General would be able to find
that sum from casual income.

The CHAIRMAN said that the essential difference between the recommendations made by
the Executive Board in its resolution EB60.R7 and the draft resolution just introduced by the
delegate of France was that the latter called for maintaining the status quo in respect of the
translation and publication of the verbatim and summary records.

In reply to a question from Mr ANDREW (United States of America), he said that it was for
the Committee to decide which of the two resolutions to consider first, but suggested that the
Committee take the resolution introduced by the delegate of France as the basis of discussion,
beginning with general comments, and then proceeding to consider the resolution section by
section.

Professor OJEDA VILLALBA (Paraguay) feared that if the Board's recommendations were
adopted technical difficulties would arise. The records were in any case fairly bulky, and
since they were received not long before the date of the Health Assembly some countries in
which English was not used would be hampered in their preparations for the Assembly and their
effective participation in the work of the Assembly would be hindered. He urged other
countries, notably the English- speaking countries, to reconsider the question and try to find
a solution which would ensure that non -English speaking Members could participate fully in the
Assembly's work.

(For continuation, see summary record of the fourth meeting, section 2.)

The meeting rose at 11h55.



FOURTH MEETING

Monday, 15 May 1978, at 14h30

Chairman: Mr M. K. ANWAR (Bangladesh)

1. METHOD OF WORK OF THE HEALTH ASSEMBLY AND OF THE EXECUTIVE BOARD Agenda, 1.8
(continued from the third meeting, section 1)

The CHAIRMAN said that, in accordance with the Committee's earlier decision, the
Rapporteur had prepared a draft resolution for the Committee's consideration. No change had
been made to the substance of the Executive Board's recommendations in operative paragraphs
5(1), 5(2), 5(3), 5(4), 6(1) and 6(2) of resolution EB61.R8, while the comments made by
delegates on operative paragraphs 5(5) and 5(6) had been incorporated into the draft resolution.

Professor BENADOUDA (Algeria), Rapporteur, read out the following draft resolution:

The Thirty -first World Health Assembly,

Having considered the recommendations of the Executive Board concerning the method
of work of the Health Assembly;

Noting with satisfaction the conclusions and decisions of the Board on the method of
work of the Executive Board and related matters;

Believing that the proposed changes in respect of the proceedings of the Health
Assembly would contribute towards further rationalizing and improving the work of the
Assembly;

1. DECIDES that:

(1) in order to provide for the consideration of questions of a specialized
technical nature, a subitem entitled "Technical activities and questions identified
for additional examination during the review of the proposed programme budget and of
the Executive Board's report thereon" shall be included in the agenda of future Health
Assemblies under the item entitled "Review of specific technical matters ";
(2) the President of the Health Assembly and the chairmen of the main committees
shall make brief statements explaining to the Health Assembly the role of the
Executive Board representatives at the Assembly, and of the Board itself;

(3) the present seating arrangements in the committees of the Health Assembly, by
which the Board's representatives sit on the rostrum together with the officers of
the committee and certain members of the Secretariat, shall be continued;
(4) delegates participating in the general debate in plenary meetings of the Health
Assembly shall speak from the rostrum rather than from their seats, through
arrangements which ensure efficient use of time; in connexion with procedural

motions, points of order and explanations of vote they shall as a general rule speak
from their seats;

(5) sponsors of draft resolutions on technical subjects for consideration by the
main committees of the Health Assembly should normally be invited to submit with
them whenever feasible and appropriate (and jointly when appropriate) an explanatory
note or memorandum providing background information on the proposal made, provided
such information is not already available in the documentation before the Assembly,
it being understood that the Secretariat would report, in writing if feasible or
appropriate, on any technical, administrative and financial implications which the
proposal might have;

-559 -
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(6) in the spirit of the relevant Rules of Procedure, and in particular of Rules
29, 38 and 85, the President and five vice -presidents of the Assembly and the chair-
men, vice -chairmen and rapporteurs of the two main committees should be invited to

speak only in those capacities unless no other delegate from their country is
present;

2. DECIDES further that:
(1) a new procedure be instituted for the withdrawal of candidatures in the
annual election of Members entitled to designate a person to serve on the Executive
Board, by adding the following paragraph to Rule 102 of the Rules of Procedure of
the Health Assembly:

"Members included in such list other than the ten Members which, in the

Committee's opinion, would provide, if elected, a balanced distribution of the
Board as a whole may withdraw their candidatures from the list by notification
to the President not later than the closure of working hours on the day
preceding the annual election by the Health Assembly of ten members to be
entitled to designate a person to serve on the Board. Any such withdrawal shall
be published in the Journal of the Health Assembly and announced by the President
prior to the commencement of voting ";

(2) the procedures pertaining to the confirmation of the formal credentials of
delegates or representatives who have been seated on the basis of provisional
credentials already accepted by the Health Assembly shall be changed by adding the
following sentence at the end of the first paragraph of Rule 23 of the Rules of
Procedure of the Health Assembly:

"The Bureau of the Committee shall be empowered to recommend to the Health
Assembly on behalf of the Committee the acceptance of the formal credentials of
delegates or representatives seated on the basis of provisional credentials
already accepted by the Health Assembly ".

The CHAIRMAN asked whether the Committee was prepared to approve the draft resolution.

Dr GALAHOV (Union of Soviet Socialist Republics) suggested, in line with his delegation's
earlier proposal, that operative paragraph 1(5) of the draft resolution be amended to say that
it was "desirable" that sponsors of draft resolutions on technical subjects should submit an
explanatory note or memorandum, not that they should be invited to do so. It was not always
easy for delegates to prepare such documents, and in any case the basis for a draft resolution
was often clear from the preamble.

Miss PÁROVÁ (Czechoslovakia) endorsed that suggestion.

Dr ABDULHADI (Libyan Arab Jamahiriya) asked for clarification concerning operative

paragraph 1(6) of the draft resolution.

The CHAIRMAN, in reply to the delegates of the USSR and Czechoslovakia, pointed out that
the draft resolution was worded very flexibly and in fact did not make it mandatory for
delegations to provide explanatory notes or memoranda.

In reply to the delegate of the Libyan Arab Jamahiriya, he said that it was proposed that
officers of the Health Assembly and main committees should speak only in their official
capacities unless no other delegate from their country was present; in any case such officers
were kept so busy that they seldom had time to speak on behalf of their countries.

Mr OS000 (Kenya) pointed out that under the proposed draft resolution, even the vice -
chairmen of main committees would be prevented from speaking on behalf of their delegations
in the Health Assembly. However, some delegations had only one or two members and clearly
they should be allowed to represent their countries in the Health Assembly even if they were
officers of a committee.

The CHAIRMAN explained that the provision had been introduced because officers of a

committee had to act on behalf of that committee on the basis of a consensus arrived at by
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that body. Cases had arisen in the past when a country's viewpoint did not conform to such
a consensus.

Decision: The draft resolution was approved.1

2. DOCUMENTATION AND LANGUAGES OF THE HEALTH ASSEMBLY AND THE EXECUTIVE BOARD Agenda, 3.4
(continued from the third meeting, section 4)

The CHAIRMAN announced that the delegations of the Central African Empire, Benin,
Mauritania, Portugal and Zaire had added their names to the list of co- sponsors of the draft
resolution introduced by the French delegate at the previous meeting.

He called for general comments on the draft resolution.

Mr ALVAREZ DE TOLEDO (Spain) said that his delegation was one of the co- sponsors of the
draft resolution and attached the greatest importance to the question that it covered.

The co- sponsors were trying to avoid a discriminatory situation. At first sight,

discrimination in languages might not seem very important; but to accept any discrimination
in principle, however small, could pave the way for further injustice. The draft resolution
was an attempt to maintain the principles of universality and equality on which WHO was based.

The necessary adjustments should be made to the budget on the basis of casual income in
order to maintain the status quo, without prejudice to resolution WHA29.48 and with a constant
effort to reduce unnecessary expenditure. In his delegation's view, expenditure on maintaining
equality and avoiding discrimination was not unnecessary. He appealed to the Committee to
approve the draft resolution by consensus.

Dr FERNANDES (Angola) said that the Ministry of Health in his country had recently set up
an international cooperation department, in which hardly any of the staff members spoke English
and only three spoke French. It was hard for Angola to take an effective part in the work of
the Organization, in view of its lack of qualified staff in all fields, including in languages.
The adoption of the proposals in resolution EB60.R7 would hamper participation of developing
countries using French as an official language. The Executive Board's proposals could be a
dangerous precedent despite their budgetary advantages. Casual income should be used to
cover the relevant expenditure and the monetary difficulties of the Organization shared by all.
His delegation would therefore like to add its name to the list of co- sponsors of the draft
resolution introduced by the French delegate.

Mr SIDERIS (Greece) also associated himself with the draft resolution and the arguments
put foward in its favour. He was well aware of the reasons behind the Executive Board's
proposals and of the need to make savings. None the less, the Organization's documentation and

methods of communication must not be adversely affected by such cuts. That work was not done
for the benefit of specialists alone: WHO must communicate directly with a much wider public,
and that would be impossible if the recommendations of the Executive Board were to be adopted.

The draft resolution before the Committee suggested other ways of making economies which,
though not as large as those indicated in the report, would be useful. Delegates should
continue to have the work tools that had proved their value over long years of experience. He

therefore wished his delegation's name to be added to the list of co- sponsors and hoped that
the Committee could adopt the draft resolution without a vote.

Dr RWASINE (Rwanda), speaking as chairman of the Organization of African Unity (OAU)
group at the Health Assembly, said that the savings proposed by the Executive Board in
resolution EB60.R7 could be made in other areas. The higher interests of African unity
required the maintenance of the status quo with respect to the languages used in WHO. The

OAU group therefore supported the draft resolution before the Committee.

Dr GUTIÉRREZ MUÑIZ (Cuba) said that his delegation was co- sponsoring the draft resolution
because it believed that a reduction in the use of official languages would, by limiting access

1 Transmitted to the Health Assembly in the Committee's first report and adopted as

resolution WHA31.9.
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to WHO documents, lessen interest among delegations. Those documents followed a system so

complicated that one had almost to be an expert to make use of them. If in addition one had

to read them in a foreign language, participation in WHO's work would be confined to

specialists.
The language of the majority of members of the Organization was not English and it was hard

for them to find officials who could speak English; moreover, frequent changes in the staff of

ministries meant that new personnel might have difficulty in keeping up to date in a language

other than their own. All too many countries would be affected by the Executive Board's

proposals, and his delegation therefore supported the draft resolution.

The Sixth General Programme of Work was designed to enable the developing countries to
achieve better health standards. To do so they must take an active part in the work of the

Organization; the Executive Board's proposals would defeat that aim.

Dr ABDULHADI (Libyan Arab Jamahiriya) said that technical cooperation required under-
standing and dialogue, in which language played a vital part. To limit the number of
languages and the volume of documentation in those languages would contradict WHO's policies
and lead to obstacles in implementing them. He therefore supported the draft resolution and
was in favour of maintaining the status quo.

Dr JADAMBA (Mongolia) endorsed the views of the supporters of the draft resolution.

Dr BARAKAMFITIYE (Burundi) also endorsed the views of previous speakers supporting the
draft resolution, and expressed his confidence that the Director - General would make savings in

areas other than languages. His delegation would like to become a co- sponsor of the draft
resolution.

Mr OSOGO (Kenya) supported the draft resolution. Delegations speaking only one language
would be seriously affected if the proposals of the Executive Board were adopted. He

suggested that a special committee of the Executive Board be set up to see where savings could
be made other than in the area of languages.

Dr MOLAPO (Lesotho) suggested that to save time the whole matter be referred to the
Executive Board for further study. Unfortunately the WHO budget could not cope with an ever -
increasing number of languages, but at the same time a fair medium of communication had to be
maintained. He therefore proposed that the status quo be maintained until the Executive Board
could find a satisfactory solution, and that no vote be taken at the present stage.

Mr DIOP (Mauritania) said that the question of languages concerned all Member States of
WHO, for the delegates attended the Health Assembly to understand each other and exchange
experiences. It would not be in their interest if they could not understand each other
because languages were lacking for communication. The proposals had been put forward by the
Executive Board, which represented the Member States as a whole, but he wondered if the Board
had studied the question with great care. In any case, no proposal should be accepted by
the Health Assembly that was not in the interest of Member States, in whatever body it
originated. Many countries had not been represented during the consideration of the
question, which had been among the last items discussed at the sixtieth session of the Board
when time had been very short. Under those conditions his delegation had the duty to say
clearly that it did not accept the proposal.

If economies were to be sought, they could be made in administration and in the management
of projects as well as in the missions of experts. Economizing on languages was not in the
interest of Member States and the Board should make savings elsewhere. He supported the draft
resolution as being in everyone's interest, and he asked the Board at its next session to make

the necessary economies in other areas. The question of languages had been raised at an early
stage of the Health Assembly by several countries during the first meeting of the OAU group as
being counter to countries' interests.

Mr ANDREW (United States of America) recognized that conflicting and valid principles were

involved. On one hand there was the principle that all working languages should be treated

exactly alike. On the other was the principle that WHO's resources should go increasingly
into programme activities and not be eroded by rapidly rising documentation costs. One of the
main causes of those rising costs was the application of the first of the principles. The

Board's proposal would sacrifice the first principle to the second, but in a quite circumscribed

way. One result would be a saving of approximately $ 600 000 for use in funding programme
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activities. Another would be to demonstrate the Health Assembly's determination to confront

the issue of steady encroachment of document costs on the Organization's regular budget. Such
a demonstration would be very useful. There was a real possibility that other languages would
be proposed as official or working languages of WHO, and it was difficult to see how they could
be resisted unless the Health Assembly began to take a firm stand. For those reasons he would
have preferred to see part III of the draft resolution amended so as to incorporate the wording

of part III of resolution EB60.R7. However, in the light of the strong views expressed by the
Health Assembly he would abstain rather than vote against the draft resolution.

Dr ADANDÉ MENEST (Gabon) asked what were the views of the representatives of the
Executive Board on the proposal by the delegate of Lesotho to refer the draft resolution to
the Executive Board and meanwhile to maintain the status quo. There were two main elements
in the question. One was the problem of maintaining all the working languages normally used
for all the documents to ensure the transfer of information and feedback between the
Organization and Member States. The other element evident in the draft resolution was the
need for economies. It was on that point that reference could be made to the Board, which
was best placed to find the most satisfactory solutions.

i

Dr ALFA CISSE (Niger) said that the Organization should be governed by the principle of
universality. Despite the economic concerns that preoccupied both the Health Assembly and
Member States, the proposals in resolution EB60.R7 would diminish the possibilities of
communication, information and understanding. When he was confronted with a scientific study
in English, he needed not just a dictionary but an English- speaking scientist to understand
it properly. He gave the example of a recent meeting in Guadeloupe on biological standardi-
zation at which a very small number of participants were French - speaking and the majority
English -speaking. One delegate who had flown 12 or 15 hours from Africa was able to follow
the proceedings for only 15 minutes because he did not speak English. The cost of the
journey, the value of the papers presented in English and the delegate's distress at not
knowing the language offered a strong argument that no language adopted by WHO should ever
be called into question with regard to the Organization's Official Records. Any reductions
in that direction could not be regarded as economies. Every country should be allowed to
express itself, if not in its mother tongue, at least in one of the most widely shared
languages. His delegation was a co- sponsor of the draft resolution, which represented a
just solution of the question.

The CHAIRMAN announced that the delegations of Bolivia, Chad, Congo, Guinea -Bissau,
Poland, Samoa and Togo had joined the co- sponsors of the draft resolution, increasing the

number of co- sponsors to 48.

Dr GALAHOV (Union of Soviet Socialist Republics) said that he would refrain from repeating

the arguments in favour of maintaining the status quo. He quoted from resolutions WHA4.57,
WHA10.4, EB39.R41, WHA25.50 and WHA28.33, which had clearly stated the arguments for using the

Spanish, Russian, Arabic and Chinese languages. Language was the means of achieving mutual
understanding, and complete mutual understanding was essential if the Organization was to be

successful in expanding its technical cooperation activities. The decisions taken in the

past to extend the number of working languages had been fully justified, and now was certainly

not the time to reconsider them.
The Soviet delegation could not support the proposal of the delegate of Lesotho that the

matter be referred to the Executive Board for further study. It had been fully discussed by

the Board at its fifty -ninth and sixtieth sessions, as well as by the Boardts Programme
Committee and Ad Hoc Committee on Documentation and Languages. The Assembly should now take

a decision on the subject.
What arguments had been raised for reducing the number of working languages? Only one:

the increase in costs of publication and translation. Costs were also increasing in other

important fields of activity, but that was not a reason for discontinuing them. Publications

played a most valuable role, and should not be a target for economies.
During the discussions at the fifty -ninth session of the Board, a member of the Board had

said that it was impossible to evaluate the individual consequences of the proposed change
because the records were used by Member States as reference documents and therefore were of

permanent interest to them. All the arguments underlying the adoption of resolutions EB55.R34

and EB59.R17 were still valid; indeed, their significance was growing in that the active
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participation of Member States in WHO's activities was of ever -increasing importance. The
Soviet delegation therefore advocated maintaining the status quo with regard to the verbatim
records of the Health Assembly and the summary records of the main committees and the Board.

Mr CABO (Mozambique) said that it was hard for his delegation to take a position on the
draft resolution, since in previous years it had fought to pass resolutions reorienting the
work of WHO to meet the needs of the world's populations. The savings under the Board's
proposals could be used in WHO's technical cooperation programmes throughout the world. At
the same time, there was a need for all people to understand each other, and for this there
had to be a common language. Considering the views expressed by other delegates, he con-
sidered that the question should be referred to the Board for re- examination. If the proposal
to that effect by the delegate of Lesotho was not accepted, his delegation would find itself
in the difficult situation of having to vote for or against the proposals in resolution EB60.R7
referred to in the report on the item.

Mr SASAKI (Japan) said that his original instructions had been to vote for the principle
of economizing in WHO. That decision had been based on the fact that the English language
had been chosen for special treatment in the future. If another language had been chosen,
his Government's decision would have been different. Therefore he was inclined to support
the draft resolution, but if possible he would prefer to have it passed by consensus. If a

vote was called for, he asked for the voting to be postponed to enable him to obtain firm

instructions.

Mr SEABOURN (United Kingdom of Great Britain and Northern Ireland) recognized that the
Executive Board's proposal would have little effect on the use of English. On the other hand,
he was much impressed with the feelings expressed by delegates using other languages. He

suggested some strengthening of the resolution in respect of the economies that ought to be
made. Part II began: "Conscious of the need to cut down all avoidable and non -essential

expenditure ". The Director -General should be asked not to cut down but to eliminate com-
pletely all such expenditure; the wording should therefore be amended to read "cut out ".

His delegation approved the considerable economies that the Director -General was making; for

example, delegates at the Health Assembly, sensibly enough, were not all supplied with a set

of Official Records. He asked if it had been absolutely accepted that the whole of the cost
of foregoing the saving from the Board's proposal should be found from casual income, the
amount of which was not yet fully known.

Dr VALLADARES (Venezuela) recalled that the subject had been dealt with exhaustively at
sessions of the Board. There had been an Ad Hoc Committee on Documentation and Languages,

two working groups, and discussions at the same Board session lasting some 8 -10 working meetings

of about 3 -1/2 hours each. After that very thorough discussion, with some contrary opinions,
the Executive Board had adopted its resolution, which would reduce the use of languages other

than English.
His delegation was a co- sponsor of the draft resolution, which called for maintenance of

the status quo with regard to verbatim and summary records. There were now 48 delegations
co- sponsoring the resolution, of which 24 had spoken. More than 100 delegates had

been working for three hours, which represented a substantial cost in terms of travel and

per diem. That being so, and since most delegates had spoken in favour of the draft resolu-
tion, he suggested that the question be considered to have been sufficiently debated and
formally proposed the closure of the debate.

Decision: The motion was carried unanimously.

In reply to a question by the CHAIRMAN, and following an explanation by Mr FURTH
(Assistant Director -General) of the financial implications of such a proposal, Mr CABO
(Mozambique) said that he would not propose that the matter be referred back to the Executive

Board.

The CHAIRMAN called for a vote by show of hands on the draft resolution introduced by the
delegate of France, as amended by the United Kingdom delegate.
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Decision: The draft resolution, as amended, was approved by 95 votes to none, with 6
abstentions.1

3. FIRST REPORT OF COMMITTEE B

Professor BENADOUDA (Algeria), Rapporteur, read out the Committee's draft first report.

Decision: The report was adopted (see page 729).

4. REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION (continued from Agenda, 3.2

the second meeting, section 1)

Report on casual income and status of the Assembly Suspense Account Agenda, 3.2.4

Mr FURTH (Assistant Director -General) introduced the Director -General's report on

available casual income, which had amounted to $ 10 285 780 at year -end 1977. Annex 1 to

the document provided information on earnings and utilization of casual income for the five -

year period 1973 -1977.

The Committee was invited to review the report and any recommendations which the Director -
General might make on the use of casual income to help finance the 1979 regular budget, and to
report thereon to Committee A before the latter recommended to the Health Assembly the
effective working budget for 1979. The Director -General's proposals for the use of casual
income, which had been endorsed by the Executive Board, did not, in fact, include any proposals
for appropriation of casual income to help finance the 1979 regular budget; the audited amount
of available casual income at year -end 1977, although significantly higher than the estimate
provided at the sixty -first session of the Executive Board in January 1978, was still not quite
sufficient to cover casual income requirements for the contribution of Namibia, as authorized
by the Health Assembly in resolution WHA30.29, and the Director -General's proposals for the
use of casual income to finance the 1978 supplementary budget and for the earmarking of
casual income up to $ 2 million per year in 1978 and 1979 under arrangements proposed to help
reduce the adverse effects of currency fluctuations on the programme budget. The Committee
had already considered those two proposals, and the recommendations of the Executive Board
thereon, under agenda items 3.3 and 3.5.

However, taking into account the recommendation which the Committee had just made
regarding the maintenance of the status quo with regard to the translation and publication of
the verbatim records of the Health Assembly and the summary records of the Executive Board and
the main committees of the Health Assembly - as a consequence of which an amount of $ 610 000
would need to be added to the effective working budget for 1979 - the Committee might wish to
recommend in its report to Committee A that an amount of $ 610 000 of available casual income
be used to help finance the effective working budget for 1979, which would then be at the
level of $ 182 730 000.

Mr SEABOURN (United Kingdom of Great Britain and Northern Ireland) again asked to what

extent it would be practicable to use administrative savings to reduce the provision of

US$ 610 000 from casual income needed to implement the Committee's recommendations concerning

documentation and languages.
The Director - General seemed over -optimistic in suggesting, in paragraph 3 of his report,

that casual income earned in 1978 would be sufficient to enable him to make a substantial

appropriation in order to help finance the budget for 1980 -1981. In the light of the

Committee's discussions and the figures placed before it, some US$ 6 million were likely to be

available when that budget was considered. In previous years more than that had usually been

needed, and $ 4 million was already likely to be earmarked to cover possible currency

fluctuations.

Mr FURTH (Assistant Director -General) said that paragraph 3 of the report showed

US$ 1 669 460 as the balance of casual income remaining available, in addition to which it was

expected that $ 5 700 000 would - as a conservative estimate - be earned in 1978. Thus a

1 Transmitted to the Health Assembly in the Committee's second report and adopted as
resolution WHA31.13.
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total of some $ 7 369 000 in casual income was expected to be available at the end of 1978.
From that amount, $ 2 million earmarked for use to reduce the adverse effects of currency
fluctuations on the 1979 budget had to be deducted, together with $ 18 380 to pay the assessed
contribution of Namibia for 1979. That left a balance of approximately $ 5 300 000, all of
which might be expected to go towards helping to finance the budget for 1980 -1981, unless the
Director -General had to propose a supplementary budget for 1979 in the event of a further
devaluation of the United States dollar in relation to the Swiss franc of such a magnitude that
the consequent loss could not be absorbed from savings. In the more optimistic view,
however, it should be possible to propose approximately $ 5 million of casual income to help
finance the budget for 1980 -1981, which the Director -General considered a "substantial
appropriation ".

In reply to the United Kingdom delegate's first question, it was, as had been pointed out
in the previous meeting, likely that the Director -General would have to effect economies of
some US$ 5 million in 1978 to cover losses due to currency fluctuations. In 1979 the use of
the $ 2 million as recommended by the Committee would suffice to lower the budgetary exchange
rate from Sw.fr. 2.17 to Sw.fr. 2.08 to the dollar in 1979. If the dollar remained at
Sw.fr. 1.93 as at present, the Director -General would require another $ 4.5 million; he might
be able to meet that requirement from savings, but not if he were asked at the same time to
economize the additional $ 610 000 needed to implement the recommendation on documentation and
languages just made by the Committee.

He thought that delegates appreciated the difficulty which the Director -General was facing
in covering all essential costs without impairing the programme approved by the Health Assembly
and in spite of constant currency fluctuations and, more particularly, the constant rise of the
Swiss franc against the United States dollar. There was obviously a limit to the savings that
could be made without substantially harming the programme of WHO, and that was the reason, he
thought, why the delegates of France and Spain had proposed the appropriation of $ 610 000 of
casual income to meet the additional costs arising from the recommendation which the Committee
had made on the previous item (see section 2 of this summary record).

The CHAIRMAN said that the Rapporteurs would prepare a draft resolution on the subitem
for later consideration.

5. SCALE OF ASSESSMENT Agenda, 3.6

Assessment of new Members and Associate Members Agenda, 3.6.1

Mr FURTH (Assistant Director -General) introduced the Director -General's report
dealing with the assessment of Djibouti, a Member of the United Nations, which had
acceded to membership of WHO by depositing with the Secretary - General of the United Nations a
formal instrument of acceptance of the WHO Constitution on 10 March 1978.

The assessment of Djibouti had as yet not been established by the United Nations General
Assembly. From information available to the Director -General, it would appear that the
assessment of Djibouti should be the minimum. Pending the establishment of the assessment of
Djibouti by the General Assembly, the Health Assembly might therefore wish to decide that
Djibouti be assessed at the provisional rate of 0.02% (the minimum in the 1978 scale) for 1978
and 0.01% (the minimum in the 1979 scale) for 1979 and future years, as recommended in the
report.

In considering the assessment of Djibouti for its year of admission, the Health Assembly
would no doubt wish to take into consideration resolution WHA22.6, which provided that new
Members should be assessed in accordance with the practice followed by the United Nations in
assessing new Members for their year of admission. If that were done, Djibouti's provisional
assessment would be reduced to one -third of 0.02% for 1978, the year of its admission to
membership of WHO.

Should the Committee be in agreement with the Director -General's proposals for Djibouti's
assessment, it might wish to recommend the adoption of the draft resolution contained in

the Director -General's report.

Decision: The draft resolution was approved .1

1 Transmitted to the Health Assembly in the Committee's second report and adopted as

resolution WHA31.14.
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Assessment of Angola Agenda, 3.6.2

Mr FURTH (Assistant Director -General), introducing the item, drew attention to the
Director -General's recommendation, in his report, that the World Health Assembly fix a
definitive assessment rate for Angola, currently assessed at a provisional rate. In
accordance with resolution WHA29.11, Angola, which had been admitted to membership on
4 May 1976, had been assessed at the provisional rate of 0.02% for 1976 and subsequent years.
The United Nations assessment rate also corresponded to 0.02% in the WHO scale for 1976 and
subsequent years. Consequently, the Health Assembly might wish to fix the definitive assess-
ment of Angola for 1976, 1977 and 1978 at the rate of 0.02 %. A draft resolution to that
effect was contained in the report.

Decision: The draft resolution was approved.l

Scale of assessment for 1979 Agenda, 3.6.3

Mr FURTH (Assistant Director -General), introducing the item, said that paragraph 1 of the
Director -General's report provided information on the current criteria for establishing the
WHO scale of assessment in accordance with resolutions WHA24.12, WHA26.21 and WHA27.9. In

implementation of those resolutions, the proposed WHO scale of assessment for 1979 had been
calculated on the basis of the United Nations scale of assessment for 1978 and 1979, as
approved by the United Nations General Assembly in resolution A32/39.

The steps taken in calculating the proposed scale of assessment for 1979 had been
intended to reflect the difference in membership between the United Nations and WHO and to
apply two fixed parameters which were the same in both the United Nations and WHO scales,
namely, the maximum assessment percentage of 25 %, as set by the Health Assembly in resolution
WHA26.21, and the new minimum assessment of 0.01% established in the United Nations scale for
1978 and 1979. The Committee would recall that, in the WHO scales of assessment for the years
1975, 1976, 1977 and 1978, it had been necessary to utilize - in addition to the assessments
of new Members - triennial increases as reflected in the corresponding United Nations scales
in order to reduce the assessment of the largest contributor to 25 %. It was no longer
necessary to utilize such increases in the computation of the proposed WHO scale of assessment
for 1979 since the assessment of the largest contributor had already been reduced to 25% in the
WHO scale of assessment for 1978; thus, in addition to the WHO scale having the same maximum
and minimum assessments as the United Nations scale, the WHO assessment percentages of Members
were now directly proportional to the corresponding assessments in the United Nations scale.
Consequently, for the first time since the adoption of the 1975 scale, the WHO scale of assess-
ment was in complete harmony with that of the United Nations, in accordance with repeated
resolutions of the General Assembly recommending that the specialized agencies which applied
methods of assessment similar to those of the United Nations should bring their scales into
harmony with the United Nations scale at the earliest possible time, taking into account
differences in membership and other pertinent factors.

As stated in paragraph 3 of the report, in view of the special circumstances relating to
the Organization's remaining two Associate Members and the possibility that there would be no
new Associate Members in the future, no change was being proposed in the Associate Members'
assessment rate of 0.01% in the scale for 1979.

A draft resolution for the Committee's consideration was contained in the report.
Following the establishment by the Committee of a provisional assessment rate of 0.01% for
Djibouti for 1979 and future years, it would be necessary to amend the proposed scale for 1979
contained in the annex to the draft resolution as follows: in columns 1 and 2, between Denmark
and Dominican Republic, insert "Djibouti . . . 0.01 % "; and in column 2, change the percentage
of Italy from 3.33% to 3.32 %.

Decision: The draft resolution, with the amendments noted by Mr Furth, was approved.2

The meeting rose at 17h30.

1 Transmitted to the Health Assembly in the Committee's second report and adopted as

resolution WHA31.15.

2 Transmitted to the Health Assembly in the Committee's second report and adopted as

resolution WHA31.16.



FIFTH MEETING

Tuesday, 16 May 1978, at 9h20

Chairman: Mr M. K. ANWAR (Bangladesh)

1. REPORT OF COMMITTEE B TO COMMITTEE A

The CHAIRMAN drew attention to the draft report of Committee B to Committee A.

Decision: The report was adopted (see page 731).

2. REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION (continued) Agenda, 3.2

Members in arrears in the payment of their contributions to an extent which
may invoke Article 7 of the Constitution (continued from the second meeting,
section 1)

Agenda, 3.2.3

The CHAIRMAN recalled that at the second meeting of the Committee it had been decided to
postpone further consideration of the item until such time as the countries concerned could be
expected to have replied to the Director -General's cable. The Director -General had requested
that those replies should be received by Monday, 15 May.

Mr FURTH (Assistant Director -General) said that on 15 May 1978 a cash payment had been
received from Congo amounting to 200 000 French francs, the equivalent of $ 43 478.25,
representing the balance of that country's contribution for 1975 and part of its contribution
for 1976. That remittance was sufficient to remove Congo from the list of countries which
might be subject to the provisions of Article 7 of the Constitution.

In addition, the Director -General had received a cable from Grenada on 15 May, indicating
that a payment of $ 23 060 had been made to cover its contribution for 1975, and that payments
for 1976 and 1977 would be made in June and July respectively. A cable had just arrived from
Chad informing the Director -General that 3 million CFA francs were being paid to the
Organization.

The CHAIRMAN said that no communication had been received from the other countries in
arrears in the payment of contributions. He drew attention to Article 7 of the Constitution
of WHO, which provided that if a Member failed to meet its financial obligations to the
Organization, the Health Assembly might suspend the voting privileges and services to which that
Member was entitled.

Mr DJOGO (Chad) said that he had informed the Secretariat that he had received a cable
dated 13 May indicating that his Government was making a payment of 3 million CFA francs. It

was likely that a further payment would follow.

The CHAIRMAN thanked the delegate of Chad for that information. The item under discussion
was a very sensitive and important one, and the Committee needed guidance from delegates if it
was to put forward suggestions for consideration by the Health Assembly.

Mr TAITT (Trinidad and Tobago) asked whether it was possible under Article 7 for the

services provided to the country concerned to be maintained even though voting privileges had
been suspended, or whether the application of Article 7 precluded such services.

-568-
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The CHAIRMAN said that the Committee was free to make any recommendation to the Assembly

that it saw fit.

Mr TAITT (Trinidad and Tobago) suggested that the Committee appoint a small working group
to study the matter and report back that afternoon.

The CHAIRMAN wondered whether the setting up of a working group would be of much use, in
view of the fact that the Executive Board and its Committee to Consider Certain Financial
Matters prior to the Health Assembly (formerly the Ad Hoc Committee) had already dealt with
the matter at some length.

Dr DE CAIRES (United States of America) asked what action had been taken by the Health
Assembly the previous year on the matter of arrears.

Mr FURTH (Assistant Director -General) said that the previous Health Assembly, on the
recommendation of the Ad Hoc Committee of the Executive 'Board, had, in resolution WHA30.12,
suspended the voting rights of the Dominican Republic.

The CHAIRMAN said he took it that the Committee was not in favour of suspension of voting
rights or discontinuation of services provided in the present instance. He suggested that
the Rapporteur should prepare a draft resolution on the matter which would be considered by
the Committee at a later stage.

It was so agreed. (See summary record of the seventh meeting, section 2.)

3. APPOINTMENT OF THE EXTERNAL AUDITOR Agenda, 3.7

Mr FURTH (Assistant Director- General), introducing the Director -General's report,
recalled that because Mr Lars Lindmark had not been available for re- appointment
as External Auditor of the Organization beyond the financial year 1977, Mr Sven -Ivar Ivarsson
had been appointed as External Auditor of the accounts of the Organization for the financial
years 1978 and 1979. Unfortunately, Mr Ivarsson had died as the result of an accident on
28 October 1977.

Since work connected with the audit of the accounts for the financial year 1978 had to
begin very soon after the present Health Assembly, a decision needed to be taken now on the
appointment of a replacement for Mr Ivarsson as External Auditor beginning with the financial
year 1978.

Since its inception, WHO had always had the same External Auditor as the International
Labour Organisation, with cost - sharing arrangements between the two organizations which had

resulted in considerable savings in audit costs. Those arrangements also allowed for an
external audit team with broader experience and knowledge of practices and procedures and of
audit requirements for specialized agencies.

The Directors -General of the ILO and WHO had ascertained that the Comptroller and Auditor
General of the United Kingdom, Sir Douglas Henley, who wasalso the External Auditor at UNESCO,
FAO, GATT, IMCO and WMO, would be available immediately to serve as External Auditor of both
WHO and the ILO. In addition to his audit experience, Sir Douglas had wide and varied
experience in finance and economics both in his own country and internationally.

Should the Health Assembly decide to appoint Sir Douglas Henley, the cost -sharing
arrangements with the ILO would continue, and the Director- General would then suggest that the
appointment be for the same two -year period as at the ILO and thus cover the external audit of
the financial years 1978 and 1979.

Mr WIRTH (Federal Republic of Germany) expressed his delegation's regret at the sad loss
of Mr Ivarsson. He was glad that the Director -General had been able to find a new candidate
for such an important post within a relatively short time. He supported the candidature of
Sir Douglas Henley, because he was already an experienced auditor of several specialized
agencies within the United Nations system, and also because his appointment would mean that
the cost - sharing arrangements with the ILO could be continued.
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The CHAIRMAN drew the Committee's attention to the draft resolution contained in the

report on the item.

Decision: The draft resolution was approved.1

4. WORKING CAPITAL FUND Agenda, 3.8

Advances made for the provision of emergency supplies to Member States as Agenda, 3.8.2

authorized by resolution WHA28.25, part C, para. 2(2)

The CHAIRMAN recalled that sub -item 3.8.1 had been removed from the agenda because no
advances had been made to meet unforeseen or extraordinary expenses. The Committee would
therefore deal only with sub -item 3.8.2. He drew attention to the Director- General's report
on the item,

Decision: The Committee took note of the Director -General's report.

5. ORGANIZATIONAL STUDIES BY THE EXECUTIVE BOARD Agenda, 3.9

Organizational study on WHO's role at the country level, particularly the Agenda, 3.9.1
role of the WHO representatives

Dr AL -BAKER (representative of the Executive Board) introducing the item, said that the
Board had considered a preliminary version of the report on its organizational study on WHO's
role at the country level, particularly the role of the WHO representatives, at its fifty -ninth
session in January 1977. The previous year's Health Assembly had reviewed the progress made
in the preparation of the study and had requested that a final report should be made to the
Thirty -first Assembly. He suggested that the Acting Chairman of the Working Group concerned
should be invited to outline the contents of the study.

Professor REID (Acting Chairman of the Executive Board's Working Group on the
Organizational Study on WHO's Role at the Country Level, Particularly the Role of the WHO
Representatives), introducing the study contained in Annex 7 to Official Records No. 244, said
that section 1 gave the reasons for the preparation of the study, as well as the names of the
Working Group members concerned, who had carried out a series of country visits using agreed
guidelines for observations. The main meeting had been held in Brazzaville with the Regional
Director for Africa as secretary.

The study was deliberately comprehensive. On pages 80 -83 of Official Records No. 244

the constitutional basis of WHO's role at country level was reviewed, reference being made to
various relevant resolutions of the Health Assembly. On pages 83 -85 the well -known historical

evolution from the concept of technical assistance to that of cooperation was traced.
Pages 85 -87 contained an assessment of WHO activities at country level in the light of the
Working Group's visits and consultations, including comments on the specific question of the
role of the WHO representatives. On pages 87 -90 current trends in technical cooperation at

country level were discussed and some suggestions were made as to how such cooperation might
usefully be further developed.

The largest section of the study - pages 90 -98 - dealt, as requested in the Working
Group's terms of reference, with the role of WHO representatives. The development of their
role was traced and, in the light of changing circumstances, the question of whether they might,
where appropriate, be replaced by coordinators who were citizens of the countries concerned was
considered. Examples of that development were given for the African Region, and the related
use of national health personnel in the South -East Asia and Eastern Mediterranean Regions,
inter alia, was described.

1 Transmitted to the Health Assembly in the Committee's second report and adopted as

resolution WHA31.17.
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On pages 95 and 96 the advantages and disadvantages of using nationals as WHO coordinators

were discussed, it being stressed that their training and selection should be identical to that
of international personnel; salary matters were also referred to. The new title to be given
to the WHO representative had been considered, and eventually that of "WHO programme
coordinator" had been agreed.

The vital question of the selection and of the initial and continuing training of WHO

representatives or their successors was reviewed on pages 97 -98, which should be read in
conjunction with Appendix 3. On pages 98 -100 some of the repercussions of the new methods of
cooperation on the structure of WHO at the peripheral, regional and central levels were
discussed. Section 10 (pages 100 and 101) contained a summary of the conclusions and recom-
mendations.

The study was comparatively long, but the subject was important and the Working Group had
been anxious to describe the background, the present state and likely future trends as fully
as possible. In preparing the revised version of the study, members of the Working Group had
been grateful for the suggestions made by delegates at the previous Health Assembly. In its

resolution EB61.R34 on the subject, the Board drew the Health Assembly's attention to the main
conclusions of the organizational study. The resolution stressed the modern role of WHO and
of WHO programme coordinators and emphasized the importance of appropriate public health
training for such personnel. Above all, it laid great stress on flexibility and on the
sovereignty of Member States in health as in other matters.

Mr CROM (Netherlands) said that the subject of the study provided one of the most
important areas of coordinated action for the United Nations system. With regard to WHO's
role in country programming, it was essential that representation be adequate to fulfil the
tasks entrusted to the Organization. At present the quality of WHO representatives was very
high, which indicated that the Board's recommendations in the study were not only right in
theory, but also feasible in practice.

If the effectiveness of WHO's country programming was to be assessed, it should be seen
in terms of integrated action by all organs of the United Nations system. It was important to
bear in mind the main resolutions of the United Nations General Assembly laying down the broad
principles of coordination and cooperation. The first of these was the consensus resolution
2688 (XXV) recognizing the priority role of UNDP in technical assistance activities. The

second was resolution 32/197 on the restructuring of the economic and social sectors of the

United Nations system, paragraph 34 of which stressed the need to concentrate in one individual
responsibility for coordination of the activities of the United Nations system in any given
country. Those two resolutions made clear that coordination was the key factor for fruitful
action.

He was confident that WHO representatives would find ways and means of establishing close

coordination with UNDP resident representatives. Only thus could optimum conditions be
guaranteed for cooperation with the United Nations system on the one hand, and with national

authorities on the other. He did not think that the role of WHO representatives needed to be
limited to multilateral activities; they could also play an active part in bilateral activities,
notably by advising on the preparation of health programmes.

He supported the recommendations made in the Board's study, and also endorsed

resolution EB61.R34.

Dr BROYELLE (France) said that some confusion persisted with regard to the role of WHO
representatives. While they had proved very valuable, she welcomed the natural evolution in
that role that was now taking place. It was undoubtedly right for WHO to rely increasingly
on national personnel for the supervision and coordination of programmes. The whole concept
of WHO representatives should now be transformed, since now that national personnel were capable
of taking over that task, they should lose the dependence on WHO - notably in the financial
sense - that the title of representative implied, and be regarded more as correspondents,
Such a change of role was not only desirable, but was the only one possible. The official
concerned would not be satisfied with a position of double dependence, both national and inter-
national. Moreover, his government would be reluctant to accept an ambiguous position. The

logical conclusion was to entrust responsibility to nationals serving as designated points of
contact, and not to national officials considered as representatives of WHO.

It was more important that the supervision of programmes and the relations between WHO
and governments should be effective, than that a system of representation which had outlived
its usefulness should be maintained at any price. Her delegation was therefore in favour both
of a change in the term "representative" itself and of a change in the facts of the situation.
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Dr FEDOROV (Union of Soviet Socialist Republics) said that the introduction of the concept
of technical cooperation reflected the changes that were taking place in the relations between
the Organization and its Member States. His delegation believed that in such cooperation
there should be equality between WHO and governments; it was governments who should be
responsible for the allocation and use of resources, and also for making their experience
available so that other countries could benefit from it. An important component of technical
cooperation was scientific research.

The development of technical cooperation demanded a major restructuring of WHO's work at
country level. A creative and flexible approach was needed. He endorsed the study's
conclusion that the diplomatic functions of the representative should be reduced and his
technical functions increased. Representatives should participate more in the planning and
programming of health activities, and in the creation of evaluation systems. The new approach
implied the need for a new criterion for the selection of candidates, both by WHO and by the
governments concerned. Particular attention should be paid to training and re- training.

In conclusion, he hoped that the organizational study would help to promote the greater
effectiveness of WHO representatives at country level.

Mr DJOGO (Chad) said that his country attached particular importance to the item under
consideration in view of its repercussions on field activities in developing countries,
where WHO representatives played a key role. His delegation intended accordingly, with
other sponsors, to submit a draft resolution on the subject with a view to strengthening
the effectiveness of WHO's work in the field.

Dr MARTINS (Mozambique) was particularly gratified to see that a new concept of technical
cooperation, taking full account of the new cooperative relationship between WHO and its
Member States, was replacing the former paternalistic type of aid. He welcomed the trend

towards the use of national coordinators, since that type of official was fully aware of the
economic and social conditions prevailing in the country concerned and their appointment

would enhance the implementation of resolution WHA29.48.
Mozambique would be appointing a national coordinator from 1980 onwards, by which time

the necessary staff resources would be available. He pointed to the need for re- examining

the status of such personnel, whose role, whether they were national or international officials,

should be essentially that of technical coordinators and not diplomats.
He suggested two minor amendments to the Working Group's report. Some WHO represen-

tatives still influenced by the old mentality pressed for the inclusion of foreign experts

in a project when local experts were in fact available. In his country, for example, the

health authorities had carried out a national immunization campaign in which more than eight
million people, or some 96% of the population, had been vaccinated, using only national staff.
That high coverage had been noted both by WHO epidemiologists and by the international
commission that had certified the eradication of smallpox in his country. Thus Mozambique

was capable of completing its expanded immunization programme without foreign technical
cooperation. Accordingly, it should be made clear in section 8.4 of the report that the
relationships which the WHO representative was called upon to maintain with health professionals
and national health institutions should be fully known to the national authorities. In

paragraph 10.3, which stated that one of WHO's functions was to collaborate with countries in
planning, management and evaluation of their health programmes, it should be made clear that
collaboration should be extended only at the specific request of the government concerned.
With those amendments, his delegation fully supported the report.

Mr NATARAJAN (India) commended the Working Group on its report, which represented an
important step forward in fulfilling WHO's new cooperative function. His delegation fully
endorsed the recommendations embodied in resolution EB61.R34.

The increasing accent being laid by WHO representatives on coordination and cooperation,
as opposed to their previous observer status, had become increasingly apparent in the South -
East Asia Region. The adoption of such a new approach, whereby they participated as
coordinators and advisers rather than being final arbiters, would strengthen the functioning
of the Organization's activities at the country level. He emphasized the desirability of a
full understanding between the WHO coordinator and the national authorities in order to
obtain the most realistic assessment of needs and effective development of projects. To

that end, a continuing dialogue would be necessary between WHO coordinators and field
workers, which could only be achieved if the coordinators were closely involved in field
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activities. He agreed that the proposed new title was more appropriate, since the title of
WHO representative appeared to imply diplomatic status. The WHO coordinator could also
play a most useful role in providing the country concerned with information on what bilateral
help was available and in identifying areas where appropriate schemes for action could be
drawn up, so as to ensure that all health action constituted a coherent whole. Following
the remarks of the delegate of Mozambique, he agreed that all the assistance extended by a

WHO coordinator should be conditional on the country's requesting that type of help.

Dr KLIVAROVÁ (Czechoslovakia) believed that the organizational study was in keeping
with the stand taken by the United Nations General Assembly in favour of science and
technology for peace. WHO was in a unique position to assist the large number of developing
countries now in the process of developing their own health services, which had hitherto
suffered from the shortage of qualified staff. It was clearly desirable that the fullest
possible use should be made of qualified national experts, with WHO personnel participating
only on a short -term basis, with a view to fostering the availability of qualified staff
within a country.

Dr BULLA (Romania) considered that the organizational study was of great importance
where the further development of WHO's activities for the benefit of Member States was

concerned. Since the ultimate aim should be the achievement by countries of self -reliance,

the utilization of WHO national coordinators was particularly appropriate to further a more

effective dialogue and participation in WHO's work.
In the past, a number of discrepancies had existed as between the discussions within the

governing bodies of WHO as to the role of the WHO representatives and the actual application

of that role at the country level. It was, therefore, highly desirable that the WHO

coordinator should have less of a diplomatic function and that his technical function should be

strengthened. The crux of the matter clearly lay in proper training, which would be no easy

task in view of the great responsibility which such staff were required to carry at the

country level. He suggested that former WHO staff members, even if they had reached

retirement age, could be used as national coordinators in view of their managerial and

technical expertise.

Dr VALLADARES (Venezuela) believed that the valuable organizational study would serve

to make WHO's action more effective at the country level. For his part, he had never

considered WHO representatives as performing solely a diplomatic function and would fully

agree with their being renamed coordinators, as that role would be in keeping with the current

trend.
On the question of using national personnel, however, it was important to bear in mind

the disadvantages as well as the advantages. He agreed that it would be desirable to expand

further the use of national staff for teaching and research. The remuneration of national

counterpart staff could, nevertheless, lead to a delicate situation. If the national salary

of the individual concerned was supplemented by WHO to bring it up to the level of an

international official's salary, there would then be a discrepancy between the salaries of

national staff working for an international organization and of national staff as a whole.

There were other disadvantages. If a national coordinator were to carry out the

functions described in section 8.3.3 and the first paragraph of section 8.3.4, which related

to implementation of policy decisions of the governing bodies of WHO and to coordination, he

could find himself in a real conflict between WHO's recommendations and the government's

policy. Furthermore, if coordinators were appointed by the governments concerned at the

national level, political and other considerations might enter into the selection, and there

would be considerable competition for a post with a salary supplemented by WHO. Since

national coordinators would be chosen according to their political acceptability, they would

also change with undue frequency in regions where governments were subject to frequent change.

He did not think that any savings effected would compensate for the problems of double

dependence that would face national coordinators, although, of course, any WHO coordinator,

even if an international official, would have to maintain good working relations with the

government. A national would face entirely different pressures. Any savings that were

made should, in his opinion, be used to increase fellowships and training; the small amounts

involved would be unlikely to make an appreciable difference elsewhere, and it was essentially

through the use of staff of high quality and long experience that WHO would be able to carry

out its vital function.
With those comments, his delegation was prepared to endorse the report as drafted.
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Dr FAAIUASO (Samoa) considered that the conclusions and recommendations of the

Working Group were valuable and realistic, both from the point of view of WHO's activities as
a whole and from that of the governments concerned at the country level. The most appropriate
formula would be that of a partnership between WHO and the country concerned. He felt that
WHO should be responsible for the remuneration of the coordinator, that official being either
a national or not according to the wishes of the government concerned. The criteria for the
selection of the national coordinator would be the sole responsibility of the WHO Secretariat,
at either the regional or subregional level, and not that of the government.

Dr DE CAIRES (United States of America) paid tribute to the Working Group, whose study
was of great service to Member States and to the Organization. He noted that much attention
had been focused on the question whether coordinators should be national or international
personnel. However, it was even more important, in his opinion, to achieve an increased
participation of national authorities in, and responsibility for, the work of WHO at the
country level. The advantages and disadvantages of national as compared with international
coordinators - a matter which would, of course, vary from country to country - had been very
carefully reviewed in the study. Mention had been made of such considerations as salary
differentials, potential conflicts of interest and savings in cost, all of which needed to
be studied by the Committee. However, the key factor was training and, whoever the

coordinator was, he would have to be provided with a different form of training from
that provided now; he would need to be versed in the new approach of WHO programmes,

centred on technical cooperation and with emphasis on technical and managerial competence.
The coordinator, whether national or international, could very well be a member of the
national committees which had been established in some countries to monitor WHO- assisted
programmes. Professor Reid had emphasized flexibility, and that aspect had also been
stressed by the Executive Board when it had considered the study. It had been felt that
sudden, sweeping changes should be avoided and that an effort should be made to expand country
by country, in accordance with national wishes and capacity. It was, of course, for each
country to make its own choice regarding the kind and timing of representation it desired, as

the delegate of Mozambique had stressed.

Dr ALFA CISSÉ (Niger) recalled that the question of the role of the WHO representative
had originally been raised, in the terms in which it was dealt with in the study before the
Committee, by the Director -General at a meeting of the WHO Regional Committee for Africa in
1974 when, for the first time, the possibility of using national instead of foreign experts
had been aired. The idea had been so well received and had made such progress that a name -
coordinator - had been adopted and the Committee was now considering what his functions and
powers should be and whether it would be advisable to have coordinators in the underdeveloped
countries.

For many countries were underdeveloped from an economic standpoint; yet in each of them
it was possible to find experts at least as competent as those which had been sent to them
in the past from outside, who were out of touch with local realities. The old -style

representatives, despite their sound technical training, were much more like diplomats than
technical experts, with unfortunate consequences. The trend now was to have national

personnel. Some delegates, however, had emphasized the risk involved in employing a national
with one foot in WHO and another in his government, as if WHO was a totally different entity
consisting, not of countries, but of some element which superimposed itself upon them. Yet

WHO was the sum total of its Member States, the old experts and the new - scientists whose
competence had been proved in principle and approved not only by WHO but also by the countries

which had seconded them. It was therefore difficult to see how it was still possible to
question whether, with the introduction of the idea of a coordinator, technical efficiency

would be prejudiced.
Niger was among the favoured States; it had a coordinator, a national of Niger. It had

never been so satisfied with its relations with the Organization, not because there had been
any bad faith on the part of WHO in the past but because the representative at the time had
not been as closely in touch with the situation. He had been, perhaps, over - concerned with

problems which did not affect Niger and had therefore been unable to devote himself to the

work which he had been sent to do. The current coordinator from Niger did what he was asked

to do, regardless of whether the approach came from WHO or from Niger. Since his appointment
Niger's problems had not been solved by magic - that was not the role of WHO - but when any
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request was made to WHO for assistance it seemed that the WHO offices were no longer situated
in Geneva or Brazzaville but in Niger itself, so prompt was the Organization's response to
telex messages to which it had formerly taken three months to obtain a reply.

It had also been objected that the coordinator might suffer the same fate as some
governments and be changed with excessive frequency. However, if a regime changed and the
government decided to appoint a new coordinator, nobody could do anything about it; the

country concerned would suffer and, no doubt, soon realize its mistake and make amends. A
good coordinator was selected and supported, not on the basis of political considerations, but

for his proven competence, since the country appointing him was responsible to the
international community.

The Committee wished to improve the effectiveness of WHO. Such an improvement involved
more than a mere change in health structures, as had been suggested. Niger was a poor
country, but it had gone much further than that; for example, it was building and equipping
a number of new laboratories for specific purposes. Thus the choice of a coordinator would
not be made lightly. The basic consideration for selection was that the country had
obligations to the international community, and it was only by meeting those obligations that
it was entitled to call upon WHO for assistance.

The meeting rose at 11h00.



SIXTH MEETING

Tuesday, 16 May 1978, at 14h30

Chairman: Mr M. K. ANWAR (Bangladesh)
Later: Dr J. -M. KYELEM (Upper Volta)

1. ORGANIZATIONAL STUDIES BY THE EXECUTIVE BOARD (continued) Agenda, 3.9

Organizational study on WHO's role at the country level, particularly the Agenda, 3.9.1
role of the WHO representatives (continued)

The CHAIRMAN drew attention to the following draft resolution, sponsored by the
delegations of Chad, Ivory Coast, Mozambique, Niger, and the United Republic of Cameroon:

The Thirty -first World Health Assembly,
Having considered the Executive Board's organizational study on WHO's role at the

country level, particularly the role of the WHO representatives;'
Recalling resolutions EB57.R31, EB59.R33, EB61.R34, WHA29.33 and WHA30.16;
Emphasizing the indivisibility of world health and the constitutional role of WHO

as its unifying agent;
Stressing the need for integrated action throughout the Organization in order to

reach the main social target of governments and WHO that was decided upon in resolution
WHA30.43, namely the attainment by all the citizens of the world by the year 2000 of a
level of health that will permit them to lead a socially and economically productive

life;

1. CONGRATULATES the Executive Board for its study on WHO's role at the country level,
particularly the role of the WHO representatives;

2. NOTES with appreciation its findings, conclusions and recommendations, especially
with regard to WHO's role in fostering national self -reliance in health matters, in
particular through technical cooperation with countries in the planning, programming,
implementation and evaluation of their health programmes;

3. URGES Member States:

(1) to increase their participation in the work of WHO;
(2) to assume greater responsibility for the formulation and implementation of
the Organization's policies; and

(3) to take care that their requests for technical cooperation with the
Organization conform to the policies adopted by them in the World Health Assembly;

4. ENDORSES the need to utilize better all the resources which WHO can mobilize, and
in this context to experiment further with the employment of national personnel as WHO
representatives and project managers and with national coordinating committees;

5. DECIDES that the title of WHO representative should be changed to that of WHO
programme coordinator;

6. REQUESTS the Director -General:

(1) to apply the conclusions and recommendations of the study in the future

activities of WHO;

1 WHO Official Records, No. 244, 1978, Part I, Annex 7.

- 576-



COMMITTEE B: SIXTH MEETING
577

(2) to reinforce the managerial and technical competence of WHO programme
coordinators; and

(3) to re- examine the Organization's structures in the light of its functions as
recommended in the study, with a view to ensuring that activities at all

operational levels promote integrated action, and to report thereon to the sixty-
fifth session of the Executive Board;

7. REQUESTS the Executive Board to review the Director -General's report on his study
of the Organization's structures in the light of its functions and to report thereon
to the Thirty -third World Health Assembly.

Professor SYLLA (Senegal) said that a distinction should be made between the activities of
WHO representatives and those of technical coordinators already appointed in ministries of
health in Africa. The latter's role was often not institutionalized, and they worked in
parallel with WHO representatives or national coordinators in socially relevant programmes of
technical cooperation for clearly defined health objectives.

Dr BAHRAWI (Indonesia) said that the South -East Asia Region was experiencing a gradual
change in the role of the WHO representative, who was becoming more of a partner in national
health planning and rather less of an adviser. In Indonesia the WHO representative had
been functioning as Vice -Chairman of the Health Services Development Committee and partici-
pating in the Council for Health Planning, which facilitated the integration of WHO programmes
with national health programmes. He also was entrusted with liaison with bilateral and
other cooperating agencies on health matters. That changing role had created no problems,
and Indonesia was in favour of the measures proposed in the draft resolution submitted by
the delegations of Chad and other countries.

Indonesia did not consider it to be an important issue whether the programme coordinator
was to be a national or not; more important was the proper selection of the right person
according to good selection procedures. Training was, of course, important for the improve-
ment of the candidate's qualifications, in which he considered that technical skills were
more important than attitudes. He therefore advocated a further study of the criteria for
selection based on national capabilities. The salary conditions for the coordinator should
ensure that if a national was selected, his image should not be that of a second -class
international civil servant.

Mr QUTUB (Saudi Arabia) said that self -reliance was an important objective, and, as the
organizational study emphasized, measures should be taken to appoint representatives or
coordinators at the country level. He supported the conclusions of the study and the
Executive Board's resolution EB61.R34. He announced that, in order to reduce the burden on
WHO in the Eastern Mediterranean Region, Saudi Arabia among other countries was ready to
contribute to the costs of instituting the necessary measures.

Dr BARAKAMFITIYE (Burundi) agreed that the WHO representatives were an essential element
in what it had become usual to call the social revolution for public health, the aim of which
had been fixed as "health for all by the year 2000 ". A change in mentality was necessary to
permit the development proposed by the Working Group in the organizational study, and it was
gratifying to note that the African Region was the furthest advanced in appointing national

coordinators.
His delegation supported the recommendations in the report and would support the draft

resolution on the subject.

Mr TEKESTE (Ethiopia) said that his country had appointed a national coordinator, and
that his delegation supported the new development in that connexion for the reasons stated in
the report, and for those stressed by previous speakers, in particular the need for self -
reliance.

Dr QUENUM (Regional Director for Africa) communicating a number of points drawn from the
experience of the African Region since the beginning of the organizational study, and speaking
as the Secretary of the Working Group, said that there had been no problem in introducing the
new approach either at the national or at the international level. National coordinators were
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chosen by the government in question, and appointed by consensus after consideration of criteria
and of information provided as a result of a permanent dialogue with WHO. That method had

brought about an important change in the relations between the Secretariat and Member States.
Members of the Working Group had wished it to be stressed that the technical functions of

representatives or coordinators should take precedence over their functions as diplomatic

representatives. Country health programming, medium -term planning, and the development of
information and evaluation systems were new developments which demanded a great effort of the
health administrator, who was therefore required to be more of a technician than a diplomat.
However, the representative had to have certain facilities for easy contact with national
administrations if he was to carry out his technical functions adequately. Furthermore, it

would take a certain time for mental adjustment to be made to the change in emphasis from WHO
representative to national coordinator, but he hoped that the present Health Assembly would
give the Director -General the necessary powers to follow the direction which history indicated,
in the interests of national participation in the activities of WHO, as it was an irreversible

development. WHO was acting more and more in response to requests from governments.
There had, of course, been certain difficulties in introducing the innovation, and the

Working Group had recognized them in section 8.5.3 of its report. However, the advantages,
listed in section 8.5.4, were thought to outweigh them, and the promotion of self -reliance was
paramount among those considerations.

The numbers of technicians available in certain countries had grown over the last ten
years, and WHO should not miss the opportunity of using those new resources. Recognition
that decisions lay with the government would put an end to the friction created by the

situation of programme managers having counterparts and other sources of possible conflict.
Nor was there any problem with contracts once the government decided the conditions following
an agreement between the parties. Political instability was a problem which affected all
levels of administration, but successive governments had to recognize that health problems
were independent of political change.

WHO's programme must thus be the product of concerted action with Member States, and fears
about the future of the coordinator's role could be allayed by referring to the recommendations
and conclusions of the Working Group which allowed great flexibility in the choice of
representatives or coordinators according to the national or local situation.

Emphasis had been placed on training, and one of the annexes to the report was devoted to

that subject. It was hoped that a better transfer of information between the different levels
of WHO would lead to the acceptance, thanks to such training, of the idea of national

coordinators. Among the advantages of using such a coordinator were his greater familiarity
with local conditions, the confidence of his government in him, and the greater efficiency which
was likely to result from the closer collaboration and mutual confidence.

In reply to delegates' questions, he referred to the fact that members of the Working

Group had paid field visits in order to assess WHO activities at the country level, as

described in section 5 of the report, and to the history and development of the role of WHO

representatives in section 8.2; section 8.3 summarized the main functions of representatives,

while section 8.5 developed the idea of the national coordinator as a necessary new development.

He added that there were already six national coordinators in the African Region, and the

experience with them had been very positive; once the idea had been accepted in what he

called a mental revolution, the social revolution of which such a development was part could

go forward.

The DIRECTOR - GENERAL said that WHO must continue to pay attention to its future role and,

with regard to the role of Member States in WHO, pointed out that the Constitution made it

clear that WHO was a cooperative of Member States. A previous organizational study of the

Executive Board, made three years earlier, on the interrelationships between the central
technical services of WHO and programmes of direct assistance to Member States, had afforded

a view from the top downwards, describing how to integrate programmes, how to reallocate

resources, not only within programmes and regions but also between programmes and regions.

The present study concentrated on how to provide an integrated response to countries'

real needs. The necessary self -reliance at the national level implied a true partnership

between countries and WHO; all concerned must reach agreement on the ends to be achieved,

using the most appropriate means, even if they were widely different, to achieve them. It

was of capital importance that the requests of Member States for technical cooperation

considered the ends and the means as having to comply with the policies and principles which
they had developed and adopted in the Health Assembly.
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As stated in the last recommendation in the organizational study, the change in the

relationships between WHO and its Members required the re- examination of its structures to be
carried out in the light of its functions, which were clear. WHO's functions related to its
coordinating role in international health work, including information exchange among Member
States as well as technical cooperation with them. The question was whether the structures
were clear; the constitutional basis provided by three organs - the World Health Assembly,
the Executive Board and the Secretariat - each of them with clear constitutional functions,
and the regional arrangement with six regional organizations, each with a regional committee
and a regional office, made it a complex structure. The relationships between the regional
organizations and the three central organs were rather flexible. The regional directors and
he himself were concerned to ensure that the managerial and technical capabilities of the

regional structure matched its political advantages, and were seeking to integrate in better
ways WHO's activities at whatever level they were conducted. The country level, the focus of
the organizational study, was the most important: it was there that it would be determined
whether health was for all or for the privileged few.

The regional organizations had become increasingly important and active in recent years,
and that was a welcome trend as they were much closer to the practical problems of Member
States. With the important decisions taken by the Health Assembly and the Executive Board
affecting all regions, there was thus a greater need than ever before to synchronize the work
of the regional committees, the Board and the Health Assembly.

It was not easy to coordinate activities at the different operational levels in 151
countries in six regions. The work of many different mechanisms also had to be coordinated,
including national health advisory councils, national research development and training centres
recognized as regional centres, regional panels of experts, regional advisory committees on
medical research, and the global Advisory Committee on Medical Research. In doing so it was
necessary to maintain international solidarity while respecting national sovereignty. In the
Secretariat there should ideally be staff rotation to identify staff with all levels of
activities in WHO, but that would not be easy. Returning to the country level, he pointed out
that the organizational study, at the same time as it advocated strengthening the technical
functions of the WHO programme coordinators, also suggested new approaches to ensure liaison
between WHO and governments. Careful thought should be given to the relative merits of
strengthening the offices of the former and of phasing them out while phasing in new direct
relationships between regional offices and governments. Whatever solutions were adopted, the
structure of the regional offices was bound to be affected, while the increasing numbers of
technical experts in countries also made it necessary to reconsider the internal organization

and staffing of the regional offices. These changes could not but affect the Secretariat at
the global level, so that the need to reconsider structures in order to enhance the
Organization's coordinating and information transfer roles was felt at all levels.

He stressed the urgency of measures aimed at drawing the full advantage from the closer
relationships between different organizational levels, as well as the need for careful
examination of methods. There was a danger that too many mechanisms at the different levels
could generate their own problems of coordination, and might turn out to be unwieldy in
structural terms. He added that the restructuring of the United Nations system and the
measures taken to establish a New International Economic Order might well have implications
for the structure of WHO, which might participate fully in international endeavours for social
and economic development by ensuring that health development both contributed to and at the
same time benefited from it.

Any re- examination of WHO structures should concentrate on getting the most out of the
new approach in health and socioeconomic development and on providing an integrated response
to the needs of Member States, for which there was only one Organization. In

considering how to carry out such a re- examination, the Health Assembly might consider
entrusting to the Director -General and Regional Directors the task of carrying out a study
the results of which would be reported to the Executive Board, which would then submit its
recommendations to the Health Assembly. He gave his assurance that regional committees and
national governments would be fully involved in such a study.

Finally he stressed that WHO's role at the country level represented only one stage in
its efforts to ensure technical cooperation, and that any further study should go beyond that
stage to examine the development of WHO's coordinating role at other levels.

The CHAIRMAN thanked the Director -General for having indicated the areas where action
was urgently needed to identify the abilities and inadequacies of the Organization in
ensuring a healthier life for the people of the world.
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The Director -General had suggested that in addition to studies undertaken by the
Executive Board, other studies by the Director -General himself and the Regional Directors
would be useful in the process of self -analysis and learning from mistakes. He asked for
the Committee's reactions to the Director -General's suggestions and to the draft resolution
to which he had drawn attention earlier.

Dr BROYELLE (France) thought that there was a contradiction between paragraphs 4 and 5
of the draft resolution. In view of the apparent consensus to change the term "WHO
representative ", it would be better to delete the words "WHO representatives and" from

paragraph 4.

Dr QUENUM (Regional Director for Africa), in reply to the French delegate, agreed that
there was a contradiction between paragraphs 4 and 5, and thought it preferable to re -word

paragraph 4 to read:

"ENDORSES the need to utilize better all the resources which WHO can mobilize,

and in this context to experiment further with the employment of national personnel
as WHO programme coordinators and project managers and with national coordinating

committees ".

Dr BROYELLE (France) agreed to that course.

Dr DE CAIRES (United States of America) considered the Director -General's suggestion
excellent and he wondered if the sponsors of the draft resolution would consider incorporating

it in their text.

The DIRECTOR- GENERAL said that paragraph 6(3) already contained all the instructions he

needed.

Dr MOCUMBI (Mozambique), supported by Mr DJOGO (Chad), proposed to add the words "and
the Staff Regulations" after "the Organization's structures" in paragraph 6(3) of the draft

resolution.

Mr NATARAJAN (India) suggested that the order of paragraphs 4 and 5 be inverted and that
the words "new WHO programme coordinator" be used in paragraph 4, to meet the point raised by
the French delegate.

Dr AVILÉS (Nicaragua) said that his delegation viewed with sympathy the attempts to
improve the Organization's administrative efficiency. He wondered whether the governments
represented in the Pan American Health Organization - which was not really strictly a part
of WHO but acted for it in the Americas and administered the Region on WHO's behalf - had
discussed the questions of changing the title of representative to programme coordinator and
of whether those officials should be national personnel and, if so, whether they had agreed.

Professor SADELER (Benin) asked how long the experimentation referred to in paragraph 4
would continue and whether it would be followed by evaluation and a detailed report by the

Executive Board.

Professor VANNUGLI (Italy) expressed support for the draft resolution. The most
important part was paragraph 5, which reflected not merely a change of name but a vital
change in the Organization's policy and structure. Since various amendments had been
proposed, it would be useful for the Committee to see a revised text on which it could
reflect before taking a final decision.

Dr SHAMSUL HASAN (Pakistan) proposed that the words "formulation and" in paragraph 3(2)
should be omitted, since they gave the impression that now Member States had not been assuming

sufficient responsibility for formulating policies, which was not the case. His delegation
supported the draft resolution in all other respects.

Dr VALLADARES (Venezuela) recalled that his delegation had been the only one to point
out some of the disadvantages that might result from adoption of the draft resolution.
However, the discussion had shown that such disadvantages could be avoided or alleviated by
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governments, and his delegation could therefore approve the draft resolution, including
paragraph 4.

The DIRECTOR- GENERAL, in reply to the delegate of Nicaragua, quoted Article 54 of the
Constitution which read as follows:

"The Pan American Sanitary Organization (later renamed Pan American Health
Organization) represented by the Pan American Sanitary Bureau and the Pan American
Sanitary Conferences, and all other inter -governmental regional health organizations
in existence prior to the date of signature of this Constitution, shall in due course
be integrated with the Organization. This integration shall be effected as soon as
practicable through common action based on mutual consent of the competent authorities
expressed through the organizations concerned."

It was for Member States to judge whether that integration had been fast enough and for PAHO
to decide to what extent it wished to make use of the provisions of the draft resolution.
The question of changing the title of the WHO representatives was also for PAHO itself to
decide taking into account the spirit of Article 54.

With regard to the use of national personnel, paragraph 4 of the draft resolution was
quite flexible, since its wording was "to experiment further with the employment of national
personnel . . . ".

Paragraph 6(3) of the draft resolution made it clear that the experimentation would be
fully evaluated, and it would be for the Health Assembly to make a final decision on the
matter at a later stage. Moreover, it must be remembered that Member States alone could
decide on the coordinating mechanisms they desired in order to make the fullest use of the
Organization.

Dr QUENUM (Regional Director for Africa), replying to the delegate of Benin, said that
it was impossible to say how long the experimental stage would last, for it would depend on
whether or not Member States requested national coordinators; in any case, the Health
Assembly would always be free to amend its decisions later in the light of experience.

The CHAIRMAN suggested that the Rapporteur and the sponsoring delegations be requested
to revise the draft resolution, taking into account the comments made, for submission to a
subsequent meeting.

It was so agreed. (See summary record of the eleventh meeting, section 1.)

Dr Kyelem (Upper Volta) took the Chair.

Future organizational study Agenda, 3.9.2

Dr AL -BAKER (representative of the Executive Board) said that the Board had examined
the various subjects proposed by the Director -General for the next organizational study and
after an exhaustive discussion had decided to recommend that the Health Assembly should
select as the subject "The role of WHO in training in public health and health programme

management ".
With regard to the Board's organizational study on "The role of WHO expert advisory

panels and committees and collaborating centres in meeting the needs of WHO regarding expert
advice and in carrying out technical activities of WHO ", which was to be submitted to the
Thirty- second Health Assembly in 1979 in accordance with resolution WHA30.17, the Working
Group of the Executive Board responsible for that study had found that it would be impossible

to complete it in time; it would therefore be submitted in 1980 and a progress report placed

before the Board in 1979.

Dr MOCUMBI (Mozambique) said the country health programming was a novel and rather
difficult idea for many delegations to understand. He therefore proposed that, instead of

the theme suggested, a study on the role of WHO in country health programming, including its
role in information exchange and in primary health care, should be made by the Executive

Board.
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The DIRECTOR- GENERAL suggested that the Committee might agree to extend the topic

originally proposed to include country health programming. The title would then be "The

role of WHO in training in public health and health programme management, including the use

of country health programming ".

It was so agreed.

2. AMENDMENT TO ARTICLE 74 OF THE WHO CONSTITUTION Agenda, 3.11

The CHAIRMAN called on the delegate of Kuwait to introduce the amendment proposed by his
Government to Article 74 of the Constitution of WHO.

Dr ABDUL TAWAB (Kuwait) recalled the decision taken by Subcommittee A of the Regional
Committee for the Eastern Mediterranean that Article 74 of the Constitution be amended by the
insertion of the word "Arabic" and that the Arabic text of the Constitution annexed to the
resolution of Subcommittee A be adopted by the World Health Assembly as the authentic Arabic
text of the Constitution. He asked the Health Assembly to approve the draft resolution
contained in the report on the item.

Dr BASSIOUNI (Egypt), Mr AL- MAWLAWI (Qatar), Mr QUTUB (Saudi Arabia), Dr MORKAS (Iraq),
Dr BARAKAT (United Arab Emirates), Mr ANDREW (United States of America), Professor SADELER
(Benin), Mr FERAA (Morocco), Mr TAI Chun -ming (China), Mr DJOGO (Chad), Dr BARAKAMFITIYE
(Burundi), Mr EL AFI (Tunisia), Professor ÇORUH (Turkey), Dr BAHRAWI (Indonesia),
Dr GALAHOV (Union of Soviet Socialist Republics), Dr AZZUZ (Libyan Arab Jamahiriya),
Dr ADANDÉ MENEST (Gabon), Dr AL- HARIMY (Oman) spoke in support of the proposed draft
resolution.

Dr BROYELLE (France), also supporting the resolution, hoped that the Secretariat would
do everything possible to ensure that the Arabic version of the Constitution would indeed

be authentic.

Dr CHRISTENSEN, Secretary, read Article 73 of the Constitution, which specified that
amendments would come into force when adopted by a two- thirds vote of the Health Assembly
and were accepted by two - thirds of the Members in accordance with their respective

constitutional processes.

The CHAIRMAN then asked the Committee to vote on the draft resolution; in accordance
with Rule 72 of the Rules of Procedure of the Health Assembly, a two - thirds majority decision

was required.

Decision: The draft resolution was approved by 100 votes to none; there were no

abstentions.1

3. AGREEMENT WITH THE ISLAMIC DEVELOPMENT BANK Agenda, 3.12

The CHAIRMAN called on Dr TABA (Regional Director for the Eastern Mediterranean) to

introduce the Agreement between WHO and the Islamic Development Bank submitted by the

Director- General to the Committee for consideration and approval.2

1 Transmitted to the Health Assembly in the Committee's second report and adopted as

resolution WHA31.18.
2 WHO Official Records, No. 247, 1978, Annex 4.
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Dr TABA (Regional Director for the Eastern Mediterranean) recalled that discussions
between WHO and the Islamic Development Bank had begun in 1976 and that both organizations
had shown interest in fostering their relationship and providing more active and deliberate

collaboration. This was reflected in the Agreement. He noted that all the countries that

were members of the Bank were also members of WHO. The purpose of the Bank, which had its
headquarters in Jeddah in Saudi Arabia, was to foster the economic development and social
progress of member countries and Moslem communities, individually and jointly. The

institution was oriented towards development, investment and welfare, and also had the
responsibility of providing technical assistance to member countries and extending training
facilities for personnel engaged in development activities in those countries. The scope of
the cooperation programmes between the Bank and WHO included provision for assistance to
Member States of the two organizations, as determined by common agreement, in the strengthening
of health services and infrastructure, disease control and preventive measures, education and
training of health personnel, public health, medical research, pharmaceutical production,
water supply, wastes disposal and other sectors. The terms of reference were evidently very

comprehensive. The Director- General was submitting the Agreement for consideration in
accordance with the provisions of Article 70 of the Constitution, requiring that any formal
agreement entered into with another intergovernmental organization should be subject to
approval by a two - thirds vote of the World Health Assembly. He therefore invited the
Committee to consider adopting the resolution in the report on the item, adding at the
end of the last paragraph the words: "the 4th of May 1978 ", the date when the Director- General
had signed the Agreement with the Islamic Development Bank.

Mr NATARAJAN (India) said he supported the proposal to ratify the Agreement already
signed by the Director -General with the Islamic Development Bank. He wished to know, first,
if the collaboration between WHO and the Bank would apply to those countries that were members
of both organizations and second, whether the Agreement emphasized technical and consultancy
input from WHO and financial input from the Islamic Development Bank. He also wished to know
whether any other similar agreements had been entered into by WHO with other organizations.

Dr GALAHOV (Union of Soviet Socialist Republics) also desired further information on the
questions put by the Indian delegate. In addition he asked how the World Health Assembly
would be informed about measures which would be carried out in accordance with the Agreement.
He thought that the wording of Article 2(e), at least in Russian, was not really acceptable
for WHO. Instead of saying that "WHO may be designated by the Islamic Development Bank as
Executing Agency ", the text ought to read "the Islamic Development Bank may turn to WHO with
a request to act as an Executing Agency ".

Dr TABA (Regional Director for the Eastern Mediterranean), replying to the Indian
delegate, said that the membership of the Bank stood at 42 countries, all of which were also
Members of WHO in various WHO Regions. The collaboration between WHO and the Bank in
projects of interest to WHO would naturally be subject to negotiation with the government
concerned at its request. With regard to health activities the Bank had agreed in principle
to have WHO as the executing agency, subject to the agreement of the government concerned.

The DIRECTOR- GENERAL, also replying to the Indian delegate, said that the Twenty - seventh
World Health Assembly in resolution WHA27.21 had approved a similar agreement with the
African Development Bank. WHO had a series of memoranda of understanding with the World Bank
in various areas such as human reproduction and environmental health. The onchocerciasis
programme in Africa was covered by a separate agreement, as was tropical disease research, with
both UNDP and the World Bank. However, UNDP and the World Bank belonged to the United
Nations system so that their case was different from that of the development banks. With
regard to financial input the idea was that through WHO's cooperation with Member States it
would be possible to generate projects supported by the Islamic Development Bank through the

funds mentioned under Article 2(e). If the Indian delegate was implying that certain of
WHO's resources would also be involved, that was obviously true in so far as the preparation
by the Regional Offices of Member States' requests to the Bank was concerned, but the
overwhelming majority of the resources would obviously come from very favourable lending
conditions by the Bank.

Replying to the Soviet delegate, he said that the World Health Assembly would be kept
informed about activities undertaken jointly by the Islamic Development Bank and the
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Organization in the Director -General's biennial report, under the heading "Cooperation with
other organizations ", so that there would be a regular accounting of these activities to the
Health Assembly. With regard to the wording of Article 2(e), it went without saying that
WHO could not be ordered; it could only be requested, and after careful study could decide
whether it was ready to function as Executing Agency or not. The Soviet delegate's comments
would be taken into account in correspondence with the Islamic Development Bank regarding the
interpretation of Article 2(e).

The CHAIRMAN put to the vote the draft resolution in the report, reminding the
Committee that the decision required a two -thirds majority.

Decision: The draft resolution was approved by 96 votes to none, with 2 abstentions.1

The meeting rose at 17h30.

1 Transmitted to the Health Assembly in the Committee's second report and adopted as
resolution WHA31.19.
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Wednesday, 17 May 1978, at 9h15

Chairman: Mr M. K. ANWAR (Bangladesh)

1. SECOND REPORT OF COMMIr1EE B

Professor BENADOUDA (Algeria), Rapporteur, read out the Committee's draft second report.

Decision: The report was adopted (see page 730).

2. REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION Agenda, 3.2
(continued)

Members in arrears in the payment of their contributions to an extent
which may invoke the provisions of Article 7 of the Constitution
(continued from the fifth meeting, section 2)

Agenda, 3.2.3

The CHAIRMAN drew attention to the following draft resolution prepared by the Rapporteur:

The Thirty -first World Health Assembly,
Having considered the report of the Committee of the Executive Board to Consider

Certain Financial Matters prior to the Thirty -first World Health Assembly on Members in
arrears in the payment of their contributions to an extent which may invoke the provisions
of Article 7 of the Constitution;

Having noted that Chad, Democratic Kampuchea, the Dominican Republic and Grenada are
in arrears to such an extent that it is necessary for the Assembly to consider, in
accordance with Article 7 of the Constitution, whether or not the voting privileges of
these Members should be suspended;

Noting the payments now in progress from Chad and Grenada;
Recalling that payments from Democratic Kampuchea and the Dominican Republic were

last received in 1975 and that payments from Chad and Grenada were last received in 1976;

1. DECIDES not to suspend the voting privileges of Chad, Democratic Kampuchea, the
Dominican Republic and Grenada at the Thirty -first World Health Assembly;

2. URGES all these Members to intensify their efforts to achieve regularization of their
position at the earliest possible date;

3. REQUESTS the Director -General to communicate this resolution to the Members
concerned.

Decision: The draft resolution was approved.1

1 Transmitted to the Health Assembly in the Committee's third report and adopted as
resolution WHA31.24.

-585-



586 THIRTY -FIRST WORLD HEALTH ASSEMBLY, PART II

3. COORDINATION WITHIN THE UNITED NATIONS SYSTEM Agenda, 3.13

General matters Agenda, 3.13.1

Dr FLACHE (Assistant Director -General) introduced the Director -General's reports on

coordination within the United Nations system.
The first report consisted of four main sections. Section 1 provided some basic

information on the responsibilities and functions of the United Nations General Assembly

and the Economic and Social Council. Section 2 contained information on the review
which all organizations and agencies of the United Nations system were asked to undertake in
regard to the implementation of the Declaration on Social Progress and Development. Section 2

also described the action taken with a view to formulating a new international development
strategy as proposed by the Economic and Social Council at its sixty -third session, and gave
an account of the decisions and measures taken by the Economic and Social Council and the
General Assembly regarding the role of women in development. Section 3 dealt with human
rights and provided some information on the celebration, in the current year, of the
thirtieth anniversary of the Universal Declaration of Human Rights. It contained a summary
of WHO's participation in the preparation of a code of medical ethics for health personnel in
the protection of persons against torture and other cruel, inhuman or degrading treatment or
punishment, as well as information on the action taken within the United Nations system against
apartheid and in pursuance of the Programme for the Decade for Action to Combat Racism and

Racial Discrimination. The fourth and final section provided information on a number of
international years and conferences to which WHO would be contributing. Two such years - the
International Year of the Child in 1979 and the International Year for Disabled Persons in

1981 - were of particular interest to WHO. Paragraphs 4.5, 4.6 and 4.7 contained information
on the United Nations Conference on Science and Technology for Development, to be held in

Vienna in late 1979.
The report on the restructuring of the economic and social sectors of the United Nations

system contained a brief summary of the events which had led to the adoption by the United

Nations General Assembly of resolution 32/197, and of the methods envisaged by the

organizations of the United Nations system to implement the decisions on restructuring. The

latter, however, was not an end in itself; its purpose was to enable the United Nations

system to respond more promptly and efficiently to what the international community expected

of it in the light of the decisions on the establishment of a New International Economic Order

adopted by the General Assembly. As indicated in paragraph 2.4, a special session of the

Administrative Committee on Coordination (ACC), under the chairmanship of the Secretary-General

of the United Nations, would be held on 20 May 1978; it would draw up a report to the Economic

and Social Council setting forth ACC's views on certain aspects of restructuring, particularly

in regard to interagency cooperation. The text of resolution 32/197 was not always very clear

and could give rise to different interpretations. For example, it was not certain whether

some of its provisions were addressed to the United Nations itself or to the system as a whole.

It was therefore necessary for ACC to analyse the text in depth and to determine the kind of

measures to be taken.
The restructuring of the economic and social sector of the United Nations system had

implications for all organizations and agencies, including WHO at all levels. At the country
level, resolution 32/197 provided, under the terms of its annex, that the UNDP country
programming process should be utilized as a frame of reference for the operational activities
carried out and financed by the organizations of the United Nations system from their own

resources. At the same time, overall responsibility for, and coordination of, activities at
the country level should be entrusted to a single official, who would be designated by
agreement with the Government concerned, taking into account the sectors of particular interest

to the country. The official would be appointed by the Secretary -General himself and not by
the Administrator of UNDP, as in the past; he would act as team leader and would adopt a
multidisciplinary approach to the development programmes being implemented in the country.

At the regional level, the regional commissions under the authority of the United Nations
General Assembly and Economic and Social Council would become the principal centres of
economic and social development activity within the United Nations system. Those commissions,

however, would act only after having taken due account of the sectoral responsibilities of
the specialized agencies and other United Nations bodies, including UNDP's coordinating role

in respect of technical cooperation activities. Governments were also anxious that measures
should be taken to arrive at a common definition of regions and subregions and that regional
and subregional offices should be located in the same city.
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At the world level, one of the major preoccupations arising out of the new approach to
be adopted by the Economic and Social Council (section II of the annex to resolution 32/197)
was that more frequent sessions of the Council to deal with specific subjects could require
WHO and other specialized agencies to increase their documentation and participation. Also
important at the world level were the arrangements for interagency coordination, in which ACC
would continue to be the cornerstone; the Inter -Agency Consultative Board, the Environment
Coordination Board and the Advisory Committee of UNIDO would merge with ACC. One of the
main subjects which ACC would consider at its special session was the rational organization of
the activities of its subsidiary organs.

In conclusion, it could be stated that the decisions taken by the General Assembly in
resolution 32/197 would have profound effects on the functioning of the United Nations system
and on the role of the specialized agencies within it. Their implementation would require a
number of important legislative and administrative decisions falling within the competence of
a very varied range of organs. A detailed account of those problems would, of course, be
submitted to the Executive Board of WHO and to the World Health Assembly next year.

Mr MUSIELAK (Poland) stressed the growing importance of all action aimed at the
coordination of work by organizations and agencies within the United Nations system with a
view to enhancing their effectiveness, particularly in regard to social progress and develop-
ment, of which health conditions constituted an important ingredient. In that connexion he
was gratified to note the progress reported.

In the field of human rights it might be pertinent to recall the General Assembly

resolution calling for the observance of the International Year of the Child in 1979 to
promote child welfare in all countries. On Poland's initiative, the United Nations
Commission on Human Rights, in its declaration of 18 March 1978, had recommended that it
should prepare a Convention on the Rights of the Child to be submitted to the General Assembly
for approval in 1979. That recommendation had been accepted by the Economic and Social
Council at its sixty- fourth session. The Convention would, inter alia, stipulate that the
child was entitled to grow and develop in health - a provision which should help WHO's efforts
to improve children's health throughout the world.

The United Nations General Assembly had recently called on international organizations to
undertake a review of the 1969 Declaration on Social Progress and Development, requesting them
to submit information for the preparation of a comprehensive report. The Declaration was a
document of lasting and historic importance, and WHO, when preparing its reply pursuant to
General Assembly resolution 32/117, should give close consideration to pertinent questions
mentioned in it, and particularly the provision of comprehensive social security schemes; the

protection of the rights of the mother and child; the establishment of national systems for
framing and carrying out social policies and programmes; the progressive increase of
necessary national budgetary resources; the provision of free health services to the whole
population; measures for the rehabilitation of disabled persons; the training of national
personnel; the formulation of national and international policies and measures to avoid the
"brain drain "; and the equitable sharing of scientific and technological advances. Further-
more, while reaffirming the role of health in overall social progress, WHO should give due

consideration to the General Assembly's view that the Declaration was an important document in
the formulation of strategies and programmes designed to achieve lasting social progress.
Thus the Organization's reply to the General Assembly's request should, in particular:
advocate full compliance with the Declaration, with special emphasis on the social aspects of
national development programmes intended to improve health conditions for the whole populations;
present in adequate form the positive results of WHO's work; invite States to submit comments
on the action to be taken to implement the Declaration and to meet its goals in the field of
health, such comments to be considered by the Executive Board at an appropriate time; and
include the conclusions reached at the International Conference on Primary Health Care to be
held in 1978.

Dr MARTINS (Mozambique) recalled that, in resolutions 31/124 and 32/118, the United
Nations General Assembly had requested the Chilean authorities to put an end to torture and
other forms of inhuman behaviour and had invited United Nations bodies, including WHO, to
adopt appropriate measures to promote the restoration of human rights and fundamental freedoms
in Chile. He asked if WHO had taken any action in that connexion in 1977. If not, he pro-
posed that the Secretariat should undertake activities in keeping with those resolutions. In

the spirit of resolutions WHA30.34 and EB61.R37 on medical ethics, WHO and its Member States
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had a role to play and should take action to counter the harmful effects of institutionalized
torture and other such practices on physical and mental health.

Mr NATARAJAN (India) welcomed the fact that the Director -General had, in the report on
coordination (general matters), indicated his intention to include an article on human rights
and health in an issue of World Health in 1978. He noted that in the report Member States
were invited to consider ways of assisting in an adequate input to the health component of the
1979 United Nations Conference on Science and Technology for Development.

In paragraph 2.3 of the report, it was stated that the United Nations General Assembly
and the Economic and Social Council were bound, perforce, to oversee the broad aspects of

development rather than scrutinize individual sectors such as health. Thus their chief con-
cern had been focused on hard economic and development issues and on the relatively slow
progress made in implementing the International Development Strategy for the Second United
Nations Development Decade. However, the Director -General, in his address to the plenary
Health Assembly, had pointed out that economic development and human health were indivisible,
a view with which he himself concurred. The Organization should continue to endeavour to
focus attention on health as one of the most important goals to be pursued in development
activities.

He attached great importance to the observance of the International Year of the Child as
a starting point for a continuing programme aimed at improving the health and status of chil-

dren in society. His country had established a high -level committee for that purpose, and

a number of social and economic programmes were to be launched. Infant mortality was one of
the most significant indices of underdevelopment, and India was devoting great attention to
that problem since it suffered from an infant mortality rate as high as 131 per 1000 live
births.

He noted that the report made no mention of the forthcoming International Conference on
Primary Health Care to be held in Alma Ata, USSR, later that year. The Conference was an
important event which should be given due prominence in the relevant documents, so that its
significance was recognized by the United Nations system as a whole.

Reference was made in paragraph 4.4 to the fact that 1981 had been proclaimed as the
International Year for Disabled Persons. He wondered whether it should not be WHO, rather
than any other organization, which should take the lead in preparations for the observance of

that year. No doubt the Director -General, who was fully aware of the role played by WHO in
promoting human well- being, would have brought the matter to the attention of the
Secretary -General of the United Nations.

He wished to emphasize the shift towards a more positive attitude to health which had
taken place within WHO in recent years and to which the Director -General had often drawn
attention; health was to be attained not only by means of therapy, but also by means of
promotive and preventive care.

The report on restructuring of the economic and social sectors of the United Nations

system was an important paper with great potential, but unfortunately much of it was couched

in such esoteric language that the reader had difficulty in comprehending the precise

implications of General Assembly resolution 32/197, which it dealt with. He would be grateful

for clarification on that matter, as it was not clear to him how the proposed restructuring

would affect the role of WHO in the future. For example, were WHO's regional committees to

continue to function as before, and was WHO's technical assistance role to be taken over by

some other organization? He hoped that ACC, which was to meet shortly, would be able to make

more specific recommendations on how the resolution was to be implemented. He stressed his

deep concern at any possible erosion of the role of WHO by any restructuring that might

eventually take place.

Mr CROM (Netherlands) hoped that the Director -General would do his best to implement
General Assembly resolution32 /197,notably by establishing good cooperation with the newly

appointed Director -General for Development and International and Economic Cooperation, and by
ensuring that WHO played a constructive role in operational activities at the country level,

as outlined in paragraph 34 of the annex to that resolution.

Mr NYGREN (Sweden) said that the Director -General's reports showed the need for greater

cooperation and coordination of the various measures taken within the United Nations system
to improve human well- being. He welcomed the increased attention being paid by WHO to the
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question, and hoped that it would be possible further to develop cooperation with other agen-
cies, despite limited resources both at WHO headquarters and at the regional offices.
Priority should be given to coordination for two reasons: first, because many problems were
multisectoral and needed an input of different kinds of resources for their effective solu-
tion; and secondly, because at a time of economic difficulty it was vital to make the most
efficient use possible of available resources. He emphasized the importance of close
cooperation between FAO and WHO in the field of nutrition. His delegation greatly apprecia-
ted receiving regular reports from the Director -General on the question of coordination.

Mr SOKOLOV (Union of Soviet Socialist Republics) regretted that there was no mention, in
section 4 of the report on coordination (general matters), of the forthcoming International
Conference on Primary Health Care to be held in his country. It was not clear if there was
any cooperation in that respect between WHO and the United Nations. The Conference was a
major undertaking, and it deserved to be appropriately reflected and emphasized in the various
resolutions and recommendations of the United Nations system. Similarly, there was no
reference to the World Conference on Agrarian Reform and Rural Development which was to be held
in June 1979 under FAO's auspices, in spite of the fact that WHO would be playing an important
part in it.

On the subject of the restructuring of the economic and social sectors of the United
Nations system, his delegation considered that restructuring should cover the system as a whole.
It could best be achieved by increasing the effectiveness of the work of each organization
within the system, rather than by increasing the number of bodies constituting the system.
Any decisions with financial implications should take careful account of the need to economize
on regular budget resources.

Dr GUZMAN (Chile) said Chile condemned the practice of raising political matters in
meetings of international organizations of a technical nature; there were other forums for
the discussion of such matters. His Government was always ready to cooperate to the full
with all the United Nations bodies in so far as they respected established procedures and did
not seek to interfere in the internal affairs of Member countries. He was sorry to note that
there were still those who, instead of giving a true picture of the Chilean situation, persis-
ted in making false statements; among them were certain renegade physicians, who preferred
to side with terrorists and extremists rather than to use the training given them by their
country to help solve the health problems of their compatriots.

Mr ANDERSON (Coordination with Other Organizations), replying to the delegate of
Mozambique, said that WHO was well aware of the General Assembly resolutions 31/124 and 32/118
concerning human rights in a number of countries, including Chile. WHO headquarters had been
in close contact with the Regional Office for the Americas, and was satisfied that the WHO's
approved programmes in Chile conformed to those resolutions. WHO had been congratulated in
the United Nations on its activities in support of human rights in Chile and encouraged to
pursue them; it had in fact taken no specific action other than what was already being done
within the framework of its ongoing health programmes.

In reply to the comment of the Indian delegate regarding paragraph 2.3 of the report on
coordination (general matters), he said that it was the Director -General's policy to maintain
WHO in the forefront of all the developments taking place within the framework of the Economic
and Social Council and the United Nations General Assembly. The Organization sought to
contribute as fully as possible to such activities as the review and appraisal of the
International Development Strategy for the Second United Nations Development Decade. It was

not possible for the Council, with the large number of items it had on its agenda, to go into
specific sectors and programmes in detail, and for that reason an effort was made to couch
WHO's contribution in fairly general terms that would be readily understood by delegates with
no special knowledge of health problems.

The International Conference on Primary Health Care, to which the delegates of India and
the Soviet Union had drawn attention, was not mentioned in the report, which concerned
item 3.13.1, but was dealt with in the background document for item 3.13.2 (on activities

financed from extrabudgetary sources within the United Nations system) in view of UNICEF's
contribution to and participation in that Conference. The World Conference on Agrarian
Reform and Rural Development was certainly of concern to WHO; the only reason it had not been

mentioned was that an effort was made to keep the Health Assembly documentation within
reasonable limits by including only those matters of the greatest importance. If all activi-



590 THIRTY -FIRST WORLD HEALTH ASSEMBLY, PART II

ties organized by other specialized agencies and involving coordination on WHO's part were

mentioned, the documentation would become unwieldy.
WHO had been cooperating from the beginning with UNICEF in preparation for the Inter-

national Year of the Child, and activities in that connexion were being concentrated as far

as possible at country level. With regard to WHO's role in the International Year for
Disabled Persons, the decision as to which was to be the lead agency could not be taken out-
side the main United Nations bodies concerned, namely the Economic and Social Council and the

General Assembly. Indeed, it could be argued that it was ILO, which had a vast spread of
activities in the field of vocational rehabilitation, which should take the lead in that parti-

cular case, just as well as WHO, but it had traditionally been the practice for the United
Nations itself to take the lead in organizing such activities, while recognizing the competence
of various specialized agencies and requesting contributions from them. WHO was basing its

preparations for the International Year for Disabled Persons on the programme laid down by

the Twenty -ninth Health Assembly in resolution WHA29.68.

Dr FLACHE (Assistant Director -General) said that the question of the Alma Ata Conference

on Primary Health Care had been discussed in detail at the meeting of the Administrative

Committee on Coordination which had been held in London in April 1978. The Director -General

had introduced the subject, and there had been most encouraging comments from representatives
of other agencies of the United Nations system, some of which would themselves be participating

in the Conference.
He sympathized with the difficulties experienced by the Indian delegate in interpreting the

Director -General's report on restructuring of the economic and social sectors of the United

Nations system; much of that document was expressed in typical United Nations jargon. It

should be realized that decisions taken by the General Assembly were directed first and fore-
most to organs of the United Nations itself, in other words to the General Assembly, the

Economic and Social Council, and the United Nations Secretariat. It was true that General

Assembly resolution 32/197 requested all organs, organizations and bodies within the United
Nations system to implement its recommendations within their respective spheres of competence,
and the Director -General would be proposing concrete measures in that regard to the Executive

Board and the Health Assembly the following year. He assured the delegate of India, however,

that the role of WHO would in no way be diminished in consequence of that resolution. On the

contrary, health would have everything to gain by being placed in the same context as other

disciplines, and he believed that the Health Assembly's decisions reflected that view. The

multidisciplinary, multisectoral approach was of prime importance within the system. Nor

would WHO's programme of technical assistance suffer from the proposed restructuring; that

question had been discussed at the last session of the Executive Board, and the answer had
been clear - there was no question of WHO's technical assistance being diminished, or of it
being incorporated within other United Nations assistance schemes.

The point made by the delegate of the Soviet Union with regard to financial implications
of restructuring would apply primarily, at least for the present, to the United Nations, and
the Secretary -General would be submitting to the General Assembly proposed measures in that

connexion. Within the United Nations system as a whole the implementation of General Assembly

resolution 32/197 should lead to financial savings combined with greater effectiveness and
positive contributions to social and economic development.

The CHAIRMAN, referring to the complexities of the relationships between WHO and other
bodies within the United Nations system, each of which had its own mandate, and between economic
and social development, stressed the need to find an equitable balance between economic develop-
ment and social progress towards an improved quality of life. Health care constituted an
essential component of both those aspects. He was sure that, with the active cooperation of
its Member States, it would be possible for WHO to maintain its active relationship with other
United Nations bodies so as to further the cause of health.

Mr FURTH (Assistant Director -General) then introduced the report by the Director -General

on the administrative and budgetary aspects of coordination within the United Nations system.
The first section of the report related to the review by the Advisory Committee on Admini-

strative and Budgetary Questions ( ACABQ) of the budgets of the specialized agencies. Although
the report referred to the comments of the Advisory Committee on the 1978 administrative budget
of WHO, he made it clear that those comments were purely descriptive, neither critical nor

laudatory.



COMMITTEE B: SEVENTH MEETING 591

The second section reported on efforts being made towards harmonization of programme budget
presentation, and he drew attention to the reference, in paragraph 2.3, to the review by the
Administrative Committee on Coordination (ACC) of the steps taken in recent years to achieve
greater comparability in the presentation of the budgets of the specialized agencies, and to
the proposed new measures which should contribute to further harmonization of programme budget
presentation. The text of the ACC statement had not yet been translated into all the required
languages, but copies of an unedited English version of that statement were available in the
meeting room. The Director -General would be reporting further on the matter to the Executive
Board and the Health Assembly, taking into account the reaction of the Economic and Social
Council to the comments and proposals submitted to it by ACC.

The third section reported upon programme support costs relating to activities financed
by UNDP and other extrabudgetary sources. The matter was at present being studied by the
UNDP Intergovernmental Working Group on Overhead Costs, which would be reporting back to the
UNDP Governing Council at its session in June 1979. The Governing Council would then report
to the Economic and Social Council and, ultimately, to the United Nations General Assembly,
and it was hoped that the General Assembly would take up the matter at its session in autumn
1979. The Director -General would report further developments in the matter to the Executive
Board and the World Health Assembly.

Mr SEABOURN (United Kingdom of Great Britain and Northern Ireland), commenting first on
paragraph 1.5, noted that WHO was once again in the lead in effecting a useful economy by
reducing the number of liaison officers with the United Nations in New York.

He welcomed the measures being taken towards achieving harmonization of programme budget
presentation, since that should provide a valuable common language and layout. It should

not, however, become an end in itself, and he hoped that the WHO Secretariat would not hesitate
to retain any individual aspects of its budgetary presentation which had been particularly
appreciated by delegations to the Health Assembly.

The question of programme support costs was most complex, and he would welcome an indica-
tion from Mr Furth as to whether the 14% rate of reimbursement of actual project expenditures
mentioned in paragraphs 3.1 and 3.2 did in fact represent approximately the current value of
the costs actually incurred by WHO.

Mr SOKOLOV (Union of Soviet Socialist Republics) also requested clarification on the
amounts expended by WHO in respect of UNDP- funded activities.

Mr FURTH (Assistant Director -General), in reply, stated that the rate of 14% in programme
support costs which WHO received from UNDP and other extrabudgetary sources of financing
certainly did not cover all the expenditure actually incurred. A cost- measurementstudy carried
out in 1973 by a number of organizations, including WHO, had shown that the average real

cost for programme support within the United Nations system was approximately of the order of
23 %; indeed, it was believed to be as high as 27% for WHO. There was no reason to believe
that that proportion had changed significantly in the intervening years; accordingly it could
be said that the rate of 14% mentioned represented only about half the real cost of programme

support, the other half implicitly being borne by the regular budget.

The CHAIRMAN invited the Director of the Division of Environmental Health to comment on
the United Nations Conference on Human Settlements.

Dr DIETERICH (Director, Division of Environmental Health) introduced the report by the
Director -General on the results and coordination aspects of the United Nations Conference on

Human Settlements (Habitat). He drew attention to the recommendations of direct relevance to
WHO, outlined in paragraphs 2.2, 2.3 and 2.4. It should also be noted that the 1976 Vancouver
Declaration, mentioned in paragraph 2.5, highlighted health as one of the main priorities.

The Director -General was reporting on the matter for the first time in the light of the
adoption of General Assembly resolution 32/162, to which reference was made in paragraph 3.3.

Mr NATARAJAN (India) welcomed the fact that the importance of health had been highlighted
within the Habitat Conference. He asked whether the reports of the Director -General on WHO's
human health and environment programme and on the United Nations Water Conference (follow -up to
the Mar del Plata Action Plan) would be dealt with by Committee A or by the present Committee.
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Dr DIETERICH (Director, Division of Environmental Health) confirmed that Committee B would

be considering those reports.

The CHAIRMAN suggested that the Rapporteur should be requested to prepare a draft reso-
lution covering the general matters under agenda item 3.13.1 for consideration at a subsequent
meeting (see summary record of the fourteenth meeting, section 2).

He then invited the Director of the Legal Division to comment on the United Nations
Conference on the Law of the Sea.

Mr VIGNES (Director, Legal Division) introduced the report by the Director- General on

the United Nations Conference on the Law of the Sea. The report drew attention to a potential
problem vis -à -vis the International Health Regulations arising out of the draft provisions of
the Convention now before the Third United Nations Conference on the Law of the Sea.

The International Health Regulations, adopted by the World Health Assembly in 1969 and
accepted as binding by approximately 150 States, laid down a number of measures aimed at
preventing the international spread of diseases. Under Article 24, they were stipulated as
being the maximum measures applicable to international traffic which a State might require for
the protection of its territory against the diseases subject to the Regulations, Article 33,
which was of particular relevance to the present United Nations Conference on the Law of the
Sea, provided that no health measure should be applied by a State to any ship which passed
through waters within its jurisdiction without calling at a port or on the coast. The draft
provisions at present under consideration by the Conference on the Law of the Sea might appear,
however, as coming into conflict to a certain extent with those International Health Regula-
tions, since, for instance, Article 33 of the draft provisions attributed very broad authority
to the coastal State without any reference to international instruments already in existence,
thus giving the impression that the coastal State had unrestricted rights in the health field.

Efforts would have to be made to solve the problem. He drew attention to the general
safeguard, referred to in paragraph 2.2 of the report; the safeguard had been embodied in the
final clauses of the Convention of 1958 on the Territorial Sea and the Contiguous Zone.

The Director - General of WHO had felt it his duty to draw the attention of the Third Conference

on the Law of the Sea, which was currently holding its seventh session in Geneva, to the
possible discrepancy between the two instruments and had considered the desirability of WHO's
submitting to the secretariat of the Conference, for distribution to participating delegations
and in keeping with Rule 65 of the Rules of Procedure of that Conference, a written statement
suggesting a possible solution, as set out in the report at present under consideration by the
Committee. The situation had, however, undergone a change in the meantime, as the Director -
General himself would inform the Committee.

The DIRECTOR -GENERAL made it clear that he was in no way attempting to restrict the
decision -making powers of the Committee. It appeared, however, that the Conference on the
Law of the Sea was strictly adhering to the limitation it had adopted that no formal proposal

should at the present stage be made with a view to amending the "Informal Composite Negotiating
Text ", which was the basis of all discussions. WHO, through its Secretariat, had full access
to making its point known to the Conference. It did not, however, seem appropriate for the
Health Assembly now to adopt a specific resolution, which would naturally be formal in
character, coming as it would from the highest authority in the Organization, and so he would
request the Committee to disregard the text of a draft resolution contained in paragraph 4.3
of his report and merely authorize him to continue to ensure that WHO's point of view was
borne in mind. He had been assured by the Secretariat of the Conference on the Law of the
Sea that the International Health Regulations would be duly taken into account during the
ensuing formal phase of the negotiations.

Mr TOBAR (Ecuador) believed that reasons of both substance and procedure made it
inappropriate to adopt a resolution at the present juncture on that matter of vital interest.

He gave the assurance that his delegation to the Conference on the Law of the Sea would
extend its maximum cooperation to the representative of WHO with a view to ensuring that the
provisions of the International Health Regulations were fully safeguarded in the final stages
of negotiations.

Dr MICHELSEN (Colombia) said that his delegation had been concerned with the problem

under consideration. Now that the draft resolution had been withdrawn, it was in full agree-
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ment to maintain a close watch on the situation within the Conference on the Law of the Sea
with regard to the controversial contiguous zone.

Mr BOJADZIJEVSKI (Yugoslavia) expressed his satisfaction that no resolution on the subject
would be submitted and that WHO would pursue its dialogue on an informal basis; that was
particularly important in view of the fact that the Conference had entered into a particularly

delicate and crucial phase of negotiations.

The CHAIRMAN suggested that, in the light of the statements made, no formal action be
taken until the outcome of the present session of the Conference on the Law of the Sea was

known.

It was so agreed.

The meeting rose at 11h05.



EIGHTH MEETING

Thursday, 18 May 1978, at 14h30

Chairman: Mr M. K. ANWAR (Bangladesh)

COORDINATION WITHIN THE UNITED NATIONS SYSTEM (continued)

Activities financed from extrabudgetary sources within the
United Nations system

Agenda, 3.13

Agenda, 3.13.2

Dr FLACHE (Assistant Director -General), introducing the item at the request of the CHAIRMAN,
referred to the spirit of understanding which governed relations between WHO and its partners
within the United Nations system, and particularly to the long- standing collaboration with
UNICEF, which was joint sponsor with WHO of the International Conference on Primary Health
Care to be held in Alma Ata, USSR, in 1978, to joint activities financed by UNEP, and to other
activities undertaken with the assistance of UNFDAC, UNFPA, the World Bank and the World Food
Programme. Efforts were to be intensified with a view to obtaining increased food aid from
the latter to support health activities.

UNDP occupied a special place in interagency relations that went beyond its modest
contribution to WHO's traditional programmes and its co- sponsorship of the Special Programme
for Research and Training in Tropical Diseases; WHO had played a primordial role in the
establishment within the UNDP secretariat in New York of a special interagency task force
which had been operating satisfactorily since autumn 1977 for the solution of policy questions
and common problems. He stressed the special nature of the partnership with UNDP in promoting
the idea of multisectoral action, with the emphasis on the interdependence of economic and
social questions and health. This was true of technical cooperation both with and between
countries.

Technical cooperation among developing countries (TCDC) was given primary importance
by UNDP. He noted that the WHO Executive Board, in resolution EB60.R4, had urged Member
States to give priority attention to such technical cooperation in their health and related
programmes, making use of WHO's coordinating role, as well as recommending active WHO
participation in the World Conference on Technical Cooperation among Developing Countries
being organized by the United Nations in Buenos Aires in 1978. That type of cooperation was
receiving the constant attention of the Governing Council of UNDP, and was also the subject
of several resolutions of regional committees of WHO; the Regional Office for the Americas
was responsible for the global coordination of the WHO programme and for its participation
in that world conference.

Pending the restructuring of the United Nations system WHO was a prime mover, with UNDP
and through its resident representatives as team leaders, in introducing joint programming of
UNDP /WHO resources in several countries. The two organizations were also cooperating at the
regional and global levels to increase technical cooperation among developing countries.

Mr ANDERSEN (Assistant Administrator and Director of the European Office of the United
Nations Development Programme), speaking at the invitation of the CHAIRMAN, extended the
greetings of the Administrator of UNDP to the Health Assembly, and expressed satisfaction
at the re- election as Director -General of Dr Mahler, under whom cooperation between UNDP and

WHO had become even closer and more fruitful.
The UNDP interagency task force had been created in 1977 on the initiative of the

Directors -General of WHO and UNESCO to help the Administrator of UNDP to formulate policies
for the United Nations development effort. Dr Mahler had also initiated the new approach to
joint programming at the country level. UNDP shared with WHO the fundamental belief that
international technical cooperation should be ignited, fueled and sustained by the will of

the governments and peoples of the developing countries themselves. UNDP was following with

-594-
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great interest the evolving concept of technical cooperation in the specialized agencies, and
in WHO in particular. The two organizations were sharing their experiences in technical
cooperation among developing countries, in which the forthcoming world conference in Buenos
Aires would form a milestone.

WHO's special efforts to give maximum responsibility to developing countries in the
development and management of their technical cooperation projects had been noted, as had the
decision to arrange, so far in a relatively small number of countries, for a national
coordinator to take the place of the former WHO representative.

Among the recent decisions on restructuring of the economic and social sectors of the
United Nations system, UNDP was specially affected by the plan to make one official - normally
the UNDP resident representative-the team leader for the total development effort of that
system in the country concerned. The development of subsequent relations between the team
leader and the representatives of specialized agencies, including nationals acting as
coordinators, would be particularly interesting.

Among joint UNDP/WHO schemes of technical cooperation at the interregional and global
level, he singled out the Special Programme of Research and Training in Tropical Diseases.
Similar cooperation was being worked out between WHO and UNDP, as well as UNICEF, the World
Bank and ILO, in the provision of drinking water, especially to rural populations in the
developing countries; he hoped that the programme would prosper and draw strong support
from beneficiary and donor countries alike.

The time when WHO had seemed a somewhat aloof doctors' organization had passed. It

was now a totally committed partner in the development efforts of the United Nations system.
UNDP was proud of its association with WHO in the health effort, which it agreed must be
seen as an integral part of the general development effort towards a richer life in a juster
world.

Dr KILGOUR (United Kingdom of Great Britain and Northern Ireland) said that the
encouraging remarks of the previous speaker augured well for future coordination between
UNDP and WHO.

Referring to the International Conference on Primary Health Care to be held shortly in
the USSR, and underlining the importance of that event, he expressed the hope that delegates
would be enabled to make a full contribution to the work of the Conference and its three
technical committees; for example, he hoped that the basic documentation would soon be
distributed, to leave time for consultations in his country. He would also welcome
information on the status of delegates under any agreement between WHO and the host country,
the level at which WHO would be represented, and any other points on which details were
available.

Mr NATARAJAN (India) said that he had noted the concern voiced at the sixty -first
session of the Executive Board about the role of team leader to be taken by UNDP resident
representatives in joint technical cooperation projects, and expressed his satisfaction with
the UNDP representative's statement, which had reassured him that the joint programming would
go a long way to smooth the path for the development effort. In the past other political
imperatives had too often pushed health into the background. He was also glad to hear
about UNDP/WHO cooperation in preparations for the world conference in Buenos Aires. His
country looked forward to learning from an exchange of experiences with other countries at
the International Conference on Primary Health Care.

He emphasized the value of cooperation with UNFPA, which was doing a great service in
assisting countries to check family growth which, when it became too rapid, cancelled the
benefits of economic and social progress.

Mr ANDREW (United States of America) also expressed his satisfaction with the
cooperation between WHO and UNDP, and with the evidence of improvement in UNDP's financial
situation, particularly the pledging of over $ 9 million to the Special Programme for
Research and Training in Tropical Diseases and over $ 2 million for the training of health
workers in developing countries in the quality control of vaccines. The opportunity should
be taken once again to encourage governments to give priority to health in their requests
for support from UNDP.

Mr CABO (Mozambique) said that his country, as a newly independent
and one which faced constant acts of aggression from the illegal regime
Rhodesia, had received international support in various forms; several
projects were going ahead with the technical cooperation of specialized

State in Africa,

in Southern
important health
agencies, including
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the provision of supplies and equipment. In particular, UNDP, UNICEF and WHO were

participating in the health manpower development programme and the mass immunization
campaign which was to be consolidated through the Expanded Programme on Immunization.
International cooperation was also sought for the environmental sanitation programme which

had now been prepared. The organizations of the United Nations system had made valuable

contributions to the success achieved in some projects. He expressed concern at the set-

back suffered by the environmental sanitation programme owing to a delay in the response

by UNDP; that was an example of the need for greater coordination between agencies in the
United Nations system at the country level. The need was particularly great where joint
country health programming was being introduced, as in Mozambique, in order to facilitate
collaboration with the government. The establishment of the inter -agency task force at UNDP

headquarters was a step forward in the promotion of such coordination.

Mr MUSIELAK (Poland) said that joint UNDP /WHO programming exercises were a means of
making the most of international resources. He stressed the need for greater attention to
the resources available from countries making their contributions to UNDP in national
currencies. Those resources could often be used for health programmes. Countries like
his own, though they did not have a great capacity to earn convertible currency, could make
a greater contribution to technical cooperation if all such resources were used.

Dr WANG Lien -sheng (China), stressing the importance of UNDP/WHO activities carried out
with the cooperation of China, referred in particular to the three training courses in
acupuncture for doctors from developing countries, and the visits paid by health workers
to medical centres and traditional medicine units in his country. Those were examples of
the significant and useful exchanges which China had had with developing countries, which
he hoped would be continued with UNDP and Member States.

Dr DIAMANTIDIS (United Nations Environment Programme) commended the efforts of WHO in
coordinating health development activities throughout the world. Of particular interest
to UNEP were activities in smallpox eradication, primary health care, environmental health
and the implementation of resolution WHA30.47 on evaluation of the effects of chemicals on
health. In the UNEP programmes for 1978 -1979 greater attention was being given to health
and the environment.

UNEP endorsed the WHO proposal on the need for collaborative international effort where
chemicals and health were concerned, supported WHO's position with regard to the use of a
network of collaborating national institutions, and recognized the servicing role for the
evaluation process that could be provided by the data collection and information exchange
activities of UNEP's International Register of Potentially Toxic Chemicals.

UNEP strongly supported the WHO proposal for the evaluation of effects of chemicals
on health, but urged that the programme be broadened to include the ecological effects on,
for example, atmosphere, climate, and non -human organisms. Suitable working arrangements
with other agencies might be made if WHO did not have the necessary expertise in evaluating
environmental effects. Moreover, the number of chemicals evaluated could be increased by
conducting "mini- assessments ", which could be useful in providing early warning of potential
hazardous agents and in setting priorities for research and monitoring.

UNEP would continue to cooperate with WHO by providing financial support for the
environmental health criteria programme and for epidemiological studies in the Bombay area.

UNEP had contributed funds for a manual on the toxicological evaluation of chemicals and the

work of the joint FAO /WHO Codex Alimentarius Commission. It hoped to continue that support.
UNEP looked forward in the coming year to working with WHO in carrying out resolution

WHA30.47, in jointly developing programmes for translating criteria documents and risk
assessments into practical environmental policies, and in supporting the International
Conference on Primary Health Care and related activities. Moreover, it planned, with WHO
and IARC, to initiate training courses on mutagenic and carcinogenic testing methods and
identification of food contaminants; to develop joint programmes in occupational and work -

related diseases; to participate in the WHO Special Programme for Research and Training in
Tropical Diseases, with particular reference to schistosomíasis and malaria; and to assist
in the programme for basic sanitary services and community water supply systems as a tool
for controlling communicable diseases.

Dr SEBINA (Botswana) recalled that in the discussion on the budget the Director -General
had repeatedly been asked to use extrabudgetary funds to supplement WHO's support for
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various projects and programmes; it was encouraging to see how well WHO was using such
funds, and particularly to note that collaboration with UNDP was close and fruitful. The
joint activities with UNEP, UNICEF, the World Bank and the World Food Programme were also
to be welcomed, and he stressed particularly the important role of the first two of these
organizations in disease control and maternal and child health as major factors contributing
to social and economic wellbeing.

Primary health care was one of the major areas of international cooperation for develop-
ment, and he looked forward to the forthcoming International Conference, the results of
which should help to bring countries nearer to the goal of health for all by the year 2000.

Professor VANNUGLI (Italy) shared in the satisfaction expressed by other delegates
concerning coordination within the United Nations system.

The Director -General's report mentioned that the bulk of UNDP funds for health was
directed towards the major priority areas as defined by the Health Assembly. He wondered,

however, what funds were being devoted to malaria control, which seemed no longer to be
considered by the Health Assembly as a priority area but nevertheless remained one of the most
important factors hampering development.

Mr SOKOLOV (Union of Soviet Socialist Republics) supported the Director -General's efforts
to find extrabudgetary sources of financing and to establish cooperation with other agencies
of the United Nations system; he attached great importance to the coordinating role of WHO
in that regard.

There was, however, no qualitative evaluation of extrabudgetary resources in the report.
Secondly, the information in some sections was insufficient. For example, sections 8 and 9
did not provide a complete picture of the way in which WHO was working with the World Bank
and the World Food Programme.

Dr SHAMSUL HASAN (Pakistan) asked for clarification on paragraph 9.4, which stated that
the first project using food aid to develop basic rural health services within WHO's primary
health care programme had been approved in late 1977.

Dr ACUÑA (Regional Director for the Americas), reporting on specific activities in the
Region of the Americas, said that since 1977 the Regional Office had held useful joint high -
level meetings with the Inter -American Development Bank (IADB). The procedures for proposals
for loan applications had been revised with the Bank, and staff from the Regional Office now
participated with IADB in missions appraising the proposed loans, a procedure which saved
several months in the time needed to procure loans from the Bank. Moreover, an agreement
had been reached in which WHO provided technical cooperation to the Bank in the health sector
as part of overall social and economic development.

A meeting had also been held with the Regional Director and senior officers of UNICEF in
the Americas, and agreements had been concluded, especially with regard to cooperation with
the countries of the region in primary health care and extension of coverage.

In the previous month, a meeting had been held with the Regional Director and staff of
UNDP, in which the WHO Regional Office had presented some inter -country projects and revised
the operation of country projects financed by UNDP. WHO had been assured that UNDP, having
overcome its financial crisis, would be increasingly interested in the health sector and
would also support inter -country projects at the request of the governments of the Region.
The Regional Office had recently submitted eight such proposals to UNDP, for which it was
hoped that financing would be available. It was planned to hold the same type of meeting with
bilateral agencies and other governmental and private donors in the Region in order to improve
coordination.

Dr MOCHI (Cooperative Programmes for Development) thanked delegates for their valuable
comments and support.

The United States delegate had mentioned the problem of attracting more UNDP funds at
country level. That indeed was the responsibility of health ministries vis -à -vis their own
coordinating authorities. It was hoped that more could be done in that respect. WHO was of
course prepared to give any necessary support to health ministries in preparing and submitting
requests to UNDP. The regional offices were active in that regard, and better use should be
made of WHO coordinators at country level.
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In reply to the delegate of Mozambique, the Secretariat was actively pursuing with UNDP
the problem of support for the environmental health programme in his country. The matter was
one of funding. It was hoped to settle the question before the end of the Health Assembly.

With regard to the Polish delegate's reference to programming exercises, it was indeed
hoped that they would contribute to the best use of resources at the country level, and
particularly to including health as a component of other social and economic activities. The
Polish delegate had also raised the question of making better use of restricted currencies.

WHO was trying to make use of such funds whenever possible, but the problem went beyond WHO
and was in fact being dealt with by UNDP and the specialized agencies jointly, together with
some of the contributing countries.

Examples of what could be achieved with such funds had in fact been given by the
Chinese delegate, and WHO was very satisfied with the outcome of the programme of visits and

training in China.
In reply to the question on malaria control raised by the Italian delegate, he drew

attention to paragraph 2.3 of the report, which mentioned that malaria work in Asia had

received a pledge of $ 0.6 million from UNDP. There were in fact numerous other cases of
support for malaria control by UNDP, including the recent epidemic in Turkey. A proposal

was under consideration for possible regional activities in that area of the Mediterranean to
prevent the possible spread of malaria from Turkey to other countries that might be

affected.
The delegate of the Soviet Union had mentioned the need to increase the aspect of

qualitative evaluation in the report. The Secretariat would find it difficult to include
considerations of that nature in a document wholly concerned with the coordination aspects
of WHO's work, but it was hoped that satisfaction would be given to the Soviet delegation
when the different technical points were discussed under other items of the agenda. In

future the Secretariat would try to expand on the various aspects of cooperation with the

World Bank and the World Food Programme. As far as the World Bank was concerned, when

item 2.2.16 was discussed, the Soviet delegation might request additional information
regarding the joint cooperative programme in the field of water supply and sanitation. In

other fields, as indicated in the report, the Bank was providing support to WHO in tropical
disease research and was responsible for the funding aspect of the Onchocerciasis Control

Programme in the Volta River Basin area.

The DIRECTOR -GENERAL, in reply to the delegate of the United Kingdom, who had referred
to the status of the delegations attending the International Primary Health Conference, to
be held in Alma Ata, USSR, said that he assumed that he was referring to the question of the
privileges and immunities being granted to the participants. He understood from the Soviet

Government that those privileges and immunities would apply to all participants, including
those from nongovernmental organizations, since that Government would apply the Convention
on the Privileges and Immunities of the Specialized Agencies, to which the USSR had acceded.

Dr TEJADA -DE- RIVERO (Assistant Director -General), replying further to the United Kingdom
delegate, said that the basic documentation for the Alma Ata Conference, consisting of the
joint report of the Director -General of WHO and the Executive Director of UNICEF and the six

reports of the Regional Directors of WHO summarizing the national debates and meetings held
in the regions, was being sent out that day to governments and nongovernmental organizations

invited in conjunction with UNICEF. It would be sent to participants in the Conference early

in June, in accordance with the accreditation list received at WHO headquarters. Copies of

those documents would be available to delegates in the Health Assembly from the following

Monday.
As to the Organization's level of representation at the Conference, the Director- General,

the Deputy Director- General, the six Regional Directors, and four Assistant Directors -General
would attend, in addition to technicians from headquarters and the six regional offices.
UNICEF would be represented by the Executive Director, one Deputy Executive Director and the
Regional Directors, together with officials from UNICEF headquarters in New York.

With respect to the level of representation by Member States, he recalled that the
Ad Hoc Committee of the Executive Board had recommended that since the Conference was
governmental, but technical and multidisciplinary in nature, governments should if possible,

be represented by the minister of health or equivalent or a high official from his ministry,
by the minister of planning or equivalent or a high official from national overall development
bodies and by responsible national technicians or other experts in planning and programming
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for primary health care. Many governments had responded to those suggestions, but some had
accredited delegations consisting exclusively of persons from ministries of health or from
the health sector. He appealed to Health Assembly delegations to urge their governments to
send high -level officials of planning ministries and other social or economic sectors and
experts in primary health care, in order to ensure the success of the Conference through the
necessary intersectoral dialogue.

Dr DUSTIN (Food Aid Programmes), in reply to the Soviet delegate, said that cooperation
between the World Food Programme and WHO was a twofold affair; on the one hand, various
economic and social development activities of WFP were monitored and advice provided by WHO
on the health components; on the other hand, food aid in the form of capital funding was
provided by WFP in support of the development of promotional health activities, mainly but
not exclusively in rural areas.

Paragraph 9.1 of the report referred to the reduction in the volume of aid given by
WFP in 1977. However, the time of annual fluctuations had now passed, and the programme was

levelling out at a capital investment level of US$ 300 million per year, of which approximately
11% was going to health (about half to direct health activities and half to activities in
support of health components of other development programmes).

In reply to the delegate of Pakistan's question, the first project for primary health
care services supported by food aid had been launched in Sudan that year. It would include
the establishment of health care centres, the concomitant logistics, and the training of the
health personnel involved. That was the first time that such an activity had been financed
by WFP as an entity, but similar activities had already been supported as part of broader
rural development programmes, as in Honduras.

The DIRECTOR - GENERAL was pleased to note the importance which Member States attached to
coordination within the United Nations system. He believed that if coordination was not to
become a mere problem for international bureaucracy it had to take place within the
governments of the Member States themselves. If coordination were left to the international
agencies alone, it could assume a certain supranationality which could easily provoke
suspicion at the country level.

Indeed, many of the frustrations of the Economic and Social Council in trying to find
out whether the United Nations system was delivering an integrated multisectoral response to
the needs of Member States derived from the fact that the Council could rarely bring ministers
of planning together to discuss their true priorities. To get the best out of the system
there must be aggresive national cooperation. Nutrition, for instance, was not properly
part of an agriculture extension programme. The health lobby, as represented by the Health
Assembly, must agree with the agriculture lobby on how nutrition could become a part of
agricultural productivity as a whole. The same was true of health and education, as
represented by UNESCO. At present, too, there was a great rift in many countries between
manpower production and the needs for health services, and there was a need to coordinate the
various lobbies at a national level so as to force the system to give of its best.

WHO was trying hard to identify itself totally with governments, and the question of
national coordinators and programme managers wss designed to intensify that identification.
Member States must ensure that that confidence was given practical expression at the
coordination level in the countries themselves.

Mr SOKOLOV (Union of Soviet Socialist Republics), in response to the point raised by
the United Kingdom delegate, said that, as far as he knew, his Government would be
implementing in full the provisions of the Convention on the Privileges and Immunities of
the United Nations and the Specialized Agencies, to which the USSR had acceded in 1955,
with respect to the persons taking part in the Alma Ata Conference. Last year a similar
conference had been held by UNESCO in the Soviet Union and there had been no problems.
There was thus no cause for concern.

The CHAIRMAN observed that the Committee had had a very useful discussion on the
relationship of WHO with other agencies in the United Nations system, particularly with UNDP
and UNICEF. With the improvement in UNDP's financial position and its greater stress on
social development, activities financed from extrabudgetary sources might now play a more
decisive role in furthering the cause of human health. The statement by the UNDP
representative had been particularly reassuring in that regard.



600 THIRTY -FIRST WORLD HEALTH ASSEMBLY, PART II

The Rapporteur would draft an appropriate draft resolution taking account of the comments
made, for consideration by the Committee at a later stage (see summary record of the
fourteenth meeting, section 2).

Assistance to newly independent and emerging States in Africa Agenda, 3.13.3

Dr QUENUM (Regional Director for Africa), introducing the item, drew attention to the
report of the Director -General submitted in accordance with resolution WHA30.24. It described

the action taken to meet the public health needs of newly independent and emerging States
in Africa and of national liberation movements recognized by the Organization of African

Unity. An apology was owing for the omission, in section 2, of any mention of Sao Tomé
and Principe, to which WHO had provided some US$ 107 000 under the regular budget together
with US$ 54 405 made available to the Organization by the Government of Belgium for the

services of a paediatrician.
In connexion with section 3, which dealt with national liberation movements recognized

by the Organization of African Unity (OAU), he drew attention to the resolutions adopted
by the General Assembly of the United Nations at its thirty- second session - resolutions 32/9,
32/19 and 32/95. The last- mentioned resolution concerned assistance to Mozambique; in that

connexion, the Regional Committee for Africa at its twenty- seventh session had adopted a
resolution concerning a special programme of technical cooperation with Mozambique and
another concerning similar cooperation with Botswana and Zambia.

Professor SADELER (Benin) said that the peoples of southern Africa were the innocent
victims of the permanent aggression of the racist regimes of that region. Daily increasing
stress and fear of the morrow created a psychological situation incompatible with health.
Among the growing waves of displaced persons living in unhygienic conditions malnutrition and

epidemics of diseases such as typhus, cholera, plague and salmonellosis were now common.
He therefore thanked the Director -General for the document before the Committee, which drew
attention to the dramatic state of the countries that were victims of aggression by the
minority regimes of southern Asia. His delegation was one of the sponsors of a draft
resolution that would shortly be issued concerning cooperation with newly independent and
emerging States in Africa and with States victims of the racialist regimes of South Africa
and Southern Rhodesia, which would, if judiciously implemented, help to combat aggression in
the region.

Mr DJOUDI (Organization of African Unity), speaking at the invitation of the CHAIRMAN,
paid tribute to the untiring efforts of the Director -General on behalf of Africa and African

liberation movements. He thought that the draft resolution contained in the report might have

taken more account of the different factors affecting the situation in southern Africa. The
title of the report, and hence of the draft resolution - "Assistance to newly independent and
emerging States in Africa" - dealt in one phrase with two or three problems that were closely
connected but had different implications. With reference to paragraph 3(1) of the draft
resolution, he suggested that national liberation movements recognized by OAU required WHO's
particular and separate attention. It had become customary to adopt resolutions that
expressed pious wishes but did not always correspond to the changing situation. International

public opinion remembered the armed struggles but rarely the most painful and tragic aspect,
which was the fate of civilian populations fleeing from or suffering oppression. There were
two aspects to liberation movements: the armed struggle, certainly, but also the direct
responsibility for the health of tens of thousands of the compatriots of those involved in
these movements. The problem was sufficiently serious to justify a separate resolution.
A second problem concerned newly independent countries that were immediate neighbours of
countries where a struggle for liberation was taking place. The dynamics of colonialism and
occupation by force, and the philosophy of oppression with its internal contradictions, led to
the extension of war and oppression into sovereign neighbouring States. There had been three
salient examples of that since the last Health Assembly: first, the aggression against and
occupation of southern Lebanon by Israel; second, the massive attack by the Salisbury regime
on 23 November 1977 inside Mozambique, which it had been attempted to justify as an attack on
fighters belonging to the patriotic front but which, in reality, had been a systematic bombing
of civilian camps and the killing or maiming of women, children and old people. Finally, on
6 May there had been the aggression by South African troops within Angola; an example of the
resulting carnage was the death of 650 women and children in a single village. The only fault
of countries such as Angola, Mozambique, Zambia, Botswana and Lesotho was to have carried out
a humanitarian task and sheltered populations fleeing oppression. Angola and Mozambique,
which had only recently become independent and had problems of reconstruction, were faced with
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the additional problem of thousands of refugees, often living below minimum subsistence levels
and in deplorable hygienic conditions. The World Health Assembly must develop a specific
programme to help countries which, in addition to their own problems of development, had to
assist tens of thousands of refugees from territories still under colonial occupation or
domination. It was time for WHO to work out consistent programmes that were not merely in
accordance with the guiding principles of the Organization, but positively hastened the process
of decolonization.

Dr MARTINS (Mozambique) thanked the Director -General and the Regional Director for Africa

for their cooperation with the newly independent States in Africa, his own among them. It

was only a little over two years since his country had ended a ten -year war of independence,
but, although it had its own problems of development, it supported all the peoples of
southern Africa who wished to free themselves from racist domination, manage their own affairs

and contribute to a higher level of health. Because of this, his country had become a victim

of continual racist aggression, in particular from the illegal regime of Ian Smith. This

aggression was a daily occurrence; health units near the frontier told of constant attacks.

As the representative of the OAU had said, his country had been the victim, between 22 and
24 November 1977, of a massacre of incredible proportions in two different places well within

its frontiers. This had aroused considerable support from the international community, and

he thanked the delegate of Benin for his proposal to put forward a draft resolution taking

countries like his own into account. He appealed to all Member States to create a special

programme of cooperation to help national liberation movements. The populations of Zimbabwe,

South Africa and Namibia were being prevented by racist regimes from reaching a reasonable

level of health, which was the objective of WHO.

Dr BASSIOUNI (Egypt) said that he appreciated WHO's efforts to aid newly independent
countries and African national movements of liberation, and that he would support the draft
resolution that would be submitted by Benin and others (see page 604).

Mr CHIN Chang Ho (Democratic People's Republic of Korea) said that the spirit in which

WHO was providing health aid to the newly independent countries of Africa and to national
liberation movements reflected the present movement towards independence and was fully
consistent with the Constitution of WHO since its aim was the attainment of the highest

possible level of health. Therefore his delegation actively supported and would in future
support all positive steps by WHO to render assistance to those countries and movements
The peoples of the newly independent countries in Africa were building a new society,
overcoming all difficulties and energetically developing public health; the national

liberation movements were struggling for the same purpose. Health assistance to those
countries should be carried out in accordance with the demands and concrete realities of

each country. The fastest way for those countries to give sufficient health aid to their
own people was to progress in public health entirely on their own, relying on their own health
resources, and concentrating on primary health care. WHO should cooperate actively with

the newly independent countries in solving their problems. The Korean people would continue
to give those countries and the national liberation movements their support.

Dr ABDULHADI (Libyan Arab Jamahiriya) said that his delegation had reservations about
the word "assistance" in the title of the agenda item under consideration, which was
"Assistance to Newly Independent and Emerging States in Africa ". To reflect the changes
in WHO's concepts and procedures he suggested that the word "cooperation" be used instead.
WHO should increase its cooperation with the newly independent and emerging countries until
they could triumph over the negative heritage of colonialism - including a chronic shortage

of health services - against which they had struggled so long. Those countries felt they

also had to assume responsibility for the results of the fight for independence in Africa;
one such result was the arrival of refugees in their midst, and that had increased their
financial burdens and made it necessary for them to turn to WHO. Referring to the expression

in monetary figures of WHO's assistance in the report, he observed that the purchasing power
of the dollar was low, so that, for example, US$ 15 000 did not mean much in practice. In

future such figures should be accompanied by an idea of what they could achieve in actual

fact. He doubted whether the amounts quoted gave a clear picture of the true dimensions

of the services WHO's cooperation could provide. His delegation strongly supported anything
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making it possible for WHO to act positively side by side with newly independent countries

and national liberation movements in Africa.

Dr ALFA CISSÉ (Niger) said that, in adopting the goal of "Health for all by the year

2000 ", WHO had surely had it in mind that all peoples of the world should be able to enjoy that

privilege. Yet the Health Assembly had just heard to what sufferings certain populations

were subjected. Each year delegates to the Health Assembly voted on resolutions counselling
means that might enable the people of the world to achieve the highest attainable level of

health, and they did so as members of the medical profession. But each delegate was also

the representative of a sovereign State and should not return home with a light heart after
voting for a resolution, content with the thought that he had done his duty. There were

ills other than the purely medical manifestations of poor health to be combated. Each

delegate was co- responsible for human suffering, and none should deceive himself by saying

that he had helped Angola, Cape Verde, Comoros, Guinea -Bissau, or others. Each delegate

must ensure that war, for whatever reason it was waged, became indefensible. At the Health

Assembly those of different races or conditions courteously addressed each other as
"distinguished delegate ", and one or another such "distinguished delegate" might return home

to give orders to drop bombs on his neighbour. All should shoulder their responsibilities

and seek to ensure that the whole world felt pain when someone was killed, be he Mozambican,

Angolan or Lebanese. Police forces and armies were expensive and useless. What was

required was a war for peace and peace for the welfare of mankind.

Mrs WOLF (German Democratic Republic) said that health assistance had to be continued
and intensified to newly independent and emerging States in Africa and to national liberation

movements recognized by OAU. Therefore her delegation would support the draft resolution
that would be put forward by Benin and others (see page 604).

Dr RWASINE (Rwanda) also expressed support for the expected draft resolution.

Mr SOKOLOV (Union of Soviet Socialist Republics) welcomed WHO's activities in cooperation
with other international organizations in support of newly independent States as well as

national liberation movements recognized by OAU. He also approved the tendency to accord

assistance in improving primary health care, health manpower development, preventive medicine,
and environmental health. WHO should continue to play an active coordinating and consultative
role in carrying out comprehensive measures within that framework and broaden assistance to
countries and national liberation movements in Africa that required it. Technical cooperation
with those countries and movements might prove possible through budgetary allocations and
voluntary contributions as well as on a bilateral basis. The Soviet Union had granted and
would continue to grant assistance to African countries in economic, scientific and technical
form on a bilateral basis, particularly in the area of health. The Soviet delegation could

support the draft resolution in the report but would reserve its opinion on any other draft
resolutions that might be presented on the subject.

Dr QUENUM (Regional Director for Africa), commenting on a remark by the Libyan delegate,

said that WHO had decided to refer henceforth to "cooperation" rather than to "assistance ".

He had noted with regret that in several draft resolutions delegates themselves had continued

to use the word "assistance ", and he invited them to follow the example of the Regional

Committee for Africa, which in the resolutions adopted at its last session had consistently
referred to "special programmes" and "technical cooperation" rather than to "assistance ".

The issue was one of substance, not semantics.

(For continuation, see the ninth meeting, section 2.)

The meeting rose at 17h30.



NINTH MEETING

Friday, 19 May 1978, at 10h30

Chairman: Mr M. K. ANWAR (Bangladesh)

1. ORGANIZATION OF WORK

The CHAIRMAN said that at its meeting on the previous day the General Committee had
decided to transfer from Committee A to Committee B agenda items 2.6.12 (Prevention and
control of zoonoses and foodborne diseases due to animal products), 2.6.11 (Control of
sexually transmitted diseases), 2.6.10 (Expanded programme on immunization), 2.6.9 (Smallpox
eradication: current status and certification), and 2.6.2 (The role of the health sector in
the development of national and international food and nutrition policies and plans). The
General Committee had felt that item 2.6.2 was closely related to two items on Committee B's
agenda - items 2.6.12 and 2.6.17 (Problems of the human environment: food hygiene) - and had
decided that the three items should be taken consecutively.

2. COORDINATION WITHIN THE UNITED NATIONS SYSTEM (continued) Agenda, 3.13

Assistance to newly independent and emerging States in Africa (continued Agenda, 3.13.3
from the eighth meeting)

The CHAIRMAN said that in addition to the draft resolution set out in paragraph 4 of the
Director- General's report on the item, the Committee had before it three other draft
resolutions. The first dealing with special health assistance to Lesotho, was proposed
jointly by the delegations of Denmark, Egypt, Ethiopia, Federal Republic of Germany, Ghana,
India, Kenya, Mauritius, Mozambique, Rwanda, Sudan, Trinidad and Tobago, Uganda, United
Kingdom of Great Britain and Northern Ireland, United Republic of Cameroon and United Republic
of Tanzania, and read as follows:

The Thirty -first World Health Assembly,

Recalling Security Council resolution 402 of 22 December 1976 concerning the
serious situation created by the closure of certain border posts, upon the decision of
South Africa, between Lesotho and South Africa so as to coerce Lesotho into according
recognition to the Bantustan Transkei;

Mindful that the decision of the Government of Lesotho not to recognize the Bantustan
Transkei was taken in conformity with United Nations General Assembly resolution 31/6(A)
adopted on 26 October 1976;

Recognizing that the developments which have occurred have imposed special economic
and social burdens upon Lesotho, and that the health conditions of the people of Lesotho,
especially in the south -eastern part, are worsening;

1. EXPRESSES deep concern about the health and other problems faced by Lesotho;

2. NOTES with appreciation the measures taken by the Secretary -General of the United
Nations to send missions to Lesotho to examine the health situation as well as by the
Economic and Social Council with respect to calling for an effective international
programme of assistance to Lesotho;

3. NOTES further the request made to WHO and other specialized agencies of the United
Nations system by the Economic and Social Council in its resolution 2096 (LXIII) and by
the United Nations General Assembly in resolution 32/98 to maintain and increase their
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current and future programmes of assistance to Lesotho in carrying out its planned

development projects without interruption;

4. REQUESTS WHO Member States to respond to the appeals made by the Security Council
and the Economic and Social Council to provide assistance on a generous scale to Lesotho;

5. REQUESTS the Director -General, in collaboration with all other concerned organizations
and institutions of the United Nations system, to provide all necessary assistance to
Lesotho with respect, in particular, to providing health care and services to the

affected population.

The second draft resolution, which was proposed jointly by the delegations of Algeria,
Benin, Chad, Guinea -Bissau, Niger and the United Republic of Tanzania, read as follows:

The Thirty -first World Health Assembly,
Having considered the Director -General's report on assistance to newly independent

and emerging States in Africa submitted in accordance with resolution WHA30.24;
Considering the intolerable acts of aggression and the bombing of civilian popula-

tions by the racialist regimes of Southern Rhodesia and South Africa against the People's
Republic of Mozambique and the People's Republic of Angola;

Considering also the permanent armed actions and provocations against the sovereignty
of Republics of Botswana and Zambia;

Considering that these acts of aggression are contributing to deterioration in the
health status of the populations of Southern Africa and in the health and social
infrastructure of the countries of the region;

Recalling resolutions 411(1977) and 428(1978) of the United Nations Security Council;
Bearing in mind the action called for in resolution WHA29.23;
Recalling the terms of resolutions WHA30.24, AFR027.R2 and AFR027.R4;

1. REITERATES its appreciation of the concerted efforts made by the Office of the United
Nations High Commissioner for Refugees, the United Nations Development Programme, the
Office of the United Nations Disaster Relief Coordinator, the United Nations Children's
Fund, the League of Red Cross Societies and WHO, to provide assistance to the States
concerned;

2. COMMENDS the action taken to meet the needs of these States;

3. REQUESTS the Director -General,

(1) to continue and intensify health cooperation with the newly independent and
emerging States in Africa, and particularly with the countries which are the victims
of repeated aggressions by the racialist regimes of South Africa and Southern

Rhodesia;
(2) to report to the Thirty- second World Health Assembly on such assistance.

The third draft resolution, relating to the liberation struggle in Southern Africa, was
proposed jointly by the delegations of Botswana, Mozambique, Rwanda and Swaziland; it read as

follows:

The Thirty -first World Health Assembly,
Noting with great concern the continued massacring of the innocent civilians by the

racist regime of Ian Smith, Muzorewa, Sithole and Chief Chirau in Zimbabwe, in particular
the killing of 87 people on 14 May 1978,

Aware of the recent invasion of the People's Republic of Angola by the racist South
African Troops which culminated in the massive loss of lives of the Namibian people at
the Cassinga Refugee Camp,

Recognizing the denial of the adequate medical facilities for the non -white popula-
tion of South Africa in particular the ill- treatment of the mental patients and the
torturing of political prisoners which resulted in the recent death of Steve Biko and
several others,

Appreciating the concerted efforts of the Directors -General of the WHO, UNHCR, UNDP,
UNICEF, ICRC and other associated bodies for the assistance they have rendered to the
liberation movements,

1. CALLS upon the World Health Assembly to condemn the racist minority regimes of
Southern Africa for their aggressive activities against neighbouring States of Mozambique,
Botswana, Zambia and Angola;
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2. DECIDES to set up a large scale special programme of cooperation with the Liberation
Movements recognized by the OAU;

3. RESOLVES that WHO should, in this framework, endeavour immediately to meet the
express needs of the Liberation Movements concerned, with regard to:

(a) technical assistance in public health as well as in medical areas, as
necessary;
(b) medicaments and other medical supplies needed for the prevention and control
of communicable diseases as well as for the treatment of the sick and mutilated
population;

4. FURTHER DECIDES that:
(a) all free forms of assistance shall be provided in the most expeditious and
flexible way through simplified procedures;
(b) the United Nations and the Specialized agencies shall be asked to contribute
as far as possible to this programme of action;

5. AUTHORIZES the Director -General to finance this programme from any source of funds
available to the Organization, including the resources accumulated in the Special Account
for Disasters and Natural Catastrophes under the Voluntary Fund for Health Promotions,
funds available in the Director -General's and Regional Directors' Development Programme,
possible savings and, as necessary, the Executive Board Special Fund;

6. INVITES the Director -General to pursue all possible efforts to enlist support from
governmental and non -governmental sources for this operation;

7. APPEALS to all Member States to make voluntary contributions to this programme;

8. REQUESTS the Director -General to report to the sixty -third session of the

Executive Board and the Thirty- second World Health Assembly on the measures taken and
assistance provided to the Liberation Movements under this programme.

Mrs MATANDA (Zambia) said that her country, like Mozambique and Botswana, was in the
front line of the struggle for independence in Africa, and had had to make many sacrifices to
support that struggle. Human lives had been lost, property destroyed, and the economy
jeopardized. The Zambian people had endured those privations because they were convinced
that their sacrifice was in the interests of freedom and justice.

The intensification of the struggle in Southern Africa had resulted in more refugees
drifting into Zambia, and the official figure now stood at 60 000, though the recent fighting
in Shaba province, Zaire, would undoubtedly have increased that figure. The country's
resources had been stretched to the limit to meet the needs of the refugees. The ease with
which persons from neighbouring countries were able to cross the border had placed Zambia
particularly at risk in respect of communicable diseases, and there had been some danger of
an epidemic of cholera. However, thanks to concerted efforts and to WHO's collaboration that
danger had been kept at bay.

While Zambia appreciated the cooperation it had received from WHO hitherto, notably through
the Regional Office for Africa, it wished to appeal for further aid which would enable
countries in the front line to bear the burden arising from the intensified struggle in
Southern Africa.

She hoped that the second of the draft resolutions referred to by the Chairman would
receive the Committee's support.

Mr SERETSE (Botswana) joined previous speakers in thanking WHO for its efforts to aid
newly independent and emerging States in Africa in response to resolution WHA30.24. Although
the aid provided might be modest, it was at least a beginning of recognition of the serious
and multiple health problems faced by those countries. The States concerned faced the task
of reconstruction following upon years of colonial oppression and neglect, but some of them,
such as Angola and Mozambique, had had to divert scarce resources from that task in order to

resist the attacks of the racist regimes.
Neighbouring countries, such as his own, had not escaped the effects of the barbarous

aggression of the illegal regime of Ian Smith. There was no doubt that the inclusion in that

regime of such leaders as Muzorewa and Sithole would mean that social and economic
reconstruction would be further delayed and the suffering of the people prolonged. It was

impossible to speak of national determination or political will to achieve health or
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socioeconomic development in the absence of political freedom, and he stressed that liberty,
like health, was indivisible.

Dr FAAIUASO (Samoa) recalled that the Constitution of WHO laid down the principle that
the health of all peoples was fundamental to the attainment of peace and security.
Similarly, the United Nations Declaration on Human Rights stated that every individual had a
fundamental right to good health. He congratulated WHO on the achievements outlined in the
Director -General's report, but believed that more assistance was needed to safeguard the
health of newly independent and emerging States in Africa. He drew attention in that
connexion to the three United Nations General Assembly resolutions referred to in
paragraph 3.10 of the report. He expressed his appreciation of the help already given by a
number of governments, notably those of the Netherlands, New Zealand and Sweden.

He proposed that the Committee approve the draft resolution set out in section 4 of the
report.

Mr NAIDENOV (Bulgaria) fully supported the assistance which WHO, together with other
United Nations agencies, was granting to newly independent African countries. It was fully
aware of the enormous obstacles which those countries had to overcome in their progress
towards economic development in all spheres, including that of health. The Director -General's

report, as well as the statements made by previous speakers, had highlighted the need to step
up the assistance being provided.

His delegation would vote in favour of any resolution aimed at providing support for
newly independent countries and for liberation movements.

Mr BOJADZIJEVSKI (Yugoslavia) also supported WHO's activities in that regard. Yugoslavia

had always voiced its support for assistance to newly independent States and national
liberation movements, and hoped that WHO would find further ways to intensify its assistance.

His delegation preferred the second and third draft resolutions referred to by the
Chairman, which took more fully into account the health needs of countries which were the
victims of permanent aggression by the racist regimes of Southern Africa.

Dr ALDEREGUTA BRITO (Cuba) warmly supported the draft resolutions before the Committee,
which he felt would give the opportunity for the creation of broader areas of technical
cooperation between WHO and the peoples of Africa which were engaged in the struggle to attain

complete freedom.

Dr BARAKAMFITIYE (Burundi) joined with previous speakers in support of WHO's activities
to assist newly independent and emerging States in Africa. Health, defined as a combination
of physical, social and mental well- being, could only be achieved in an environment of peace

and freedom. It was clear that peoples engaged in a struggle for self -determination or to
defend their freedom could not enjoy good health, and he congratulated WHO on its efforts to

assist them. He hoped that representatives of such peoples would be able to take their place
alongside Member States at the Thirty- second World Health Assembly.

His Government had always given every possible support to liberation movements and to
newly independent States, and would continue to do so. Accordingly, he would endorse any
draft resolution or recommendation designed to promote the health of the peoples concerned,
which he hoped would be followed as soon as possible by concrete action.

Mr NATARAJAN (India) greatly appreciated WHO's efforts to alleviate the distress and
improve the health of the people of newly emerging nations and national liberation movements,
and urged that those efforts be continued. All responsible elements in the world community
had expressed shock and disapproval at the acts of violence and oppression referred to in the

draft resolutions before the Committee. He proposed that those draft resolutions be approved,
either separately or in composite form as the Committee might think fit.

Dr DE MENEZES (Cape Verde) said that it was only three years since his country had attained
its independence, and it therefore knew from experience the importance of political, moral

and health support to national liberation movements. Independence did not automatically

solve social problems, notably health problems, but there was no doubt that it opened up

unlimited possibilities. He therefore fully supported the draft resolution relating to

liberation movements in Southern Africa.
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Dr JADAMBA (Mongolia) said that his Government would continue to give all possible
support to any measures designed to develop and improve the health services of newly
independent countries and those engaged in the struggle for national liberation, where many
health and other socioeconomic problems remained to be solved.

Fifty years earlier, at the time of the Revolution there had not been a single doctor or
medical institution in Mongolia. Today, its health services had reached the level of the
developed countries, thanks to the aid and support of the USSR. That demonstrated how much
newly independent countries needed the cooperation of other nations, since the resources of
WHO would not be sufficient to meet all their needs. Where WHO could help was in mobilizing
internal resources and community initiatives, and he felt that it should concentrate its aid
in that area. He suggested that WHO might provide facilities to enable emerging countries
to study the experience of other countries which had successfully overcome similar social and
economic problems.

His delegation supported the draft resolution contained in section 4 of the report.

Miss PAROVA (Czechoslovakia) welcomed WHO's cooperation with newly independent and
emerging nations in Africa, who faced the problems not only of controlling disease, but also of the
lack of doctors and medical personnel and the consequences of war. Her country would continue
to support any WHO activity designed to assist such countries, and would be prepared to endorse
a draft resolution to that effect.

Dr FERNANDES (Angola) said that since his country bordered on Namibia it was affected by
South African racism, despite all the resolutions passed by the United Nations. Angola
desired peace, and appreciated the practical and concrete help given by WHO towards solving
the health problems of countries that had suffered from South African aggression. Much
effort was still needed, and he appealed to all countries to aid those engaged in the struggle.
He hoped that the Committee would give its full support to the draft resolution to that effect.

Dr BROYELLE (France) associated her delegation with the support expressed for the
assistance given by WHO to newly independent and emerging States in Africa and to the
liberation movements. She supported the draft resolutions that had been put forward, with
the exception of operative paragraph 1 of the third draft resolution, which seemed only
marginal to WHO's sphere and to add nothing to the question of providing assistance. In

keeping with the Indian suggestion, she considered that the second and third draft resolutions,
which dealt with the same problem, should be combined.

Mr NGUYEN-VAN TRONG (Viet Nam) welcomed the Director -General's report and expressed
support for the draft resolution contained in it.

Mr TAI Chun -ming (China) firmly supported the newly independent and emerging States in
Africa engaged in a just struggle against colonialism, the heritage of imperialism, and
racism, and strongly condemned the Smith regime's efforts to oppress the African people.
He welcomed WHO's technical cooperation to the States concerned which should be continued.

Mr EL AFI (Tunisia) thanked the Director -General for the help he was extending to
peoples suffering from oppression and joined in the comments voiced by other delegates.
WHO was to be commended on the efforts it was making in keeping with the noble principles

embodied in its Constitution. He supported the draft resolution contained in the

Director -General's report.

Dr MOLAPO (Lesotho) associated himself with the sentiments already expressed; he would

support the draft resolutions submitted in any form, amended or otherwise.
The fact that a specific draft resolution had been submitted by a number of sponsors in

relation to special health assistance to Lesotho was evidence that his country was in the
heart of the area suffering most from racism, and he urged the Committee to support that

draft resolution as it stood. The backing of the international community was essential to

his country if it was to withstand the pressures being brought to bear against it.
A particularly grave situation had arisen in south -east Lesotho as a result of the

closure of the borders. A large population of some 200 000 engaged in mohair production
found their health in jeopardy, since it was now even more difficult to reach the few

scattered health clinics, situated in mountainous terrain with poor communications, and it

had become necessary to airlift essential medical supplies. Lesotho had now adopted a
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two -fold strategy

ment programme.
taken appropriate

as a whole should
made available.

Lesotho.

combining an emergency development programme with a normal phased develop -
He expressed deep gratitude to the friendly countries which had already
action to alleviate Lesotho's situation. However, the Health Assembly
be made aware of that situation so that additional assistance could be
He thanked the Member States sponsoring the draft resolution relating to

Dr AVILÉS (Nicaragua) stressed the responsibility of the Health Assembly in respect of
health conditions in all parts of the world. Speaking as a health worker and not on the
basis of any political considerations, he viewed the suffering engendered by war as on a
footing with that caused by natural disasters, in respect of which WHO was, by virtue of
its Constitution, obliged to extend technical and financial help. Parts of the African
continent were now suffering the disastrous consequences of warfare and his feelings of
sympathy were made the keener by ties of friendship with many African delegates.

He was accordingly prepared to support the draft resolution suggested in the Director -
General's report, as well as the draft resolution on special health assistance to Lesotho.
As to the other two draft resolutions, he was inclined to agree, as the delegate of France
had suggested, that while the tenor of some phrases was understandable in view of the emotions
to which the situation had given rise, the wording was not wholly in keeping with the
customary form of Health Assembly resolutions. He supported the draft resolutions in
substance but would be interested to hear any amendments thereto.

Mr VAKIS (Cyprus) welcomed WHO's efforts to assist newly independent and emerging
States in Africa, which should continue. His delegation was accordingly in favour of the
draft resolution suggested in the Director -General's report and wished to become a co- sponsor
of the draft resolution on special health assistance to Lesotho. He agreed with the Indian
and French delegates that the other two draft resolutions might be amalgamated into a single
text.

Dr BULLA (Romania) was highly appreciative of the efforts being made by WHO to help the
newly independent and emerging States in Africa to combat the deplorable adverse effects of
the situation on health and on social and economic development. He wholeheartedly
supported the draft resolution suggested in the report, as it was aimed at intensifying that

assistance.

Mr ANDREW (United States of America) expressed sympathy with the general comments
voiced, as well as his satisfaction with the Director -General's report. His delegation
was prepared to support the draft resolution suggested therein. He requested, however,
that a decision on the other three draft resolutions be deferred until the following Monday
to enable delegations to consult their governments on the text of those documents, which
had only been distributed that morning.

Dr SHAMSUL HASAN (Pakistan) emphasized the urgent need for continued assistance in all
forms to be made available by WHO in keeping with the ideals of the Organization. His

delegation would therefore give its full support to the draft resolution suggested in the

Director- General's report.

Mr OMOYELE (Nigeria) welcomed WHO's efforts to extend assistance, which should be

further intensified. The great sufferings being endured by innocent peoples as a result

of the policies of the racist minority in Southern Africa were a matter of grave concern

not only to Nigeria, but to all other freedom - loving countries. It was imperative that

such policies should be condemned and that the plight of those innocent peoples should

receive special sympathetic attention. Within that context, his delegation wholeheartedly
supported the noncontroversial resolution suggested in the Director -General's report and

commended it to the Committee for its full support.

Mr SEABOURN (United Kingdom of Great Britain and Northern Ireland) said that the

debate had indicated the importance attached by the Committee to the item. On the procedure

to be followed, there was merit in the United States delegate's suggestion to defer formal

action until the following Monday, as the three draft resolutions had only been distributed

that morning. It had been suggested that two of the draft resolutions might be combined;
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furthermore, other factors, including possible financial implications, might need to be
taken into account.

Mr TOPERI (Turkey) joined other speakers in welcoming the Director -General's report
on WHO's assistance to the newly independent and emerging States in Africa. He believed
that, until a political solution had been achieved, further concerted action was necessary.
He therefore fully supported the three draft resolutions submitted by the various groups of
delegations.

Dr DIAS (Guinea- Bissau) expressed appreciation for the activities described in the
Director -General's report. He felt strongly that WHO should intensify its help to peoples
fighting for their liberty, dignity and well- being, and would accordingly support the draft
resolution contained in that report. He also expressed the hope that WHO would give
increased support to the front -line countries to enable them to resist the repeated racist
aggressions of Ian Smith and his allies.

Mr SASAKI (Japan) fully supported the measures within its competence being taken by WHO,
in Africa as well as elsewhere in the world. He shared the preference voiced by the United
States and United Kingdom delegates for postponement of a final decision on the draft
resolutions either until the next day or the following Monday.

Dr QUENUM (Regional Director for Africa) said that the Secretariat had taken due note
of the remarks made, which would be taken fully into consideration when planning future
action. On behalf of the Director -General, he thanked all those countries which, on the
basis of humanitarian considerations, had helped the suffering peoples and countries
concerned. The issue was essentially one of social justice, and the problem was becoming
ever greater in scope. Within the meaning of the Constitution of WHO, there clearly could
not be any real state of health without liberty. He expressed the fervent hope that the
present item would no longer appear on the agenda of future sessions of the Health Assembly
for the good reason that peace would have been brought about, as a basis for enhancing
human well -being.

Mr CROM (Netherlands), commenting on the draft resolution contained in the Director -
General's report, suggested that reference also be made to the International Committee of the

Red Cross in operative paragraph 1. He presumed that such a reference had been

inadvertently omitted.

Mr SIROIS (Canada) associated himself with the proposal to defer further action on the
three draft resolutions submitted by delegations until the following Monday, as he felt that

more time was needed for their consideration.

The CHAIRMAN believed that the Committee had had a valuable discussion in which a large
number of delegates had participated. In view of the various suggestions made, he suggested
that a working group, consisting of the delegates of Algeria, Benin, Botswana, Denmark, Egypt,
Federal Republic of Germany, India, Mozambique, Niger, Rwanda, Swaziland, United Republic of
Tanzania and the United Kingdom of Great Britain and Northern Ireland, together with any
others wishing to participate, should meet the following morning, before the Committee's

meeting, to consider all the draft resolutions put forward under the item and to make
recommendations for action by the Committee. The working group could also consider the
possibility of submitting a consolidated text on the basis of those draft resolutions for

the Committee's consideration. The report of the working group would then be considered
by Committee B at a subsequent meeting.

It was so agreed.

Dr SIDATT (Mauritania) urged that the report of the working group should be submitted
to the Committee the following morning and that the matter should not be deferred until

Monday.
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The CHAIRMAN said that the Committee would certainly consider the report of the working
group as soon as it could be presented. He did not think it possible, however, to set a
deadline for their deliberations.

(For continuation, see summary record of the sixteenth meeting, section 3.)

Health assistance to refugees and displaced persons in Cyprus Agenda, 3.13.4

Dr TABA (Regional Director for the Eastern Mediterranean) said that a report had been
submitted in response to resolution WHA30.26, in which the Director -General had been
requested to continue and intensify health assistance to refugees and displaced persons in
Cyprus, in addition to any assistance made available within the framework of the efforts of
the Coordinator of United Nations Humanitarian Assistance in Cyprus, and to report to the
Thirty -first World Health Assembly on such assistance. The Director -General's report to the

previous Health Assembly had described the assistance provided during the period April 1976
to March 1977; the present report related to the subsequent period up to early 1978.
Section 2 of the report covered the sectors in which assistance had been provided, mainly in
the form of vaccines, insecticides and other supplies such as medical and technical equipment
and pharmaceutical products, and indicated the amount allocated by the Office of the United
Nations High Commissioner for Refugees (UNHCR) for the whole island. WHO had also provided
short -term consultants and technical cooperation personnel, whose efforts had been

successful in preventing the reintroduction of malaria. The foregoing emergency assistance

was additional to the amounts allocated for the WHO collaborative programme with Cyprus out
of its regular budget. WHO would continue to cooperate with all United Nations agencies,
especially with UNHCR, in order to meet the health needs of the population of the whole

island.

Mr BORG (Malta) introduced the following draft resolution, which was jointly proposed by

the delegations of Cuba, Ghana, India, Malta, Panama, Tonga, United Republic of Tanzania and

Yugoslavia:

The Thirty -first World Health Assembly,

Mindful of the principle that the health of all peoples is fundamental to the

attainment of peace and security;
Recalling resolutions WHA28.47, WHA29.44 and WHA30.26;

Noting all relevant United Nations General Assembly and Security Council resolutions

on Cyprus;
Considering that the continuing health problems of the refugees and displaced

persons in Cyprus call for further assistance;

1. NOTES with satisfaction the information provided by the Director -General on health

assistance to refugees and displaced persons in Cyprus;

2. EXPRESSES its appreciation for all the efforts of the Coordinator of United Nations

Humanitarian Assistance in Cyprus to obtain the funds necessary for the Organization's

action to meet the health needs of the population of Cyprus;

3. REQUESTS the Director -General to continue and intensify health assistance to

refugees and displaced persons in Cyprus, in addition to any assistance made available

within the framework of the efforts of the Coordinator of United Nations Humanitarian

Assistance in Cyprus, and to report to the Thirty- second World Health Assembly on such

assistance.

The refugee problem in Cyprus was well known to all delegates and had been sufficiently

well explained in the past. It was thus only natural, and in accordance with the best

traditions of the Health Assembly, that resolutions calling for assistance to Cypriot refugees

had been adopted unanimously in the past three years. The action taken pursuant to

resolution WHA30.26 had already been described by both the Director -General and the Regional

Director.
Unfortunately, the refugee problem in Cyprus still existed, and consequently it was still

necessary to provide continuous assistance to alleviate the plight of the distressed people of

the island, since local resources were inadequate. The draft resolution before the Committee

reproduced the terms of the resolution adopted by the Health Assembly in 1977, and the

Committee was urged to approve it unanimously.
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Mr SIDERIS (Greece) expressed satisfaction with the way in which WHO had dealt with the
problem of health assistance to refugees and displaced persons in Cyprus during the past year.
The health assistance accorded to Cyprus in pursuance of the resolutions adopted by the last
three Health Assemblies had been of vital importance. However, it had not succeeded in
solving a problem which had existed since 1974 and with which the Government of Cyprus had not
been able to cope without assistance from the international community. In view of the

situation outlined by the delegate of Malta, the Greek delegation was firmly convinced that
WHO's assistance should be maintained and increased and that the draft resolution before the
Committee should be approved without delay. There was nothing new in its content, and by
approving it the Committee would merely reaffirm its resolutions of previous years. He

therefore hoped that the draft resolution would be approved without a vote.

Mr NATARAJAN Slndia), Mr SOKOLOV (Union of Soviet Socialist Republics), Mr NGUYEN VAN THONG
(Viet Nam), Miss PAROVA (Czechoslovakia) and Dr MICHELSEN (Colombia) expressed their
support for the draft resolution.

Mr TOPERI (Turkey) said that his delegation had always supported the idea of extending
health assistance to Cyprus, and that attitude remained unchanged. However, such assistance
should be completely depoliticized and should be extended to meet the health needs of the
entire population of Cyprus, as had been envisaged in the relevant resolutions of the Health
Assembly. Any application of those resolutions which would tend, in practice, to exclude one
group of the island's population because it had a different ethnic origin would not only be
contrary to the resolutions but would also be hard to reconcile with the principles guiding
such assistance. The information available to his Government indicated that the assistance
had so far been channelled to a single sector of the island's population. He would be only
too happy to learn that such information was incorrect, but if it proved to be true, he hoped
that the Committee would agree that the reservation which his delegation would be compelled to
enter in respect of the draft resolution under consideration would be justified. WHO was
therefore requested to take the necessary steps to extend the assistance to all sectors of the
population in order to fulfil the mandate conferred upon it by the relevant resolutions.

He also had reservations concerning the inclusion, in the third preambular paragraph of
the draft resolution, of the words "all relevant United Nations General Assembly and Security
Council resolutions on Cyprus ", since it was totally unjustified and irrelevant to include such
a reference in a draft resolution which dealt with a purely humanitarian matter. The purpose
was to meet the health needs of the population, and it was difficult to understand the need
for such a reference unless it was desired to make the draft resolution the instrument of a
political objective. His delegation would not, however, oppose the draft resolution, subject
to the reservations he had outlined.

Mr VAKIS (Cyprus) expressed his Government's gratitude to the Director -General and to the
Regional Director for the Eastern Mediterranean for their continuing efforts to provide
assistance for the relief of refugees. Thanks were also due to all those delegations which
had supported the draft resolution, which would do much to meet the health needs of displaced
persons.

The Turkish delegate had referred to the way in which the assistance was being distributed.
However, it was clear from the Director -General's report that assistance was being provided to
all persons in need of it. The Turkish delegate might therefore wish to clarify what he
understood a proper distribution of assistance to mean. He hoped that the Turkish delegate's
statement would in no way affect the feelings of Committee members or the decision on the
humanitarian issue at stake.

Decision: The draft resolution was approved. 1

1 Transmitted to the Health Assembly in the Committee's third report and adopted as
resolution WHA31.25.
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Health and medical assistance to Lebanon Agenda, 3.13.5

Dr TABA (Regional Director for the Eastern Mediterranean) said that the report before
the Committee had been submitted in response to resolution WHA30.27, in which the Thirtieth
Health Assembly had requested the Director -General to continue and intensify the
Organization's health and medical assistance to Lebanon, allocating for that purpose, and to
the extent possible, funds from the regular budget and other WHO financial resources, in
addition to any sums received from the United Nations Trust Fund for Lebanon, and to report to
the Thirty -first Health Assembly on that assistance.

The report described the activities sponsored by WHO during the period May 1977 -

March 1978. Section 2 gave an account of the kind of assistance provided. Since

January 1977 a senior public health administrator had been assigned to Lebanon to advise on
the development of a rehabilitation and reconstruction programme, including a national
sanitation programme, a national blood bank, and the strengthening of emergency transport

services. Two sanitary engineers had been assigned, one to advise on measures for the
re- establishment of drinking -water distribution systems in several villages in Southern Lebanon
and the other to reassess the national waste management plan. Short -term consultants had also
been supplied on an ad hoc basis. Funds had been provided by the United Nations Trust Fund
for Lebanon, UNICEF and the World Food Programme. Close cooperation was being maintained
with the International Committee of the Red Cross and with the League of Red Cross Societies.
Several nongovernmental organizations had continued to provide valuable assistance. WHO was
in close contact with the Government of Lebanon and with other agencies, both international
and bilateral, with a view to meeting the needs of the Lebanese people.

Professor SYLLA (Senegal) introduced a draft resolution proposed by the delegations of
France, Ghana, Greece, Nepal, Senegal and Yugoslavia, which read as follows:

The Thirty -first World Health Assembly,

Mindful of the principle that the health of all peoples is basic to the maintenance
of peace and security;

Recalling the previous resolutions WHA29.40 and WHA30.27;
Noting that health and medical assistance to Lebanon remains urgently necessary,

particularly in view of the consequences of the new situation created by the Israeli
invasion of Southern Lebanon, which has resulted in the destruction of various health and
medical facilities,,in injuries and mutilation to many persons, and in the flight of
thousands of inhabitants who are living in wretched conditions;

1. NOTES with satisfaction the information supplied by the Director -General regarding
the health and medical assistance already provided and thanks him for his efforts;

2. EXPRESSES its appreciation to all the organizations that have helped WHO effectively
discharge its responsibilities in regard to health and medical assistance to Lebanon;

3. REQUESTS the Director -General to continue and intensify the Organization's health
and medical assistance to Lebanon, with due regard to the distressing new situation
created by the invasion of Southern Lebanon, allocating for this purpose, and to the
extent possible, funds from the regular budget and other financial resources, and to
report to the Thirty- second World Health Assembly.

The text was very brief and was based on humanitarian considerations relating to the health of
the population in general and health problems in the war zones in particular. With the new
situation created in Southern Lebanon, such problems had assumed new dimensions calling not
only for speedy and effective action by WHO, but also for an intensification of its efforts.
The sponsors appealed to the Committee to ensure that WHO was in a position to improve even
further its activities in Lebanon.

Dr SAADÉ (Lebanon) expressed his deep gratitude to the Director -General and the Regional
Director for the Eastern Mediterranean for their efforts to assist his country, particulars of
which had been given in the report. Unfortunately, since the Director -General had drawn
up his report, new developments had taken place. The invasion of Southern Lebanon by Israeli
forces had uprooted large numbers of people and had destroyed essential facilities. The

Zionist aggression had been condemned, but the Israeli troops had not yet withdrawn. Thus
his country's needs were now even greater than they had been before. The Lebanese Government
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was making a considerable effort, but the resources at its disposal were limited. WHO's help
was particularly necessary to prevent outbreaks of disease and to ensure a minimum degree of
primary health care.

The initial WHO mission sent to Lebanon, on which much of the financial aid had been spent,

had done praiseworthy work in providing health training for Lebanese personnel and valuable
advice on medical and health programmes. That kind of assistance would still be required,
but there was now a need for further and immediate health and medical assistance which would
certainly require an increase in funds. Unfortunately, despite the new emergency situation,
there had been no increase in the WHO allocation. He was therefore in the regrettable
position of having to request the Health Assembly to authorize the Director -General to
allocate further resources to Lebanon over and above those now available under the regular
budget. Extrabudgetary and special funds or any savings in other parts of WHO's programmes
might perhaps be used for that purpose.

He thanked all those countries which had provided assistance to Lebanon and to UNRWA, as
well as to the sponsors of the draft resolution, which he hoped the Committee would approve
unanimously.

The meeting rose at 12h35.



TENTH MEETING

Friday, 19 May 1978, at 14h30

Chairman: Mr M. K. ANWAR (Bangladesh)
Later: Dr J. -M. KYELEM (Upper Volta)

1. COORDINATION WITHIN THE UNITED NATIONS SYSTEM (continued) Agenda, 3.13

Health and medical assistance to Lebanon (continued) Agenda, 3.13.5

Mr ALVÁREZ DE TOLEDO (Spain) associated his delegation with those co- sponsoring the draft
resolution introduced by Senegal at the previous meeting. The historic and other ties
binding Spain to Lebanon made it impossible for his country to remain passive in the face of
the suffering wrought by the war. The draft resolution was to be interpreted as a humani-
tarian one in accordance with Article 2(d) of the Constitution of WHO, and not as a political
one.

Dr MORKAS (Iraq) said that medical and health assistance to Lebanon should be increased,
particularly in view of the crisis caused by the barbarous Israeli aggression that had
displaced hundreds of women, old men and children who were suffering from famine, thirst,
disease and mutilation by fragmentation bombs. The conscience of humanity demanded action
in keeping with the ideals of WHO. He firmly supported all the clauses of the draft resolu-
tion and thanked all those who had given assistance to Lebanon.

Dr MUKHTAR(Sudan) said that the situation in Lebanon had deteriorated since the Israeli
aggression. WHO had to help to resolve not only all the difficulties of the Lebanese who had
been forced to leave their homes but also the problems caused by the destruction of sanitary
installatioífs in the country; consequently, the volume of assistance to Lebanon should be
increased.

Dr TAI Chun -ming (China) supported the draft resolution. Egged on and aided by the
two superpowers, Israel, defying the will of the people of the world, had blatantly launched
a large -scale war of aggression against Lebanon and refused to withdraw all its armed forces
forthwith from Lebanese territory. While rendering health assistance to Lebanon,. the World
Health Organization should condemn the Israeli armed aggression. He reiterated the resolute
opposition of the Chinese Government and people to Israeli policies of aggression and
expansion as well as the rivalry for supremacy between the two superpowers, and he expressed
firm support of the peoples of Palestine and the Arab countries in their just struggle for
the restoration of their lost territories and their national rights.

Mr SIDERIS (Greece), speaking as one of the sponsors of the draft resolution, said that
the tragic situation in Lebanon was too well known to necessitate any appeal for international
solidarity on behalf of a country for which all felt warm friendship and sympathy. He hoped
that WHO would continue to assist the Government of Lebanon to overcome its urgent health
problems and urged that the draft resolution be approved without a vote. His delegation, like
that of Spain, viewed the matter purely as a humanitarian one, without political connotations
so far as WHO was concerned.

Mr SOKOLOV (Union of Soviet Socialist Republics) said that his delegation, as in previous
years, supported WHO's efforts to aid Lebanon, particularly after the recent events; he would
therefore support the draft resolution.

-614-
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Mr CABO (Mozambique) fully supported the draft resolution, since the people of Lebanon

faced a serious problem: that of aggression by Israel.

Miss PÁROVÁ (Czechoslovakia) expressed her Government's full support of the draft

resolution.

Mr ANDREW (United States of America) observed that the Committee was moving towards a

consensus. If, however, the draft resolution should be put to the vote, he would have to
abstain, because although his Government shared in the satisfaction and thanks expressed in
the first two operative paragraphs and recognized the need for assistance and supported the
provision of it, his country could not accept the wording of other parts of the draft which
seemed to impute to one party in the recent conflict the intent to conquer territory. It

would be unfortunate should WHO pass such a judgement.

Mr SASAKI (Japan) was not opposed to the substance of the resolution, but observed that
it had been presented only that morning. If a vote was to be taken, he would request its
postponement until he could get instructions from his Government.

Dr SHAMSUL HASAN (Pakistan) viewed with great concern the tragic events in Lebanon. In

the name of humanity he called for massive assistance to alleviate the sufferings of the Lebanese
people. WHO should tap all resources of voluntary and other organizations for the provision
of medical and sanitary assistance.

Dr FERNANDES (Angola) said that his delegation condemned all the aggressions which had
been committed. by Israel. Expressing his complete support for the draft resolution, he
asked for its adoption by consensus.

Dr DIAS (Guinea -Bissau) also warmly supported the draft resolution. WHO should give the
Lebanese Government all the health and medical assistance necessary to overcome the difficul-
ties imposed by the Zionist invasion.

The CHAIRMAN asked if the Committee was prepared to approve the draft resolution.

Dr ABDULHADI (Libyan Arab Jamahiriya) requested that the draft resolution be put to the
vote, since he understood that some delegations wished to express their reservations or
abstention.

i
Mr ALVAREZ DE TOLEDO (Spain) suggested that, since all delegations had shown an under-

standing attitude towards the terms of the draft resolution and none had spoken against it,
it would be preferable to approve it without a vote. No delegation had sought to have it
put to the vote in order to make its abstention manifest; one had merely indicated that it
would have to abstain if the matter should come to a vote.

Should the motion for a vote be maintained, he would ask, in accordance with the Rules
of Procedure, for a vote on that motion.

After further discussion, in which Dr SIDATT (Mauritania), Dr AVILÉS (Nicaragua),
Dr ABDULHADI (Libyan Arab Jamahiriya), Mr ALVAREZ DE TOLEDO (Spain) and the CHAIRMAN took
part, Dr ABDULHADI (Libyan Arab Jamahiriya) said that, if it was the general understanding
of the Committee that reservations to the draft resolution would be expressed only if it were
put to the vote, he would conclude from approval without a vote that there were, in fact, no
reservations and would not press his motion.

The CHAIRMAN then asked if the Committee was now willing to approve the draft resolution.

1Decision: The draft resolution on health and medical assistance to Lebanon was approved.

Dr KEISAR (Israel) explained that his delegation firmly supported the principle of
granting health and medical assistance to the entire population of Lebanon, as it had done at
previous Health Assemblies. However, he could not accept the third paragraph of the preamble

1 Transmitted to the Health Assembly in the Committee's third report and adopted as
resolution WHA31.26.



616 THIRTY -FIRST WORLD HEALTH ASSEMBLY, PART II

of the resolution, which was unfounded and ignored the real causes of the deterioration of the
health conditions of war -torn Lebanon. The crocodile tears which certain Arab delegations had
shed over a situation they themselves had created or helped to create seemed misplaced to
say the least. Long before any resolution on the matter had been voted by WHO, his Government,
for humanitarian reasons, had decided to help the population of southern Lebanon by opening
up what the international press had called "the right frontier" and had brought medical,
social, economic and moral aid to a people who otherwise would have been purely and simply
exterminated. It was essentially for those reasons that his delegation did not participate
in the consensus and recorded its reservations on the resolution.

United Nations Water Conference Agenda, 3.13.6

Dr DIETERICH (Director, Division of Environmental Health) introduced the item, saying that
the Director -General's report drew attention to the decisions of the Economic and Social Council
and the General Assembly as well as to the coordination and cooperation taking place with other
organizations of the United Nations system since resolution WHA30.33 had been adopted in 1977.
In carrying out its mandate to ensure the availability of safe water and sanitation as a
decisive factor for health, WHO was engaged in developing with other organizations of the United
Nations system a coordinated global approach to technical cooperation at the country level,
recognizing the central role of the UNDP Resident Representative as the focal point for external

inputs. At the global level arrangements had been made for exchanging information with all
governments, agencies and funding institutions interested in cooperation with developing
countries to attain the target of providing safe water and sanitation to all people by 1990.
The preparatory phase for the International Drinking -Water Supply and Sanitation Decade, that is,
the period up to 1980, required considerable investment of national resources. For that purpose

negotiations were under way with interested United Nations bodies and governments giving official
development assistance in order to make joint arrangements so as to facilitate technical
cooperation with countries urgently requesting it. As a result of those efforts it was
expected that in 1980 a significant number of countries would have viable programmes and identi-
fied projects that could be brought to the attention of the Economic and Social Council and
supported with investment resources. WHO was particularly concerned that those programmes
should be focused on populations whose health was most in jeopardy because of the lack of safe
water and of arrangements for the hygienic disposal of excreta. WHO was also providing
information and support to the meetings of the Regional Economic Commissions convened to discuss
the matter. The special session of the Committee on Natural Resources of the Economic and

Social Council would review further steps to be taken; it would be held in January 1979 and not

in September 1978, as indicated in the report.

Dr OLIVER (Canada) welcomed the Director -General's efforts to implement a coordinated
plan in collaboration with UNDP, the World Bank, FAO and UNICEF for achievement of the water
decade targets and to assist developing countries in assessing their current situation. Even

what by some criteria could be termed successful projects would not yield health benefits if
they were undertaken without due regard for adequate levels of sanitation and hygiene; pure

and safe water supplies had to be of primary concern both nationally and internationally.
His country continued to accord high priority in its bilateral programmes to requests from
developing countries for financial and technical support for the development and implementation
of potable water and sanitation programmes and had planned for a total of Can $ 306 million

for projects in the water sector. Through its multilateral programmes Canada would continue
to encourage those international agencies to which it had made a financial contribution -
particularly UNDP, UNICEF, the World Bank and the regional development banks - to commit

increasing proportions of their programmes to water and sanitation. He believed that
concerted multilateral action with greater emphasis on water and sanitation programmes would
ensure a sounder base for the realization of other critical health programmes.

Dr MARTIN (France) said that the size of the task to be accomplished within the limited
period of a decade made it essential that all resources, including manpower, be used to the
very best advantage. Any project for the supply of water should be linked to a corresponding
project for the disposal of the resulting wastes; sturdy unsophisticated equipment, thoroughly
tested and easy to maintain, should be used; and efficient functioning and maintenance should
be ensured by the systematic basic training and periodic refresher training of personnel, by
regular checks and the provision of permanent technical assistance to the public works
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authorities, and by setting up a flexible laboratory network using simple but uniform
procedures to allow comparisons in time and space. All these factors were of fundamental
importance in view of the cost of the installation and operation of the equipment required.

Dr NICKHAH (Iran) pointed out that the vast and complex programme for the planning,
construction and operation of rural water supply and other sanitary facilities which his
country had undertaken could be implemented and maintained successfully only if the public
was well aware of its importance and benefits, and participated actively with the Government
in its realization. A linked programme to educate the public in health matters and encourage
their participation was therefore being initiated. Of 18 million people living in rural
areas of Iran nearly 6 million benefited at present from an adequate and safe drinking -water
supply and sanitary facilities. A five -year plan had been drawn up to provide an additional
5 million of the population with water supplies and sanitary facilities; the remainder would
receive them during the period 1983 -90. The costs under the five -year plan would be shared by
the Government and the communities, whose participation would range from 10% to 35% according
to their ability to pay. He appreciated the assistance rendered by WHO in the past and looked
forward to even more active cooperation. In conclusion, he said that his delegation would be
submitting a draft resolution on the provision of safe drinking water and basic sanitation
for all people.

Dr BASSIOUNI (Egypt) said that, in accordance with General Assembly resolution 32/158,
his Government had decided to designate national water conference authorities; there were
at least nine authorities concerned. The Minister of Health had already convened a
committee comprising representatives of all the competent bodies. Whether action through
that committee, in the absence of a single overall authority, would be enough to reach the
ambitious target set for 1990 remained to be seen. At present some 80% of the Egyptian
population in the cities and villages with a population of more than 200 enjoyed wholesome
water.

Professor AKKERMANN (German Democratic Republic) said that since water shortage or
pollution limited the rate of development in many countries, it was essential to give
priority to water supply facilities. It was appropriate to use UNDP funds for that
purpose, and since many agencies would necessarily be concerned in the implementation of
the relevant decisions, their action must be coordinated. It was important, however,
that each agency should give its prime attention to the questions entrusted to it under
its constitution. In the case of WHO those were problems of health and hygiene, the
transmission of diseases and so on, and not primarily technology or investment.
Moreover WHO must ensure that action to deal with water -related problems was integrated
into other health projects.

His Government approved of the idea of an interagency water resources board which
would coordinate efforts for the provision of better water supplies, and considered that
UNEP should be a member of that body.

Dr KLISINSKA(Yugoslavia), expressing her agreement with all the measures mentioned in
the Director -General's report, recalled the emphasis laid by the Yugoslav delegation at the Mar
del Plata Conference on the essential need to link the provision of safe water with adequate
measures for wastes disposal; insufficient importance was usually attached to that, especially
in rural areas. Water supply and wastes disposal were two aspects of the problems of primary
health protection and economic and agricultural development.

Dr HAN Hong Sop (Democratic People's Republic of Korea) said that the provision of
safe drinking water and sanitary wastes disposal was essential to health, particularly in
countries suffering from extreme drought and in those with large -scale industries. His

Government had been successful in its campaign to supply safe drinking water and water for
industry and agriculture through large -scale State investment in modern water supply and
sewerage facilities and the full mobilization of local resources. All the inhabitants of

his country now had guaranteed safe water supplies, without distinction between the rural

and urban areas. Scientific and technical problems were solved by the appropriate

institutions. Health institutions ensured that local authorities strictly observed State
regulations on hygiene with respect to water supply. His Government intended to consolidate
its work in that area and to cooperate with WHO in taking the relevant measures.
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Mr NATARAJAN (India) said that his Government welcomed the International Drinking -
Water Supply and Sanitation Decade, and would do its best to make it a success.
Inadequacies in drinking -water supplies particularly affected the deprived sections of the

community, but the problem was not easy to solve, especially in countries like India, with
a huge population, and large investments in manpower and resources were needed to tackle it.

He urged the Director -General to keep appropriate technology in view when preparing for the
Committee on Natural Resources the report on community supply and sanitation mentioned in
paragraph 3.3 of his report, and asked if he might have a copy of the report when it was

prepared.

Dr Kyelem (Upper Volta) took the Chair.

Professor WOLMAN (United States of America) said that it was gratifying that WHO was
coordinating activities with other United Nations agencies with respect to the follow -up to
the Mar del Plata Conference, for implementation of the water programme was singularly
dependent on international collaboration. He suggested that donors, such as national
governments, be included in frequent deliberations on plans and programmes.

His delegation believed that safe drinking water and water for washing were extremely
important in reducing the massive diarrhoeal toll among children under five and the toll
from other diseases, such as trachoma, in the control of which personal cleanliness was of
such importance. The provision of water, coupled with adequate nutritional support and
immunization, would do much to reduce mortality and debility among children and adults all
over the world.

The attainment of the immense goals that had been set was contingent upon the will and
understanding of peoples and governments. Money was essential, but not the dominant factor.
It would be available if and when carefully prepared programmes and projects, wholeheartedly
supported by governments, were presented for action.

The report clearly set forth the ingredients essential to such developments. United
States cooperation in those endeavours might well include consultative assistance in
developing plans and programmes so that valid assessments of major items of expenditure for
the actual construction of water facilities could be put to governments and donor groups;
training assistance for the greatly increased manpower essential for successfully maintaining
and operating systems, particularly in rural areas; and technical assistance in developing
appropriate technology which must be simple, inexpensive and locally acceptable. WHO should
make available in the near future estimates of annual financial requirements for review by

donor groups.
Water supply alone could not provide complete hygienic protection. Providing

facilities for excreta removal for rural and urban fringe populations, where they were
almost nonexistent, was difficult and required the participation of skilled educators to
motivate people to make maximum use of the facilities. That was no easy task: it implied

important adjustments in long -term cultural habits. There again, the United States should

be able to help in lending technical assistance. WHO should shortly provide some detailed
estimates of the funds and manpower required to launch the programme. Preparatory
logistics for the programme were complex, and might well depend upon and be incorporated
into primary health care institutions. They need not, however, be deferred until those
desirable health facilities had been more widely installed.

His delegation wished to co- sponsor the draft resolution on the subject to be submitted

by the delegation of Iran.

Dr FETISOV (Union of Soviet Socialist Republics) said that his delegation supported the

water and wastes disposal programme and considered that the decisions of the Mar del Plata
Conference would be an important stimulus to international efforts to provide safe water
supplies for all by 1990. As far as WHO's role was concerned, his delegation believed
that questions of hygiene and sanitation should be given the important place they deserved.

Mr HALLAB (Lebanon) said that before the recent tragic events in its country the
Lebanese Government had been working out a plan for ensuring the quality of drinking water.
His delegation supported the principle of coordination among the various international
agencies, and in implementation of General Assembly resolution 32/158, had decided to set up

a special water committee. Previously over 90% of the Lebanese population had had access
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to drinking water, but much of the country's water supply system in both urban and rural
areas had been destroyed in the recent events. The Lebanese Government now had to restore
that system and was requesting cooperation from the various international agencies in that

regard. Meanwhile a programme of water sterilization was being introduced with the help
of WHO and UNICEF.

Dr BAHRAWI (Indonesia) said that unfortunately the majority of the Indonesian
population, particularly in rural areas, still lacked a safe and adequate water supply.
A modest rural community water supply programme had been implemented during the first
five -year national plan (1969 -74), with assistance from WHO and UNICEF. In the second
five -year plan (1974 -79), the budget for the water supply and sanitation programme had been

increased from 150 million rupiahs to 1550 million rupiahs, and a minimum of 10% coverage of
the rural population laid down. The rural population coverage during the first five -year
plan had been approximately 0.7 %.

The Department of Health had now embarked upon a three -stage national survey in rural
areas throughout the country, the first stage of which had covered 19 000 rural communities,
representing about 30% of the total rural population. It had revealed that only 6.1% of
the rural population had access to safe drinking water; that in 79% of the villages, the
people were willing to assist with funds for the construction of water supply systems; and
that 20.7% of the population surveyed had access to household latrines. The survey had
provided a sound basis for preparing an expanded programme and the provision of facilities
for the safe disposal of excreta in rural areas was being emphasized in the second five -year
plan, with a target of 1 million household latrines, supplying about 5 million inhabitants.
General sanitation facilities had also been introduced in public places, primarily in urban
areas.

The government decision to decentralize the provision of rural water supply had promoted
a feeling of responsibility at all levels, and collaboration had generally been good.
However, it was hard to ensure adequate staff for supervising project constructions, and so
in 1976 and 1977 a special three -month crash course had produced about 950 new sanitarians
to implement the programme.

The Government was well aware of the problems involved. The major constraints were
lack of trained manpower, insufficient local financial resources, and an inadequate
administrative framework. However field studies and analyses of the environmental health
situation had been made by the national authorities in conjunction with international and
bilateral agencies, and a number of projects had been developed for phased implementation.
Indonesia was grateful for the assistance received from UNDP, UNICEF, the Asian Development
Bank and WHO, the Netherlands, the Federal Republic of Germany, Switzerland and the United
States of America.

His delegation would be happy to co- sponsor the proposed draft resolution.

Dr KESSENG MABEN (United Republic of Cameroon) said that in the developing countries the
water problem arose in terms of setting up water supply points and protecting them against
human, vegetable and animal contamination. Large towns had proper water supplies, but only

some 20% of the population lived there. The quality of city water supplies was controlled by
operating companies, which also supplied it. In that connexion he endorsed the point made
by the French delegate concerning the importance of training and retraining for health service
personnel in charge of the maintenance and control of water supply systems. The success of the
programme would depend not only on international cooperation but on participation by the people
and on health education.

Dr DIETERICH (Director, Division of Environmental Health), replying to comments and
questions, recalled that reference had been made to incorporating water supply and sanitation
measures into primary health care; he agreed that primary health care could not succeed as a
means of effectively increasing the health care coverage of populations if such measures were
not an integral part of it. He assured the delegate of India that the Director -General's
report to the Committee on Natural Resources would be made available to all government
authorities concerned with health aspects of water supply and sanitation, and first and
foremost to ministries of health. In its consultations with other intergovernmental bodies
WHO was trying to focus attention - particularly that of the Regional Economic Commissions
of the United Nations - on the importance of the health aspects of water supply and sanitation.
With reference to a remark by the United States delegate, he confirmed that due attention
was being given to the application of appropriate technology and referred to paragraph 16 of
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the Director -General's report on WHO's human health and environment programme, which the
Committee would be considering later in the meeting. The problem was not so much one of new

engineering or technological developments as of making information that was available in one
part of the world known in another and of applying it there. He also confirmed that training

in related disciplines and at all levels was supported not only by WHO but by other cooperating

agencies.
With respect to coordination matters, which the Committee was at present reviewing, he

remarked that not all ministries of health were yet completely fulfilling their very
important coordination functions in their countries, although the increased interest among
Member States in the International Drinking -Water Supply and Sanitation Decade was evident:
already 20 more than the 55 countries mentioned in paragraph 14 of the report of the Director -General

on WHO's human health and environment programme had indicated that they would be participating.
Ministries of health should in particular assume responsibility for promoting measures to ensurE
the quality as well as the quantity of water supplies: the hygienic aspects could not be too
heavily stressed. Ministries of health could also play a stimulating role to ensure that
other programmes for rural development provided resources, and could help to increase the
coverage of water supply and sanitation and to include specific programmes to that end in their
countries' five -year plans. Particularly in rural areas water supply and sanitation measures
must be seen in terms of social and economic development, rather than as a "bankable"
proposition. The same approach to coordination applied at the global level, and WHO, as was
indicated in the Director -General's report on the United Nations Water Conference, would try
to ensure that emphasis would be placed during the Decade on the areas most in need - the
rural and urban fringe areas.

The Director -General was presenting that view in the Economic and Social Council and was
endeavouring to stimulate a more concerted effort at the international level, bringing
together the agencies responsible for financial and development aspects and the health
agencies in order to make the most of the Decade in the interest of health.

As one delegate had pointed out, the financial factor was important, although it was
not the only constraint. The potential of bilateral aid for the achievement of national
targets was greater than that of any single international agency including WHO, but WHO
would have an important part to play in mobilizing the resources and in directing them to
meet priority needs. That was the reason why WHO was planning to bring together national
and international agencies for a periodical review of developments in the implementation of
the Mar del Plata targets, for the exchange of information and experience, and for the
development and application of joint approaches, as well as to indicate to other interested
agencies the opportunities for their involvement. The international donor community and
the bilateral agencies were asked to hold themselves ready to consider the programmes and
projects that would be submitted by developing countries and to increase their direct lending;
bilateral agencies were also invited to join in the preparations for the Decade and to
associate with WHO in technical cooperation efforts focusing on the priority requirement of
national programming and planning.

The CHAIRMAN said that a draft resolution on that item would be submitted to a later
meeting (see summary record of the fourteenth meeting, section 2).

2. WHO'S HUMAN HEALTH AND ENVIRONMENT PROGRAMME Agenda, 2.6.16

Dr DIETERICH (Director, Division of Environmental Health), introducing the item, stressed
that the relevant report of the Director -General was a progress report reviewing only those
developments of particular interest which had occurred since the previous Health Assembly:
the United Nations Water Conference and preparations for the International Drinking Water
Supply and Sanitation Decade, which had been dealt with under the previous item, and the steps
taken to implement resolution WHA30.47 on the evaluation of the effects of chemicals on health.

Paragraphs 23 to 27 of the progress report described those steps. The Director -General
had consulted a number of Member States and international organizations as to the tasks and
options involved, and at the time the report was issued those consultations had favoured
the establishment of a network of national institutions strengthened by international staff
and adequate resources, coordinated by a central WHO unit. Since then, an advisory group
that had met in Geneva from 1 to 5 May 1978 had suggested the establishment of an international
programme on the safety of chemicals based on and incorporating current WHO activities, and

concerned primarily with evaluation of the health risks of exposure to chemicals. Other

priority tasks would include the promotion of appropriate methods for laboratory testing;
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epidemiological studies and assessment of risks and hazards; effective international
cooperation in emergencies and in the case of accidents involving chemicals; technical
cooperation with and among Member States; and training. The advisory group had also favoured
the establishment of a network of national institutions coordinated by a central WHO unit,
which would have an advisory board and a technical committee consisting of the directors of
centres collaborating in the network.

Paragraphs 32 to 34 of the report provided information on measures taken for programme
planning and strategies. The medium -term programme for the promotion of environmental
health was expected to be completed in the summer of 1978; while it would concentrate on the
Water Decade and chemicals in the environment, it would also deal with the prevention of the
adverse effects of other environmental hazards in air, water and food. The Director -General
would appreciate further guidance regarding the medium -term programme and, in particular,
on the implementation of resolution WHA30.47.

Professor HALTER (Belgium) expressed his delegation's satisfaction with WHO's human
health and environment programme which was progressing very well in relation to the resources
available for it.

Noting that a draft resolution on the evaluation of the effects of chemicals on health,
co- sponsored by a number of delegations, would be put before the Committee, he said that his
delegation would support it, but would have wished to see included a reference to a problem
which was seriously neglected at a time when the monitoring of chemical substances in the
environment was developing - namely, that of airborne organisms. Those organisms were
responsible for many and sometimes disastrous health problems: to give but a few examples, they
affected organ transplants, prevented the healing of wounds and the formation of scar tissue,
and caused abscesses, aspergillosis and innumerable allergic reactions ranging from hay fever
and asthma to diarrhoeal reactions. They constituted a worldwide problem, and he accordingly
proposed to submit a separate draft resolution at a later stage requesting the inclusion of
biological factors among the environmental items whose effects on health should be evaluated
by WHO.

He also drew attention to the need for environmental monitoring of the effects of ionizing
radiation on health. In that connexion, he wished to record his delegation's apprehension
about the confusion caused by the introduction of units of the Système international d'Unités
(SI units) for radiation, and he expressed the hope that the use of those units in environ-
mental monitoring would not mean the abolition of the practical and familiar conventions to
which the medical profession was accustomed.

Professor PIRNAR (Turkey) said that the efforts to organize an effective international
system to deal with chemical pollutants and to ensure safe water supplies were in their early
stages, but that rapid progress must be made if they were to succeed before irreversible
damage had been done to human health and the environment. His delegation supported the plans
for a medium -term programme within the context of the Sixth General Programme of Work, and was
glad to hear that it should be completed by the summer of 1978.

The Director -General's report rightly stressed the special problems of rural areas and
urban fringe areas, which were greatest in developing countries; those countries generally
had limited resources to deal with them. And yet national planning officers in those
countries not infrequently spoke of conflicting priorities, wishing understandably to pool all
available resources for rapid development in food and housing, with too little concern for
the consequent effects on the environment. To be effective, water supply and sanitation
programmes therefore had to be prepared as part of general development plans. The same
applied to programmes to control chemical pollution; the developing countries could not be
expected to mobilize a great proportion of their resources for research on or the elimination
of potentially harmful chemicals. International collaboration was therefore very important,
to ensure that, as cheap and effective measures to control industrial and agricultural
pollution were developed, they could be integrated into the overall development plans of
individual countries. His delegation supported the proposal for the establishment of a
network of national institutions with specific tasks centrally coordinated by WHO.

i
Dr ALVAREZ GUTIÉRREZ (Mexico) said that his country was very much concerned about the pro-

liferation of environmental contaminants in air, water, soil and food, and particularly chemical

substances, many of which were unknown. Those undesirable by- products of production processes
affected the developed and developing countries alike. Although Mexico, for example, had not
yet ensured basic sanitation, it already had to face the serious dangers of prolonged exposure
to the environmental hazards and chronic effects of chemical substances in the environment.
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Mexico was also concerned about the need for effective coordination to assess the
environmental hazards connected with exposure to those substances, and supported the proposed
medium -term programme including the evaluation of health risks, training, and provision for

emergency assistance. Implementation of the programme was now a matter of urgency.
Institutional capacity and resources should be substantially increased; the greatest possible
number of national and other agencies should participate; and a central WHO unit should be

established to ensure effective coordination.
Finally, his delegation urged other developing countries to consider seriously the

possible implications of chemical hazards for public health, and to support the proposed

programme.

Dr OLIVER (Canada) said that worldwide concern about the impact on health of the growing
use of chemicals in all sectors of society was fully justified. The threat was greatest for
future generations, and the substances in question were commonly biologically active as well
as chemically stable; the onset of their effects could be insidious and the pathological
consequences irreversible. They respected no geographical boundaries: to pollute the air
or water in one environment was to endanger another in time.

Taking health to be an indivisible asset, as the Director -General had described it, all
countries must face the threat together and take common action. Accordingly, he wished to
propose the following draft resolution on behalf of his delegation and those of Benin, Egypt,
Federal Republic of Germany, Italy, Kenya, Mexico, Netherlands, Romania, United Kingdom,
Poland, USSR, United States of America, and Yugoslavia, welcoming the added support of Belgium
and Turkey:

The Thirty -first World Health Assembly,

Having considered the report of the Director -General relating to the activities of
WHO in human health and the environment;

Recalling resolution WHA30.47 on the need to accelerate and make more effective the
evaluation of health risks from exposure to chemicals;

Realizing that the world's population is exposed to a growing number of chemicals in
food and in the environment;

Considering that only a relatively small body of information exists on the toxicity,
carcinogenicity, teratogenicity and mutagenicity of these chemicals;

Recognizing the importance of objective information on the different risks to human
health of chemical substances already spread or spreading in food and in the environment;

Noting the important activities of other international organizations for the
international coordination and harmonization of national efforts to control toxic and
hazardous chemicals;

Considering the urgent need for improved control of toxic and hazardous chemicals and
the key role of WHO in all aspects concerning the effects of toxic chemicals on human
health;

Considering the need for practical implementation and technical cooperation to solve
specific problems in Member States;

1. NOTES with appreciation the report of the Director -General;

2. REQUESTS the Director -General:
(1) to give renewed emphasis to these efforts;
(2) to further promote international cooperation in evaluation of the health
effects of toxic and hazardous chemicals;

(3) to strengthen the implementation of the programme through a central WHO unit
for planning and coordinating and a network of national institutions that would be
assigned specific tasks;
(4) to mobilize the necessary resources to enable the programme to achieve its
objectives;

(5) to report to the sixty -third session of the Executive Board and the Thirty-
second World Health Assembly on the arrangements made for further implementing
resolution WHA30.47;

3. URGES Member States to provide voluntary contributions in favour of this programme.

The resolution aimed at the establishment of a plan for the best international use of
national expertise, coordinated by WHO, for the evaluation of the risks of exposure to
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chemicals, for the provision of early information to countries, and for rapid and effective
response in emergencies. Member States were urged to provide voluntary contributions for
the programme.

(For continuation, see summary record of the eleventh meeting, section 3.)

The meeting rose at 17h30.



ELEVENTH MEETING

Saturday, 20 May 1978, at 9h30

Chairman: Mr M. K. ANWAR (Bangladesh)

1. ORGANIZATIONAL STUDIES BY THE EXECUTIVE BOARD (continued) Agenda, 3.9

Organizational study on WHO's role at the country level, particularly the role Agenda, 3.9.1
of the WHO representatives (continued from the sixth meeting, section 1)

The CHAIRMAN recalled that a draft resolution relating to the item under consideration,
sponsored by Chad and other delegations, had been discussed at the sixth meeting, when a number
of amendments had been proposed and comments made. Those were now included in a revised
draft resolution, sponsored by Central African Empire, Chad, France, India, Ivory Coast,
Mozambique, Niger, Pakistan, and the United Republic of Cameroon. It read as follows:

The Thirty -first World Health Assembly,

Having considered the Executive Board's organizational study on WHO's role at the
country level, particularly the role of the WHO representatives;

Recalling resolutions EB57.R31, EB59.R33, EB61.R34, WHA29.33 and WHA30.16;
Emphasizing the indivisibility of world health and the constitutional role of WHO

as its unifying agent;

Stressing the need for integrated action throughout the Organization in order to
reach the main social target of governments and WHO that was decided upon in resolution
WHA30.43, namely the attainment by all the citizens of the world by the year 2000 of a
level of health that will permit them to lead a socially and economically productive life;

1. CONGRATULATES the Executive Board for its study on WHO's role at the country level,
particularly the role of the WHO representatives;

2. NOTES with appreciation its findings, conclusions and recommendations especially with
regard to WHO's role in fostering national self -reliance in health matters, in particular
through technical cooperation with countries in the planning, programming, implementation
and evaluation of their health programmes;

3. URGES Member States:
(1) to increase their participation in the work of WHO;
(2) to increase still further their already close partnership with WHO in the
formulation and implementation of the Organization's policies;
(3) to take care that their requests for technical cooperation with the
Organization conform to the policies adopted by them in the World Health Assembly;

4. DECIDES that the title of WHO representative should be changed to that of WHO
programme coordinator;

5. ENDORSES the need to utilize better all the resources which WHO can mobilize, and in
this context to experiment further with the employment of national personnel as WHO
programme coordinators and project managers and with national coordinating committees;

6. REQUESTS the Director -General:
(1) to apply the conclusions and recommendations of the study in the future
activities of WHO;
(2) to reinforce the managerial and technical competence of WHO programme
coordinators, and to modify accordingly the status and functions of the WHO
programme coordinators;

(3) to re- examine the Organization's structures in the light of its functions, as
recommended in the study, with a view to ensuring that activities at all operational

-624--
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levels promote integrated action, and to report thereon to the sixty -fifth session
of the Executive Board;

7. REQUESTS the Executive Board to review the Director -General's report on his study of
the Organization's structures in the light of its functions and to report thereon to the
Thirty -third World Health Assembly.

Decision: The draft resolution was approved.1

2. UNITED NATIONS JOINT STAFF PENSION FUND Agenda, 3.14

Annual report of the United Nations Joint Staff Pension Board for 1976 Agenda, 3.14.1

Mr FURTH (Assistant Director- General), introducing the Annual Report of the United Nations
Joint Staff Pension Board for 1976, said that it was presented to the World Health Assembly in
conformity with the Regulations of the Pension Fund. The Report briefly highlighted the
financial situation of the Fund and summarized the action taken by the Pension Board at its
last session. Full details could be found in United Nations General Assembly document A/32/9,
copies of which were available in the conference room for consultation. The only action
required by the World Health Assembly was to note the report.

Decision: The Committee decided to recommend to the Thirty -first World Health Assembly
that it note the status of the operation of the Joint Staff Pension Fund, as indicated by
its annual report for the year 1976 and as reported by the Director -General.

Appointment of representatives to the WHO Staff Pension Committee Agenda, 3.14.2

The CHAIRMAN said that the item covered the customary designation of a member and
an alternate member of the WHO Staff Pension Committee to replace for a three -year term
of office the member and alternate member whose terms were now expiring, in accordance
with a rotation schedule which enabled the various regions to be represented. It would
be recalled that, apart from the decision taken to designate one Health Assembly representative
by name, Dr A. Sauter, and to appoint him for an additional term of three years in order to
ensure greater continuity in the representation of the Health Assembly on the WHO Staff
Pension Committee and the United Nations Joint Staff Pension Board, it had been the practice
of the Health Assembly to appoint as its representatives persons serving on the Executive
Board by designating the names of Member States entitled to appoint a person to serve on
the Board. The Thirty -first World Health Assembly was now invited to appoint one member
and one alternate member for a period of three years, and it was suggested that the usual
practice be followed. He asked for nominations for the designation of a member and an
alternate member from the Member States recently elected to nominate persons to serve on
the Executive Board, to replace the members of the Board designated by the governments of
Mauritania and Australia respectively.

Dr SIDATT (Mauritania) nominated the member of the Executive Board designated by the
Government of Burundi as a member of the WHO Staff Pension Committee.

Dr CUMMING (Australia) nominated the member of the Executive Board designated by the
Government of China as an alternate member of the WHO Staff Pension Committee.

Decision: The Committee decided to recommend to the Thirty -first World Health Assembly
that the member of the Executive Board designated by the Government of Burundi be
appointed as member of the WHO Staff Pension Committee, and that the member of the
Board designated by the Government of China be appointed 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 third report and adopted as
resolution WHA31.27.
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3. WHO'S HUMAN HEALTH AND ENVIRONMENT PROGRAMME (continued from the tenth Agenda, 2.6.16
meeting, section 2)

The CHAIRMAN recalled that the Belgian delegation had announced at the tenth meeting
its intention to submit a draft resolution on the effects on health of biological factors
in the environment. That draft, now proposed jointly by Algeria and Belgium, read as
follows:

The Thirty -first World Health Assembly,

Recalling resolution WHA29.45 on the WHO health and environment programme;
Noting resolution WHA30.47 on the need for accelerating and making more

effective the evaluation of health risks from exposure to chemicals;
Considering that biological factors such as, in particular, the spores of

mushrooms and other fungi, pollens and dusts of vegetable or animal origin
constitute factors of aggression on the health of all the populations of the
world, but that these factors are still too frequently little known, or else
not known;

Recognizing the importance of the efforts embarked upon by the World Health
Organization in the field of environmental factors and their effects on health;

1. REQUESTS the Director -General to add to the list of factors already envisaged,
evaluation of the effects of biological factors on health;

2. REQUESTS the Director -General to report in due course to the Executive Board
and to the World Health Assembly.

Mr GOERKE (Federal Republic of Germany) noted with appreciation that six valuable
criteria documents on the evaluation of the health hazards caused by pollution were now
available or in press and a further nine would be published very shortly. It could
fairly be said that WHO had done whatever could have been done, having regard for the
available manpower, and it had been done most efficiently. He urged the Organization
to continue that work, in which his Government offered its full cooperation. He

considered that Part IV of the Director -General's excellent report, concerning chemicals,
needed to be expanded to include the findings of the meeting of the advisory group held from
1 to 5 May 1978 so that they could be transmitted to a broader audience. Such additional
information would also be of value in the discussion of the draft resolution introduced

by Canada at the tenth meeting. There was an urgent need to ensure chemical safety, yet,
in a world in which the production and use of chemicals was increasing yearly, the response
was still slow. WHO had special capabilities and responsibilities in that area, and the
purpose of the draft resolution, of which his delegation was one of the sponsors, was to
promote the prompt establishment of an appropriate programme in accordance with resolution

WHA30.47 and its earliest possible implementation. Work was proceeding on the right lines,
and the Director -General should be encouraged to start negotiations with the Governments
of Member States with a view to making the arrangements necessary for the implementation

of the programme.
With reference to the draft resolution on biological factors, he agreed that they were

important, but thought that their inclusion in the programme could come as a second priority.

Dr SPAANDER (Netherlands) noted with satisfaction that Part IV of the Director -General's
report outlined a number of measures which had already been taken in order to implement reso-
lution WHA30.47 on the evaluation of the effects of chemicals on health. Although events
in that field moved so fast that it was not easy to keep abreast of them, they always had one
element in common - their possible harmful effect on human health.

It was gratifying that other international bodies recognized the key role of WHO in all
matters concerning the effect of toxic chemicals on man. He noted that the Organization had
held consultations on the subject with ILO, FAO, UNEP, the Commission of the European Commu-
nities, the Council for Mutual Economic Assistance (CMEA) and the Organization for Economic
Cooperation and Development (OECD), and had also participated in the meeting on the control of
toxic substances held at Stockholm in April 1978. There was, however, a danger that WHO, being
generally accepted as the appropriate body to generate and distribute all the relevant informa-
tion on the short- and long -term hazards of harmful chemical substances in food and in the
environment, might fall short of the great expectations placed in it. The valuable suggestions
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contained in the report of the advisory group of experts held in Geneva in May might be taken
into account.

His delegation was aware of the enormousness of the task ahead. Only by a well directed
international effort in which all available resources were mobilized would it be possible to
compile a sufficient corpus of information on the most important issues. The idea of devel-
oping an international programme on chemical safety to be based on a network of participating
institutions with a central unit in WHO and the assistance of an advisory board and a technical
committee seemed reasonable. The health hazards of chemicals in food and in the environment
created a worldwide problem of great significance to all Member States, and the availability
of objective information on the different health hazards of a wide range of substances was of
paramount importance to all governments. His delegation therefore hoped that, by a joint
international effort, WHO would be able to prepare such a corpus of information and place it
at the disposal of Member States at an early date.

Dr KILGOUR (United Kingdom of Great Britain and Northern Ireland) expressed his apprecia-
tion of the very important contribution made by the Belgian delegation and welcomed the
additional draft resolution before the Committee: it represented very substantial progress
in regard to the rapidly growing human hazard area under consideration, in which the counter-
measures lagged far behind the threats posed. His delegation was particularly pleased to
note the approach adopted at the meeting of the advisory group held just before the Health
Assembly; the findings should be made more widely available. He expressed support for the
idea of establishing a network of national centres related to a central coordinating unit in
WHO, which would help to improve the evaluation of chemical risks and facilitate the exchange
of information, thereby avoiding duplication of work in a field where the shortage of experts
constituted a particular threat to progress.

His country intended to participate as fully as was appropriate in providing technical
expertise and offered the collaboration of any United Kingdom centre or institution which
might be of use to the programme. His delegation was pleased to be a sponsor of the draft
resolution introduced by the Canadian delegate and hoped that other countries in a position to
do so would also make a positive contribution to what was proposed.

Professor AKKERMANN (German Democratic Republic) said that in his country the organs of
the State Hygiene Inspectorate dealt with the health aspects of environmental protection and
were influential in the drafting of the relevant water, soil, air, noise and town planning
measures. Environmental health was included as a subject in the curricula of university
medical schools and of schools for medium -grade medical personnel.

WHO was preparing a programme for environmental health criteria which included the exchange
of scientific information on the effects of environmental factors on human health; epidemio-
logical and toxicological research; the spread and transformation of pollutants and their
complex effects on the environment; and the establishment of permissible values. All those
items were also contained in a programme on cooperation among the CMEA countries, whose national
activities also included air pollution control, a unified water pollution control system in

the process of being established, and standardization in the field of communal health, all of
which could form part of the scientific research effort within the WHO programme. In parti-
cular, his country was in a position to contribute to WHO activities concerned with the

organization of air pollution control through stationary permanent measuring points for
assessing the airborne pollution load in a given area and with the organization of emission
control for the detection and limitation of airborne pollutants emitted by stationary sources.

In the German Democratic Republic standardization was carried out by the State and was

legally binding. That had proved to be of value in the field of environmental health. The

standards relating to central drinking -water supplies in rural communities might be of especial

interest to developing countries. All waters in the country were continuously tested by

institutions subordinate to the Ministry of the Environment and Water Resources.

Dr UCHIYAMA (Japan) said that his country had experienced some very tragic instances of
the human health hazards caused by chemicals, such as arsenic in powdered milk, organic mercury
in industrial waste, and the leakage of polychlorinated biphenyls into edible oil. It had

a high opinion of WHO's work in that field, as evidenced by the environmental health criteria

documents and the evaluations of pesticides and food additives. However, in view of the
continuous increase in the threat posed to human health by environmental chemicals, it con-
sidered that more efficient strategies were needed to accelerate the evaluation of the risks

involved.
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Japan had adopted legislation reflecting a more comprehensive approach to the problem.
For example, the Chemical Substances Control Law required that sufficient information should
be given on all chemicals, both old and new, and empowered the authorities to make special
regulations for chemicals representing a high degree of risk to human health. Regulations for
the control of chemicals were indispensable for all countries, but in view of the lack of
adequate information in individual countries, international cooperation and evaluation were
needed and WHO was the only international organization capable of serving that purpose. A
large collection of reports and other documents on the subject was available in his country,
but they were written in Japanese; if the translation problem could be overcome, his country's
contribution to the Organization in the information field could be considerably increased.

His delegation supported the option mentioned in paragraph 26(4) of the report, but would

urge the Secretariat to see that effective coordination with other projects was ensured.
Toxicological and epidemiological research should be supported by monitoring data indicating
the real amounts of chemicals in the environment and an assessment of the degree of human
exposure. In establishing the priorities for selecting chemicals for toxicological evaluation,
the level of the chemical content in food or human tissue could be utilized very effectively.
Biological and food monitoring should therefore be associated with the programme.

His delegation fully supported the WHO's human health and environment programme and the
draft resolution introduced by Canada at the previous meeting.

Professor PACCAGNELLA (Italy) said that, although Italy had been, until fairly recent times, a
predominantly rural country, it was now much industrialized and was experiencing environmental
problems, especially those connected with chemical pollution. WHO's environmental health
criteria documents, technical cooperation and manpower training projects were greatly appre-
ciated, as had been the assistance rendered to Italy by the Organization in more than one

emergency.
In view of the growing number of problems involved, his delegation would like to see the

whole programme accelerated, especially that part of it which was concerned with the evaluation

of health risks arising from exposure to chemicals. It welcomed the suggestions for further
development put forward in the report and at the May meeting of the advisory group. It also

supported the action taken to implement resolution WHA30.47 and was therefore one of the
sponsors of the draft resolution introduced by Canada.

Mr NICKHAH (Iran) provided the Committee with details of the training of environmental

health personnel in his country, which was provided in special schools after high -school gradua-
tion for sanitarian aides, in other schools for the more advanced level of sanitary engineering
assistants, and at university level for the degree of Master of Sanitary Engineering. Selected

persons could progress from schools of one level to those of another after demonstrating their
worth for one to three years in field work. The aim was to produce one sanitarian aide and
one sanitary engineering assistant for every 10 000 people and one sanitary engineer with a

Master's degree for every 100 000 people. The Ministry of Health and Social Welfare, which was

responsible for the construction of water supply and sanitation facilities in rural areas, had

recently signed an agreement with a university faculty of cartography for the training of

100 surveyors; the first course had just ended and the second begun.

Dr BASSIOUNI (Egypt) said that WHO's activities in environmental health had so far been
concerned with isolated aspects of the problem and that a systematic and comprehensive approach

was overdue.
Egypt was contributing to the current effort. A centre for food additives and pollutants

had been established; waters were monitored as part of a global quality survey; pesticides

were assessed before they were used; a comparative review of the physical and chemical
properties of the waters of the Nile had been carried out in order to assess the effects of the

Aswan High Dam. However, there was still a need for an integrated programme which would also

cover occupational hazards and toxicological surveys. An environmental and occupational

health centre was, in fact, being established in Cairo for the purpose of monitoring air and

water, the quality of the general environment, food safety and occupational exposure to health

hazards, and for toxicology. Assistance had been received from USAID in the form of equipment,

and a tripartite agreement between the Egyptian Government, WHO and UNEP was being negotiated.

Specific areas for the award of fellowships had been identified, and staff was being recruited.

The centre, which was scheduled to start functioning in 1979, would form part of the general

health system and would also participate in the comprehensive environmental protection arrange-

ments which were being prepared.
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Dr CLAVERO GONZÁLEZ (Spain) commented on two fundamental aspects of the programme: the integra-
tion of environmental health programmes into general development programmes and the establishment
of priorities in regard to specific risks affecting given population groups. He said that
his Government's policy was based on ascertaining the problems involved through the establish-
ment of the appropriate monitoring networks, the definition of health parameters through
relevant epidemiological surveys, and the imposition of corrective measures on any sources of
pollution detected. To that end a number of programmes were being implemented in cooperation
with WHO and other international bodies. They included, for example, a programme to ascertain
the relationship between atmospheric pollution and respiratory disorders in childhood; a

programme to analyse water pollution in coastal areas; and participation in the UNEP
Mediterranean VII project on coastal water quality control in two selected pilot areas. The
Spanish health authorities had set up a network to monitor atmospheric pollution, and a start
was being made on a network to monitor water pollution.

His delegation fully shared the concern of the Belgian delegation regarding the inadequate
attention paid to such problems as the mycoses; biological pollution also had unfortunate
consequences in many cases and should not be overlooked. His delegation supported both draft
resolutions before the Committee.

Dr BRYANT (United States of America) said the intimidating array of chemicals now
entering the environment posed an unprecedented challenge to health authorities. Because of
the development of advanced instrumentation, it was now possible to detect minute concentrations
of such chemicals in everything in all parts of the world; for example, concentrations in
water were now detected in parts per trillion (i.e., per million million), as compared with
parts per thousand less than a century ago.

The evaluation of those hazards had been initiated by WHO as early as 1973 in collaboration
with national institutions and with UNEP. Efforts were still being made to assess the risks
to health of a series of priority environmental pollutants. That selectivity was wise;
without it inquiries might, to their detriment, be scattered over vast numbers of real or
imagined health hazards.

He was pleased to note that a number of studies evaluating the toxicity of chemicals were
being prepared, as well as a monograph describing epidemiological methods used in studies
on the effects of environmental agents on health. Those works would be of great value in
stimulating global inquiries. The necessity for speed in carrying out studies in that area
was obvious, since the desire for zero risk had great public and political appeal, although
the concept of zero hazard was in itself impracticable and even dangerous.

What was being sought was an epidemiological evaluation of hazard, and a consequent
determination of risk versus benefit. His country was ready to contribute towards such an

evaluation in a number of ways: by the participation of its agencies and institutions,
together with WHO, in determining criteria for occupational health exposure; by participating
in the development of practicable methods of monitoring air, water and food; by participating

in developing procedures for training specialized manpower; by providing consultative
services in disciplines concerned with the alleviation of chemical threats to health; by

consideration of capital budget requirements, in consultation with WHO, donor governments and
other international institutions; and finally, by participating in planning activities with
other Member States, and by assisting in the establishment of a central WHO unit for the planning
and coordinating of those activities.

His delegation supported the resolution that had been put forward by the Canadian delegate.

Dr WANG Lien -sheng (China) said his country attached great importance to effective measures
for the prevention of pollution and for the protection of the environment. The basic principles
underlying those measures were rational distribution of industry, utilization of wastes, and

mass participation. Environmental protection bodies had been set up on a countrywide basis.
In 1973, a Central Leading Group for Environmental Protection had been established whose task
was to work out principles, policies and programmes, and corresponding bodies had been set up
in every province, in the autonomous regions and municipalities, and in some of the larger
factories and in mining areas. Many provinces had their own research institutes which carried
out studies on the effects of pollutants and on monitoring and prevention methods. Those

activities were in line with the provisions of China's constitution, under which it was one of
the State's duties to protect the environment and natural resources, and to prevent and
eliminate pollution and other hazards to the public.

Another body that had recently been re- established was the Central Committee for the
Patriotic Sanitation Campaign, under the leadership of the Vice -Chairman of the Chinese Communist
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Party. The campaign would aim at the elimination of four important pests and diseases, and
should make a significant contribution to the improvement of public health and the protection of

the environment.
In formulating its overall national economic plan, China took into account the relation

between industry and agriculture, between rural and urban areas, and between the demands of

economic development and the need for environmental protection. Where the distribution of

industry was concerned, it followed the principle of concentrating small enterprises within
the context of appropriately spaced large enterprises, and endeavoured to combine industrial
with agricultural development to the benefit both of overall production and of the livelihood

of the people. City size and population were strictly controlled, and the development of

major industries in existing large cities was discouraged, or at least confined to outlying

districts.
A major feature of China's policy was the reuse of waste products. Factories were

encouraged to diversify their activities by recycling waste and using the result to create

new products. Machinery for the disposal of waste -water, gas and residues was incorporated

in the design and construction of all new industrial undertakings. In rural areas, composting

methods were used to produce methane gas, and refuse was collected and sorted for use as raw

material for industry. Those measures not only greatly reduced pollution, but were of benefit

to production.
One of the key elements in the environmental protection programme was mass participation.

Rather than relying on professional expertise, China made use of the broad mass of the people

to carry out the necessary measures. Great importance was attached to health education, which

was provided both at central and local level through films, television, posters and booklets.

Although encouraging results had been achieved, China had not yet reached high levels of

scientific and technological expertise, and its knowledge and experience were still inadequate.
It intended to continue its efforts and to benefit from the experience of other countries, in

order to make a worthwhile contribution to the improvement and protection of the human

environment.

Dr FETISOV (Union of Soviet Socialist Republics) stressed the importance of international

collaboration in view of the constantly growing volume of knowledge in the environmental

protection field. His country's environmental protection policy was designed to utilize the
latest scientific and technological methods to detect and control the presence of chemicals

and other harmful substances in the environment. The Soviet Union was always ready to

communicate the results of its work in that field to WHO and its Member States. WHO had an

important role to play in coordinating the efforts of its various Member States in that regard,

and in enabling them to avoid wastage of resources and duplication of research.
His delegation supported WHO's environmental health programme, but considered that

insufficient attention was paid to some of the health implications. For example, greater
emphasis should be placed on the importance of monitoring the quality of drinking -water by
means of a review of world standards carried out at five -year intervals. The health aspects
of community water supply programmes should be given equal emphasis with their technical
aspects. His delegation was ready to support the activities outlined in the section of the
report devoted to community water supply and sanitation.

On the subject of chemicals in the environment, he did not think that Part IV of the
report gave sufficient emphasis to the role of WHO in framing recommendations which would assist
national health services to establish standards for the control of chemicals; the Organization's
activities in that field should be further developed. His delegation supported the tasks
for international cooperation as set out in paragraph 25 of the report, but he suggested that
mention should be made in subparagraphs (1) and (2) of methods for defining toxic factors and
their effects on the health of populations and of methods for the more rapid assessment of the
safety of chemicals and their influence on the environment.

Referring to subparagraph (2) of paragraph 26, he did not think there was need to set up
any new institution for international cooperation in the field. With regard to subparagraph (4),

his country had established good cooperation with WHO through its own laboratories and
institutions. He did not consider there was any need for international staff to be assigned to
those institutions; it would be more effective if such staff were at WHO headquarters.

The report as a whole did not provide sufficient information on WHO's overall environment

programme. For example, he would appreciate more information on what was being done by WHO
in water supply and sanitation in compliance with resolution WHA29.45, referred to in Part II of

the report.
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He considered that the Russian text of the draft resolution introduced by Canada required
some linguistic amendment and that the words "at headquarters" should be added after "central
WHO unit" in operative paragraph 2(3). His delegation supported the draft resolution proposed
by Algeria and Belgium, but thought it would be better if the two draft resolutions could be
combined, since they dealt with the same subject.

Mr NAIDENOV (Bulgaria) said the solution of the problems caused by the products of the
recent scientific and technological revolution would call for close cooperation between WHO
and its Member States. In order to make that cooperation more effective, he supported the
proposal that WHO headquarters should become the coordinating centre for the implementation of
environmental protection measures. His country took an active part in promoting such measures
through the Institute of Hygiene in Sofia. The Institute, apart from carrying out research
into environmental questions, cooperated in the training of personnel from developing countries;
the previous year it had organized an interregional course on the control of factors influencing
the environment, which had been attended both by WHO fellows and also by fellows financed by
the Bulgarian Government. The Institute was prepared to play its full part in the cooperative
programme outlined in the Director -General's report on the protection of the human environment.

His delegation supported the draft resolution introduced by Canada and wished to be
included among its sponsors. It also supported the draft resolution put forward by Algeria
and Belgium, which it had been suggested should be combined with the former resolution.

1

Dr KLIVAROVA (Czechoslovakia) said it was clear from the Director -General's report that
much had been done to study and assess environmental pollutants and their harmful effects on
human health, and to devise measures to prevent those effects; much, however, remained to be
done. Czechoslovakia attributed great importance to the problem, viewing it as the key to the
knowledge of the pathogenesis of many non -infectious diseases.

WHO had an essential role to play in making it possible to tackle the problems on a multi-
disciplinary basis, and in giving guidance for the preparation of standards and norms. The
human health and environment programme should be seen in the overall context of WHO's Sixth
General Programme of Work and of resolutions WHA29.45 and WHA30.47, which tended to be
forgotten and should be brought to the attention of Member States.

With regard to paragraph 26 of the report, she particularly endorsed option (4) but
wondered whether there would necessarily be a need to strengthen all national institutions by
the addition of international staff. The entire question had been the centre of scientific
attention in her own country, and she expressed regret that WHO had hitherto rarely called upon
the cooperation of specialists from Czechoslovakia. It was indeed desirable that the Organi-
zation should draw increasingly upon the scientific potential available among its Member
countries.

She agreed with the USSR delegate's proposal to introduce the words "at headquarters" in
paragraph 2(3) of the draft resolution introduced by Canada.

Dr SANKARAN (India) said that his Government recognized the urgent necessity of ensuring
safe water and a clean environment and had, in its minimum needs programme, provided adequate
funding for a protected water supply and the provision of environmental sanitation so as to
prevent, in particular, the parasitic diseases transmitted through insanitary conditions.
India was faced with a grave and pressing problem of contamination of its rivers through the
discharge of unprocessed sewage, which had notably resulted in epidemics of infective hepatitis.
It would be valuable if WHO could give its views on the suggested use of gamma- radiation treat-
ment of sewage before its discharge into the rivers, once it was ascertained that such treatment
caused absolutely no radiation hazard.

His country particularly welcomed the International Drinking -Water Supply and Sanitation
Decade, and hoped that, with WHO's help and guidance, India's own minimum needs programme would
be able to meet all its people's basic needs in that regard by 1990. Two large -scale pro-
grammes, by the Institute of Occupational Health and by the National Environmental Engineering
Research Institute, were contributing to that end.

Endorsing WHO's programme for the evaluation of the effects of chemicals on health, he
pointed out that it required a degree of scientific expertise such that the developing countries
were compelled to seek the help of the developed countries. It was apparent from the report
that comprehensive legislation for the protection of human health and the environment from
chemical pollution had been adopted by several countries. That was not yet the case in India,
which had only separate legislative provisions regarding toxic substances such as food additives,
insecticides, etc. It would be of considerable benefit to many developing countries if the
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comprehensive legislation covering industrial chemicals likely to have a deleterious effect on
health that had been enacted by certain countries could be circulated to all Member States for

their guidance.
In conclusion, he said that India would support the draft resolution proposed by the

Canadian and other delegations.

Mr NYGREN (Sweden) said that Sweden had paid increased attention in recent years to the
effects of chemicals on health and wished to be numbered among the sponsors of the draft reso-

lution introduced by Canada.

Mr OBEL (Kenya) associated himself with the remarks made by the delegates of Canada and
Belgium at the tenth meeting and expressed support for the draft resolution introduced by the
Canadian delegate.

The developing countries were particularly concerned at the possible effects of chemicals
on the environment at a time when they had to take critical decisions on industrializing.
They recognized that they had to introduce some measure of industrial development and that they
needed the assistance of the developed countries in doing so; but they had to take into account
the possibility that they would introduce polluting processes and therefore had to consider
whether the benefits of their industrialization would not be negated by the damage done to the
environment and the population. Kenya was keenly aware that in some instances multinational
industries had indulged in such immoral practices as the testing of chemicals contained in
certain cosmetics in developing countries because that was not allowed in the developed countries
and because the developing countries had neither the comprehensive legislation required for
their own protection nor an adequate infrastructure for control of the problem. He strongly
urged WHO to assist the developing countries to train the personnel required and improve labora-
tory facilities so that they could participate effectively in the international monitoring of
harmful factors in the environment. Kenya was prepared to help in that task by offering its
own laboratory facilities and participating in discussions.

Dr FREY (Switzerland) stated that the growing change in the natural environment as a
result of chemical factors and their harmful effects on health was a matter of serious concern
to Switzerland as an industrialized country, and strict legislation existed governing the use

of chemical substances. He stressed that it was urgent to harmonize analytical methods and
legislation relating to toxic substances, but drew attention to the risk of disorderly or
duplicated work in view of the large number of international bodies concerned with environmental
matters and to the consequent waste of resources of finance and personnel. It was accordingly
essential to coordinate all efforts in that field, and he would request the Director -General

to make every effort to that end. He considered that questions of human toxicology should be

the sole responsibility of WHO. He approved the content of paragraphs 25 and 29 of the

report, as well as the proposal in paragraph 26(4) relating to the establishment of a network
of national institutions coordinated by a central WHO unit. His country was in principle
ready to collaborate in an international programme covering all aspects of environmental toxi-
cology and considered that, in the interests of harmonization, the Director -General should not
omit the producers of toxic substances from his negotiations. His delegation wished to be

added to the sponsors of the draft resolution introduced by Canada.

Mr CABO (Mozambique) said that, since community health was so greatly dependent upon an
adequate and hygienic water supply and good environmental sanitation and since, in turn, those
were dependent on so many factors other than the purely medical, WHO and its Member States
should increasingly seek to promote non -medical activities in that field. In view, too, of
the close links between social and economic development and health, he emphasized the essential

need to integrate environmental health activities within overall development plans. That

implied stronger and closer coordination between the various structures involved in the plan-
ning, execution and evaluation of such programmes at the national, regional and international

levels. Within Mozambique, which was planning to introduce heavy industries, all the necessary
measures were being taken to ensure that the transition to a modern industrial economy was not
marred by the environmental pollution of all types that had characterized the process in so

many other countries.
His delegation noted with satisfaction that the Director -General's report laid stress on

environmental sanitation and water supplies as a priority activity in changing health patterns
in the world, particularly in the developing countries, and it fully supported the efforts being
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made to implement the resolutions concerning the International Drinking -Water Supply and Sani-
tation Decade. Finally, he expressed support for the draft resolution introduced by Canada.

Dr PARMALA (Finland) emphasized the importance of WHO's role in coordinating international
cooperation in environmental health; its programme to that end should be accelerated so far as
the resources allowed. Although it was said in the report that it was too early to rank
the options for international cooperation listed in paragraph 26, he too favoured option (4),
which appeared the most realistic and might even prove the least expensive for the Organization
itself if the national institutions bore all the costs involved. Finland would be prepared
to participate in the programme and offered the collaboration of its appropriate national
institutions.

His delegation supported both draft resolutions on the item and wished to join in
sponsoring them.

Mr TAITT (Trinidad and Tobago) said that industrialization in his country had been
accompanied by a decline in the health standard of the environment. Following discussions
among all bodies concerned, an effort was being made to redress the situation, by the appoint-
ment of a Pollution Control Council for research, the identification of areas of pollution and
possible remedial steps, and legislative action.

His country welcomed the Director -General's report and also supported option (4) in para-
graph 26. The measures mentioned in the report were in consonance with the efforts his country
was making to combat the threat to environmental health. Trinidad and Tobago was preparing
legislation to control the manufacture, sale and use of toxic chemicals and pesticides and
would be introducing new public health legislation enabling public health officers to participate
in the planning of industrial plants. A countrywide environmental education campaign had
been launched, a food protection committee established, and plans completed to provide a
new laboratory complex to provide the services which would become necessary in view of the
new legislation. His delegation would support both the draft resolutions submitted.

Dr FERNANDES (Angola) added his delegation's general agreement with the measures outlined
in the Director -General's report. Angola was making considerable efforts to develop programmes

-water particularly in the rural areas.

A study had already been undertaken, in cooperation with all ministries concerned and with
the participation of a sanitary engineer from WHO, as part of the action relating to the adop-
tion of 1978 as Agriculture Year in Angola, which sought to improve conditions of the rural
population. A project to ensure an appropriate infrastructure had been prepared within the
framework of community development activities taking place almost throughout the country.
His delegation would support all WHO's efforts in favour of water supplies and environmental
sanitation as outlined in the report.

Dr VALLADARES (Venezuela) expressed particular appreciation for the report submitted,
which was a model of clarity and concision on a complex subject. He took the opportunity of
referring to the high standard generally of the documentation submitted to the present Health
Assembly.

Commenting on the use of national collaborating centres (paragraph 16), he emphasized the
importance his delegation attached to both national and regional collaborating centres. With
reference to option (4) in paragraph 26, he believed such centres represented the best method
for studying specific problems and would also themselves develop and serve a most useful purpose
in the future. In connexion with coordination (paragraph 29) his delegation was pleased that
close contacts were being maintained with other agencies and organizations since it had always
felt some concern as to the possibility of overlapping between WHO and UNEP; at the national
level, overlapping between ministries responsible for health and for the environment could be
noted in a number of countries. It would be useful to have further clarification as to the
division of responsibilities between WHO and UNEP.

The table appended to the report, showing expenditure in 1975, 1976, and 1977 in
relation to promotion of environmental health, called for certain comments. It could be seen
that total expenditure in that field had risen by 3% in 1977 as compared with 1975, which was
a relatively small proportion over that period for a programme of that scope. The proportion
of that total borne by the regular budget had increased at a higher rate, however, namely,
by 19 %, whereas funds under UNDP showed a decrease over that same period, presumably owing to
that Programme's recent financial difficulties. It was noteworthy, too, that the pattern of
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UNDP resources as between the various regions and headings, had changed considerably as
between 1975 and 1977. His delegation's feeling was that resources should be applied where
they were most needed. It would be useful, moreover, to know the exact sources of funding
under the heading "Other ", which had shown a considerable increase in 1977 as compared with
1975, and whether part of those resources was in the form of loans from banks or investment
bodies.

His delegation supported both draft resolutions before the Committee.

Professor SYLLA (Senegal), commenting particularly on the situation of the Sahelian zone
of Africa recalled that the minimum water needs for food and personal hygiene were not met in
most countries of the zone. In addition, it was difficult to establish chemical criteria for
drinking -water according to European standards, especially because of the natural mineral
content of the water. Biological criteria, on the other hand, were the same, but their
evaluation was far more complex and had more far -reaching implications in view of the present
state of economic and social development of the countries concerned. For some years past a
policy had been pursued, with good results, to provide clean water for rural and pastoral needs.
Unfortunately, however, there had been insufficient consultations with public health
authorities, and he urged the Regional Office for Africa to study the health problem involved
since some populations refused borehole water, alleging that the water from their traditional
wells was more wholesome.

His delegation supported the various measures mentioned in the report in relation to
chemical substances. Most developing countries were not, however, in a position to take
action regarding new chemicals suspected of having adverse effects. Some African countries
were now faced with a serious problem arising out of strong efforts to promote the sale of
cosmetics to lighten women's complexions by depigmentation. National research was being
carried out into the matter, and he urged the Regional Office to include it in its programmes
for research, health education and the control of potentially toxic chemical substances.

The meeting rose at 12h35.
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1. WHO'S HUMAN HEALTH AND ENVIRONMENT PROGRAMME (continued) Agenda, 2.6.16

Dr OZUN (Romania) said that the technological imbalance and the deep gulf between
developed and developing countries was one of the chief world public health problems for the
present and future. His country had benefited for several years from a programme of
collaboration with WHO and UNDP in problems arising from water and air pollution. The
experience acquired could serve as a base for the expansion of activities using modern data
and techniques within the framework of international cooperation. Studies now being made of
the short- and long -term effects of chemical substances on health in different centres
undergoing industrialization could contribute to WHO's programmes. His delegation was a
co- sponsor of the draft resolution on the evaluation of the effects of chemicals on health,
because it considered that a new stimulus to present efforts was needed.

Dr DIETERICH (Director, Division of Environmental Health) said that the discussion had
shown more strongly than ever that the control of the environment as a health technology was
now being seen as an essential part of health and general development programmes. The new
emphasis on primary health care, the International Drinking -Water Supply and Sanitation Decade,
the need for collectivities to address themselves to the problem of health effects of chemicals
in the external environment, in food and at places of work were all imperatives which had led
to a reorientation of WHO's programme. Replying to the Belgian delegate's question concerning
airborne fungi, he said that the question would be taken into account both in the environmental
health criteria programme and in the programme for health and biological monitoring. In reply
to the USSR delegate and other speakers, he said that the Director -General's report on the
item did not address itself to broader aspects of environmental health because it was a
progress report dealing with only two developments of particular interest at the moment. The
medium -term programme for environmental health would be completed during the year. Replying
to the Venezuelan delegate, who had asked how WHO cooperated with UNEP and why the UNDP budget
for environmental health was decreasing, he recalled that UNEP was an instrument to ensure that
environmental aspects were incorporated in all other programmes. UNEP stimulated WHO, if
necessary, to strengthen the environmental components of the WHO health programme, just as WHO
used UNEP as a vehicle to stimulate other agencies to bring into their work environmental
considerations that might influence health. In keeping with its role, UNEP allocated funds
from the United Nations Environment Fund to supplement the regular budget of WHO on items of
priority to both their own and WHO's governing bodies. That had been the case essentially
in areas relating to the effects of pollution on health, and specifically the environmental

health criteria programme, the work of the Codex Alimentarius Commission and environmental and
health monitoring. The decrease in UNDP's share in WHO's environmental health budget over
the past three years had been partly due to the financial crisis, but there was also another
element. In country programming, health agencies did not always give priority to environmental
health; the UNDP indicative planning figures had been very tight and environmental health
activities had not been able to be accommodated. The problem was a difficult one, as it was
a matter of priorities in the countries. He suggested that, particularly in relation to the
International Drinking -Water Supply and Sanitation Decade, the national health and other
responsible agencies might make use of WHO's services in analysing countries' needs, planning
and programming. That might lead to specific suggestions at the country level which could
be taken up in UNDP's country programming exercises so as to increase the share of UNDP
resources for environmental health. The Regional Directors were all ready to cooperate in
that respect.

-635 -
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He noted that the subject of water supply had now emerged as one of the essential

ingredients of primary health care. As far as chemicals in the environment were concerned,
the discussion had shown that the problem applied, not only to certain industrial countries,
but to the world at large. The meeting convened by the Swedish Environment Protection
Board in Stockholm in April 1978 had involved some of the major producer countries, which were
now faced with the need to make regulations for the licensing and control of chemicals. The
report of that meeting clearly brought out that WHO must assume the key role in all aspects
concerning the effects of toxic chemicals on human health and that its relevant programme
should be supported. The Organization could provide unbiased evaluations not, as one
delegate had said, to ensure the safety of chemicals at the national level, since that would
always be a national responsibility, but to make available information, including recommen-
dations for standards, that was needed for controlling chemicals at the national level.
The advisory group that had met at Geneva in the first week of May had confirmed the various
tasks for international cooperation in relation to evaluating the effects of chemicals on
health; it also had endorsed option (4), outlined in paragraph 26 of the Director -General's
report, according to which the programme would be an integral part of WHO and would be
implemented through a network of participating national institutions strengthened, where
necessary, by international staff and coordinated by a central WHO unit. The group had also
proposed that the programme should have an advisory board composed of members from relevant
technical fields to advise the Director -General on policy matters including the planning,
implementation and coordination of the programme, as well as a technical committee composed
of the directors of the participating national institutions, of the International Agency for
Research on Cancer and of UNEP's International Register of Potentially Toxic Chemicals.
That committee would provide technical guidance to the programme. He stressed that
operational arrangements between WHO and the participating institutions would need to be
negotiated with the governments concerned so that the institutions could fulfil their
commitments. The national institutions charged with carrying out the programme had to be
properly equipped, and they needed resources and budgets. It would often be necessary to
strengthen their existing resources, and he appealed to governments to do this within their
national institutions, either directly or through a central fund, such as WHO's Voluntary
Fund for Health Promotion, to which the countries could contribute. The implementation of
the programme through a network of institutions would be possible only if the necessary
resources were made available, and he hoped that countries would make voluntary contributions.

A number of helpful suggestions had been made, such as those relating to the need to
link the programme for the evaluation of the effect of chemicals to monitoring programmes
and to give strong consideration to health manpower development programmes, not only in
environmental health for basic sanitation, as stressed by the Iranian delegate, but also in
toxicology and particularly epidemiology, where health manpower was in very short supply.
Account would also be taken of recommendations to strengthen community participation, health
education and also coordination, both with UNDP, UNEP, the World Bank, FAO, the ILO, IAEA and
bilateral agencies, and within WHO. Environmental health was related to air, water, food
and places of work, while chemicals affecting health might be used in agriculture, industry
and the home. Internal coordination was therefore important and the preparation of the
medium -term programme for environmental health would make it possible to relate the activities
described in the report to such other activities as food safety, appropriate technology, water
quality and surveillance, monitoring and health manpower. In the context of the medium -term
programme, delegates who had asked to know more about the impact of earlier resolutions,
particularly resolution WHA29.45, would be fully satisfied.

Replying to the Soviet delegate's question on the further implementation of resolution
WHA29.46, he referred to the Director -General's report on the United Nations Conference on Human
Settlements (Habitat) which indicated that, as the organizational arrangements for human settle-
ments within the United Nations system had now been decided, renewed efforts would be made by
the entire United Nations system to give a concerted and collective response to the recommenda-
tions. The WHO Secretariat in consultation with governments, had practically completed a study
on the Organization's role within the larger framework of the United Nations system. The
Health Assembly would be informed as soon as possible of the results of the forthcoming
discussions at policy level.

Professor HALBACH (International Union of Pharmacology) said that his organization
remained prepared to cooperate with WHO. It continued to be interested in a number of aspects
of WHO's programme, not least in toxicology, on which it had just established a section. The
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Union might be helpful in the explanation, analysis and clarification of mechanisms of drug
action which were, after all, decisive for evaluation and, ultimately, prevention.

The CHAIRMAN drew the Committee's attention to the draft resolution introduced by the
Canadian delegate at the tenth meeting. He indicated that the USSR delegate had withdrawn
his suggestion at the previous meeting that the draft resolution be combined with that put
forward by the Algerian and Belgian delegates, and had proposed an amendment to the first
draft resolution.

Dr CHRISTENSEN (Secretary) recalled that the USSR delegate had proposed the insertion in
operative paragraph 2(3) of the words "at headquarters" after the words "through a central WHO
unit ".

Dr OLIVER (Canada), speaking on behalf of the co- sponsors, accepted the USSR amendment.

Decision: The draft resolution, as amended, was approved.'

The CHAIRMAN then asked the Committee if it wished to adopt the draft resolution proposed
by Algeria and Belgium.

Decision: The draft resolution was approved.2

2. THE ROLE OF THE HEALTH SECTOR IN THE DEVELOPMENT OF NATIONAL AND INTERNATIONAL FOOD AND
NUTRITION POLICIES AND PLANS Agenda, 2.6.2

Dr BUTERA (representative of the Executive Board), introducing the item, recalled that

the Director -General had submitted to the Executive Board, at its sixty -first session in
January 1978, a report on the measures taken in carrying out resolution WHA30.51. These
included action to strengthen inter -agency cooperation in the field of nutrition and to
increase technical cooperation to apply existing knowledge. Plans had also been drawn up
for an interregional programme of operational research and training to determine how, in
different ecological and sociocultural conditions, the nutritional needs of the population
could best be met with food available or capable of being produced locally. Such data were
needed to enable the health services to take more effective measures with a view to improve
dietary habits and establish a basis for national food and nutrition policies. The Board
had agreed that nutrition was among the most urgent problems in the world but that the
question was complex, given that nutrition and food production were among the most delicate
issues of national policy. It had recognized that the problem was a social one which the
health sector, despite its essential role, could not resolve alone. It was up to the Member
States themselves to tackle the question at the political level, although WHO could do much
to highlight the problem in international political arenas and provide advice on technical
aspects. The Board had also recognized that cultural factors played a decisive role in
food use and often prevented people from consuming high -quality foods or giving them to their
children. That was why the WHO nutrition programme had to provide for appropriate behavioural
research, in collaboration with Member States. The Board had been in general agreement with
the proposed programme, which aimed at a more rational use of national resources in the fight
against malnutrition. However, since the report had been brief and gave only the broad
principles of the proposal, it had been agreed that a more detailed programme would be submitted
for consideration by the Thirty -first World Health Assembly and by the Advisory Committee on
Medical Research (ACMR) at its twentieth session in June 1978. The Board had concluded its
discussion with the adoption of resolution EB61.R33.

Dr BEHAR (Nutrition) introduced the Director -General's report on the item.

Following the Technical Discussions at the previous Health Assembly and in the light of
resolution WHA30.51, an in -depth review had been made of WHO's nutrition programme to identify
priorities for technical cooperation with Member States. To achieve the goal of health for

1 Transmitted to the Health Assembly in the Committee's third report and adopted as
resolution WHA31.28.

2
Transmitted to the Health Assembly in the Committee's third report and adopted as

resolution WHA31.29.
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all by the year 2000 the problem of malnutrition, which could be solved with already available
scientific knowledge, had to receive top priority in the national programmes, and particularly
within the health sector, in close cooperation with the agricultural, economic, educational

and other development sectors. Special attention had to be given to cooperation in the
development and implementation of multisectoral food and nutrition programmes within the

national development plans and to the effective integration of nutritional activities in

health programmes, particularly in the context of primary health care. That highlighted the

responsibility of governments for ensuring that enough foods of adequate nutritional value

were available to all people. The health sector had a key role to play in stimulating

such policies and in cooperating in their application. It also had a direct responsibility

in carrying out nutrition activities as an integral part of health care.
At the present stage, the urgent need for practical approaches taking into consideration

local ecological characteristics, including the types of food available and the socioeconomic
conditions, customs and traditional practices of the population was considered to have the

highest priority for WHO's technical cooperation. For that purpose a field- based, action -

oriented research and development programme was proposed; its main objective was to find out
how nutritional needs, particularly of young children, could best be met with locally
available foods in populations of developing countries with different dietary patterns. The

information obtained would be translated into operational activities with a new strategy of
attacking the complex problem of malnutrition, concentrating initially on the most critical
period of the life cycle and making maximum use of local resources. While the required
information was being obtained, the programme would build up local competence for analysing
and solving nutritional problems, thereby strengthening self -reliance in both food resources

and manpower. WHO, acting as a catalytic agent, would mobilize international assistance
and stimulate technical cooperation between industrialized and developing countries, and among
developing countries themselves, in a concerted effort to solve a problem of global magnitude.

The CHAIRMAN drew attention to a draft resolution on the item proposed by the delegations
of Denmark, Iceland, India, Indonesia, Iran, Mexico, Norway, Philippines, Sweden, Turkey,
United Republic of Tanzania, United States of America and Viet Nam, which read as follows:

The Thirty -first World Health Assembly,
Having considered the Director -General's report on the role of the health sector in

the development of national and international food and nutrition policies and plans;
Recalling resolutions WHA27.43, WHA28.42 and WHA30.51 which recognized the magnitude

and severity of malnutrition as a major health problem in the world, and outlined the role
of the health sector in combating malnutrition and in stimulating and cooperating in the
development of multisectoral national and international nutrition policies and programmes;

Recognizing the complexity of the problem in its social and economic as well as health
aspects and the difficulties of solving it through narrowly focused sectoral approaches;

Convinced that malnutrition is one of the major impediments to attaining the goal of
health for all by the year 2000, and that new approaches based on clearly defined
priorities and maximum utilization of local resources are needed for a more effective

action to combat malnutrition;
Noting with concern the continued decline in breast - feeding in many countries while

in certain countries it has been possible to arrest or reverse this trend;

Recognizing that during the first months of life breast -feeding is the safest and

most appropriate way to feed infants, that it should be maintained as long as possible

with timely supplementation and weaning which ideally should be done with locally

available and acceptable foods;

1. THANKS the Director- General for his report;

2. RECOMMENDS Member States to give the highest priority to prevention of malnutrition

in pregnant and lactating women, infants and young children by:

(1) supporting and promoting breast - feeding with educational activities to the

general public; legislative and social actions to facilitate breast - feeding by

working mothers; implementing the necessary promotional and facilitating measures

in the health services; and regulating inappropriate sales promotion of infant

foods that can be used to replace breast milk;

(2) ensuring timely supplementation and appropriate weaning practices and the

feeding of young children after weaning with the maximum utilization of locally

available and acceptable foods; carrying on, if necessary, action -oriented

research to support this approach and the training of personnel for its promotion;
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3. REQUESTS the Director -General:
(1) to develop, in cooperation with Member States, a programme of research and
development in nutrition, oriented primarily to the needs of developing countries,
and aimed initially at the prevention of malnutrition in pregnant and lactating
mothers and in young children by encouraging breast - feeding and timely

supplementation and appropriate weaning practices, with the maximum utilization of
locally available and acceptable foods;
(2) to take any necessary measures to coordinate international activities
designed to promote breast - feeding and especially to work in close collaboration
with other United Nations agencies active in this field;
(3) to cooperate with national institutions in their problem -solving research and
training programmes to strengthen their capacity to combat malnutrition and
stimulate technical cooperation among developing countries in this field;
(4) to collaborate with multilateral and bilateral organizations and agencies and
with other intergovernmental and nongovernmental organizations in programmes of
technical cooperation with countries for the development and implementation of
national food and nutrition policies, plans and programmes;
(5) to stimulate the mobilization of scientific and financial resources in support
of a global effort to eliminate malnutrition;

4. URGES governments, multilateral and bilateral organizations and agencies to support
the proposed programme of research and development in nutrition through their technical
and scientific institutions and workers and by financial contributions.

Professor DOGRAMACI (Turkey) recalled that in resolution WHA30.51 the Health Assembly had
requested the Director -General to take the necessary steps with the aim of eliminating the
florid forms of malnutrition such as kwashiorkor, marasmus and keratomalacia, identifying
problem areas such as the interaction between malnutrition and infection, and determining the
most vulnerable population groups in relation to the problem in order to protect the health
of mothers and children and of the working population. In paragraph 18 of the Director -
General's report the critical period, or the most vulnerable group, was defined as the very
early formative period of the life cycle - from intrauterine life up to about three years of
age when the young child's diet was fully assimilated to that of the adults in the family.
The report also mentioned how, at the community level, locally available foods could best meet
the nutritional needs of vulnerable groups, including weaning infants.

In the developing countries infant mortality was about 140 -200 per 1000 live births, as
opposed to 8 -20 per 1000 in developed countries - as much as a 25 -fold difference.

Mortality in the years immediately following infancy was 40 -50 times higher in developing
than in developed countries, and the most important single cause was the underlying state of
malnutrition or undernutrition, although death certificates showed such diagnoses as measles
or pneumonia. Measles was not a killing disease in developed countries where nutrition was
adequate, but it was one of the major causes of death in infancy and early childhood in
underprivileged societies.

He stressed the danger of early weaning and the supplementation of mothers' milk with
other foods at too early an age. In 1974, in resolution WHA27.43, the Twenty- seventh Health
Assembly had strongly recommended that breast - feeding be encouraged as the ideal feeding
in order to promote the harmonious physical and mental development of children. It was
now known that besides being uniquely adapted to the nutritional needs of infants and superior
to any substance devised by nutritional scientists, human milk contributed directly to
immunological adaptation in extrauterine life. Breast milk was not a nutritional soup,
since it had a more varied content than any soup, with a high cellular content and a plethora
of immunoglobulins. There were doubtless many constituents that were still unknown. Only
recently had the presence of water -soluble vitamin D been discovered. Emotional and
psychological factors were equally imponderable.

Breast - feeding had increased in the last four or five years in some industrialized
countries. In Uppsala, Sweden, for example, the number of babies completely breast -fed at

three months had increased more than three -fold, and at six months more than 10 -fold in the
past five years. Unfortunately, that was not true of the developing countries, where early
weaning was spreading rapidly from the privileged few to large non -privileged groups and even
into rural areas. The consequences were disastrous in the poor conditions prevailing. In

many villages, water was either unavailable or contaminated and the use of the bottle produced
a high risk of infection, diarrhoea and malnutrition. Breast - feeding for at least six
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months was the only safe method for the baby; earlier theories that the low iron content of
breast milk led to pathological anaemia had been disproved. Incidentally, prevention and
adequate management of diarrhoeal diseases would have a positive effect in preventing
malnutrition, and he supported WHO's efforts for their control; the international centre for
research in and control of diarrhoeal diseases to be established in Dacca was a welcome
development in that connexion. He warned health professionals against displaying publicity
for artificial milk and otherwise encouraging mothers in the drift away from breast -feeding.
The activities of milk marketing firms in developing countries had recently been criticized;
undoubtedly aggressive salesmanship had accelerated the trend towards bottle -feeding, and
commercial practices in some countries had exceeded the bounds of ethical conduct.

Accordingly, breast - feeding and the delaying of weaning must be encouraged within the new
strategy for WHO's research and development programme in nutrition, and WHO must support
efforts to bring a greater sense of responsibility to milk marketing firms. A ban on the
marketing of artificial foods in developing countries was unrealistic unless combined with
much wider reforms and the provision of milk by governments for infants who could not be
breast -fed. The influence of breast - feeding on fertility was well -known, and in developing

countries the fertility protection associated with it surpassed the effect of all family
planning programmes together.

Maternal nutrition was as important as infant and child nutrition, and nutrition -oriented
measures should be integrated with maternal and child health programmes. The prevalence of
malnutrition was high among women of child -bearing age in many developing countries;
nutritional anaemia was common among mothers in poor communities, and was responsible for a
high incidence of low birth -weight babies and of prenatal malnutrition.

His delegation was a co- sponsor of the draft resolution, and he hoped that extrabudgetary
resources would be available from governments and other sources for nutrition activities.

Dr BARREIROS E SANTOS (Portugal) attached particular importance to paragraph 28 (b) of
the report, on nutrition education, and emphasized its importance in relation to migrant
workers. The geographical mobility of those workers and the special communities they formed
made them particularly vulnerable. Among the many factors combining to endanger their
health was the risk of malnutrition due to their generally low social status and the
unfamiliarity of the diet in the country of immigration.

Portugal had had considerable experience of that problem since 1960, and his delegation
suggested that the attention of the governmental authorities responsible for migration in
countries of both departure and arrival should be drawn by WHO to the need for nutrition
education and information for migrant workers, taking into account also the special needs
created by the heavy work they were generally expected to do. The information should be
provided in the appropriate languages, and directed at the appropriate community level by the
health services through appropriate channels of communication. Thus the migrant worker
should not be forgotten, particularly as the Health Assembly had just discussed the health
aspects of human settlements. With that addition, he fully supported the programme and the
draft resolution on the subject.

Dr ALVAREZ GUTIÉRREZ (Mexico) noted with satisfaction the new approaches and practical

measures being developed in WHO's nutrition activities, and supported the emphasis on studies
in the community, where defective cooking techniques and deep- seated customs often prevented
the best use being made of food. Once the situation was known, education to change it was
needed. The people must first be taught to use available foodstuffs; secondly, local diets
must be supplemented by the elements that were lacking, by promoting the local production of
the latter; and thirdly, young children must share in the family diet as soon as possible,
without discrimination.

His delegation was a sponsor of the draft resolution before the Committee, which gave
full support to the report's proposals.

Dr CLAVERO GONZALEZ (Spain) said that the Director -General's report should be studied in
the light of three basic considerations: the requirements of the Health Assembly in
resolution WHA30.51, in which the great importance of the subject was recognized; WHO's
existing nutrition programme; and the participation of WHO in the ACC Sub -Committee on
Nutrition. The Director -General had stated that the report dealt only with certain tasks as
operational examples of what national health authorities should achieve, and it should
therefore be considered in conjunction with the totality of other nutritional activities.
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Regarding the research component, he recalled that in resolution WHA30.51, because of the
lack of information on nutrition status, the Director -General had been requested, inter alia,
to take additional steps with the aim of identifying problem areas such as the interaction
between malnutrition and infection, and of establishing priorities in regard to health -related
nutritional problems, according to the particular conditions of each country. He considered
that more information could have been given in the report, although it might be available in

recent Technical Reports.
Malnutrition, and particularly hypo- and undernutrition, was the most serious problem

facing humanity. It affected any attempt to control disease, underlining the lack of
solidarity between peoples in the face of food shortage. He thought that the observance of
one minute's silence in sympathy with the victims of hunger, as suggested recently by Dr Valle
in the Executive Board, would be appropriate.

His delegation had noted with satisfaction the strategy of WHO's participation in the
ACC Sub -Committee on Nutrition. As to WHO's present nutrition programme, and particularly
its research component, the particular problems of malnutrition in underdeveloped pockets in
rich areas were an example of the difficulty of applying a common strategy to all nutrition
problems, from obesity to kwashiorkor. He was aware that the inclusion of so many aspects of
the problem was due to the need to present a single programme within the Sixth General
Programme of Work, and that the latter had been approved by the Health Assembly, but the time
had come to clarify the priorities.

The Director -General was to be congratulated on the practical attitude shown in dealing
with some of the tasks set by the Health Assembly and in presenting a programme designed to
improve conditions for the largest possible number of people, integrating nutrition measures
with other aspects of health development and making use of the primary health care approach.

Mr NATARAJAN (India), recalling that nutrition had been the subject of technical
discussions at the Thirtieth World Health Assembly, said that the Director -General's report
to the present Health Assembly and the statements of other speakers had brought out the need
once again for a multisectoral approach to malnutrition, He joined the delegate of Portugal
in welcoming the emphasis in paragraph 28 (b) of the report on community participation and
nutrition education to influence dietary practices through application of the behavioural and
social sciences.

He reported on a WHO interregional seminar on the organization and delivery of nutrition
services in the health sector held in India in 1977, and on the work of the Indian central
coordinating committee for various departments dealing with nutrition. He further described
the national programme to combat specific nutritional diseases and the special nutrition
programmes for children, which in some parts of the country were complemented by schemes for
integrated child development activities. Nutrition institutes carried out nutritional
surveillance in different parts of the country. Thanks to those specific measures and to a
general improvement in the country's economy, the nutrition status of the population seemed
to be improving.

He commended the draft resolution, of which India was a co- sponsor, for the Committee's
approval.

Dr UNDERWOOD (United States of America) commended the Director -General on his response
to resolution WHA30.51 and endorsed the re- orientation of the WHO nutrition programme
together with the proposed research and development strategy. She noted from paragraph 6
of the report that the new programme would complement ongoing activities in nutrition
surveillance, control of specific deficiencies, and nutrition education and training. She
stressed that the success of other WHO programmes depended heavily on the nutritional status
of populations.

Serious morbidity and mortality related to nutrition occurred during the vulnerable
period of life from gestation to the third year, when the developing organism underwent a
complete change from dependence on the maternal supply to dependence on external sources of
food - from a balanced, adequate supply from an uncontaminated source to one which, for the
poor in most developing societies, was a nutritionally inadequate mixed diet, and often
contaminated. In the mother, too, minimal nutritional needs were not met during pregnancy,
and the depletion of her already poor reserves could lead to death or compromised health, and
to the birth of an underweight infant and reduced lactation. Under -nutrition stood in the

way of health for all by the year 2000. The problem was primarily social and economic and
not readily solvable; long -term solutions must be found that were adapted to the social

and economic context and to locally available resources. Health and community development
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workers at all levels, but particularly those delivering primary health care, must be

trained to recognize the signs of nutritional deterioration and to provide appropriate
advice to mothers. Past errors had often been due to the use of resources foreign to the
community, which created dependency rather than stimulating self -reliance. For the poorest

of the poor self -reliance was not possible, but for most people malnutrition in the most
vulnerable period could be prevented by a more judicious use of food resources already
available. That would be ensured by policy decisions integrated into multisectoral health
and development programmes.

WHO's research and development programme in nutrition would stimulate national groups
to study the local context of malnutrition and the potential for local solutions fostering
self -reliance and minimizing external assistance in the long term. The health sector
should be among the leaders in formulating food and nutrition policy and in integrating it
into development policies, as nutrition had such wide implications for immunization,
primary health care, water supply and sanitation, agricultural development, and other fields.
WHO itself should lead efforts to coordinate and test methods to that end.

Her delegation was a co- sponsor of the draft resolution, but would wish to see the words
"by promoting adequate maternal nutrition and . ." inserted after "in young children" in
operative paragraph 3(1).

Dr BAVANDI (Iran) expressed his support for the proposed programme and his satisfaction
with the emphasis placed on nutrition in health. It deserved the highest priority. He

urged other delegations to support the draft resolution, of which Iran was a co- sponsor.
Direct intervention programmes for nutrition and more comprehensive "blanket" programmes

had been carried out in Iran in recent years. He felt that concerted action of that kind
by governments was essential if the goal of health for all by the year 2000 was to be
achieved. In Iran's experience, there was a lack of knowledge of nutritional problems
among health workers. He stressed the importance of nutrition training; as had been stated

in the discussion on the health manpower development programme in Committee A, the time had
come for a review of training curricula in schools for health professionals aimed at
re- orienting them to the needs of communities where specific malnutrition problems occurred.

Dr BAHRAWI (Indonesia) welcomed the Director -General's report on the item. He

was particularly gratified by the new multisectoral approach to the problem of nutrition,
which was seen as a socioeconomic and sociocultural problem and not merely as a problem of
health.

In the Indonesian national development plan, top priority was given to the food and
nutrition programme. A multisectoral coordinating board had been set up and, by educating
farmers to change the pattern of food production, the country was doing its utmost to become
self - reliant in food. Although food production was not keeping pace with population growth,
the production of rice - the staple food of the majority - was increasing, as was that of
protein, with improved fishing and animal husbandry methods. Rice had a higher status than
other sources of carbohydrates, and population groups formerly satisfied with cassava or
maize were changing to rice as their economic situation improved. Moreover, other
traditional habits were causing problems. The solution was nutritional education, which
should be carried out by the health sector in cooperation with the education sector.
Shortage of trained manpower was a constraint in that regard. To carry out a rational
nutrition programme in a country such as Indonesia, which had over 3000 inhabited islands,
adequate infrastructure was needed, and that required more experience and resources.

With regard to the interaction between infectious disease and nutrition, he drew
attention to an encouraging Indonesian pilot project for integrated action with regard to
soil -transmitted parasites, nutrition, rural water supply and sanitation, and family planning
at community level.

His delegation endorsed the proposals in the report, especially paragraphs 5 and 6,
together with resolution EB61.R33. It also supported the draft resolution before the
Committee.

Dr GÁCS (Hungary) commended the Director -General's report and expressed support for the
strengthening of the WHO nutrition programme. In his country nutritional policies met the
needs of the various sections of the population and were based on medical data.
Governmental responsibility stemmed from two laws, one on foodstuffs and the other on health.
He considered that nutritional planning, hygienic food production and marketing were all
fields in which government health services had an important part to play.
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The study of nutrition was essential in pinpointing health problems, to which solutions
must be found through health education to change the population's habits. In Hungary, the
problems of primary health care, the care of mothers and children, and environmental hygiene
had been studied in relation to nutrition, and the necessary measures adopted. For instance,
iodized salt was supplied to combat goitre, and free vitamin D was provided to combat rickets
in pregnant women and infants. Recommendations on diet were issued.

He agreed with the approach to the provision of adequate food for the people proposed by
the Director -General. It was for governments to assume that responsibility, but it would
be useful to draw attention to the importance of training health and auxiliary health
personnel in nutritional problems, making the necessary medical examinations, integrating
medical activities into other government activities, and evaluating the health situation to
determine the degree of risk and the requisite measures.

While nutritional problems could be solved by national resources, it was important for
countries to pool their experience and ensure that it was transmitted to those who actually
applied it. WHO could play a leading role in that regard.

Mr STENSSON (Sweden) said that it had become increasingly clear that nutrition was one
of the major determinants of health. That had been reflected in resolution WHA30.51, which
urged governments and WHO to give higher priority to nutrition programmes. He therefore
welcomed the Director -General's report, which proposed a reorientation and strengthening of
WHO's nutrition programme.

Since nutritional considerations were especially important for the protection of
vulnerable groups such as mothers and children, he was pleased to see that the draft
resolution before the Committee contained a proposal to focus the programme on the prevention
of malnutrition in young children, with maximum utilization of locally available foods.

Within the framework of the programme there were areas where the knowledge was available
to undertake concrete and effective action. The fundamental problem was poverty in all its
forms; in the long run, poor sanitation, inadequate education, unemployment and low income
had to be overcome. However, measures with beneficial short -term effects should be

implemented wherever possible. Breast - feeding should be promoted not only by motivating

mothers, but also through measures to counteract unnecessary use of commercial infant
formulas, which, in addition to their health hazards, were expensive for both families and

nations.

There was a need to find solutions to nutritional problems by using existing resources
in local communities. Human breast milk was one such resource, and weaning food based on
locally available and acceptable crops should be developed where it did not already exist.
All efforts should be made to improve the nutritional status of mothers and hence their
ability to breast -feed their children. Mothers' milk should preferably be the infant's only
food up to the age of six months, and the basic food, supplemented by appropriate weaning
foods, for an additional three to six months. Prolonged breast - feeding was also useful for

its contraceptive effect.
Now that the data collected from WHO's initial studies were available, it was time to

encourage governments to institute action programmes to promote breast - feeding based on
positive action to inform and train health personnel in encouraging mothers to breast -feed
their infants. Action to counteract or restrict the marketing activities of baby -food
industries could be another important component of such a programme. Legislation to make

formulas or bottles available only on prescription and the introduction of stringent ethical
codes for the marketing of infant formulas were possible instruments in such a campaign.

The detailed formulation of the programme would be for WHO to decide. He assumed that
any activities would be closely coordinated with other programmes in the same area, especially
with organizations such as FAO and UNICEF. The new arrangement with the ACC Sub -committee
on Nutrition and the Advisory Group on Nutrition should be important in that regard.

His Government would continue to support WHO's programme in food and nutrition,
including the promotion of breast -feeding, and strongly endorsed the draft resolution in the
hope that it would form the basis for a comprehensive special programme in nutrition.

Dr HAN Hong Sop (Democratic People's Republic of Korea) said that to solve the
problem of nutrition, which was directly related to health protection, every country should
produce enough food for its population; the health sector should play its proper role in
that regard.

His Government had vigorously struggled to produce enough food since the early days of
the country's liberation, and it was now fully self -reliant in that respect. Moreover,
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the health sector was responsible for the rational scientific organization of nutrition, in
conformity with physiological features such as constitution, sex, age, and working and
living conditions.

Nutritionists working in scientific research institutions were studying all aspects of
their subject, including nutritional standards and food preparation and processing methods
in order to ensure that food met the people's tastes. More detailed family nutrition
guidance was given by family doctors. As a result, the health and physical strength of
the population was constantly being improved.

The health sector was also conducting research on prevention of disease due to nutrition.
His country produced enough good nutritious food to ensure that no illness arose from
nutritional deficiencies. Dietary prescriptions were laid down for pregnant women, children
and sick persons; their names were registered, their health was systematically controlled,
and any diseases due to malnutrition were thus obviated. Those measures had helped to
eradicate endemic goitre and other dietary diseases as well as seasonal avitaminosis in
children and pregnant women.

His delegation welcomed any positive measures that WHO could take in providing practical
cooperation to the developing countries in the field of food and nutrition policies and the
development of public health.

Professor AKKERMANN (German Democratic Republic) said that after the Second World War
nutrition problems in his country had been overcome by a target- oriented - but not profit -
oriented - agricultural, economic and social policy. Food consumption, the food situation
and the population's nutritional status were now continually analysed and evaluated so that
nutritional programmes could be improved. There was a uniform nutritional regime for
infants and young children with a full range of ready -made foods always available. As a

result of a comprehensive system of infant welfare and counselling for mothers, infant
mortality was only 1.3 %.

Decrees on communal feeding had been published for crèches, kindergartens, schools,
universities, factories, old people's homes, nursing homes, hospitals and sanatoria. Lists
of nutritious recipes were provided. Factory canteens were paid for by the factories' own
social funds, and there were State grants for low- priced baby and infant foods and for meals
at kindergartens and schools, for shift -workers, for for students the

elderly. For the further development of nutrition, educational propaganda had been worked
out as part of health propaganda.

A prerequisite for the system's efficiency was the sociopolitical situation of his
country, whose experience might be of interest to States of the same structure. Non -

socialist countries might use that experience by adopting governmental strategy or targets
as well as legislation, and by ensuring coordination between health establishments, the
food processing industry, trade, education and the information medía. Influence must be
exerted to produce high quality, hygienically sound, and inexpensive food. Customer infor-
mation must be based on sound nutritional knowledge, and nutritional quackery must be
prevented. Finally, nutrition in all communal feeding centres must be based on physio-
logical knowledge.

The basis of all developments in his country had been sound agricultural policy, dis-
tribution of land to the farmers, and, as a result of collectivization, up-to -date
agricultural production making it possible to supply the whole population with the necessary
nutritional elements.

He expressed his delegation's support for the Director -General's report.

Dr FETISOV (Union of Soviet Socialist Republics) said that his delegation had noted the
Director -General's report with great interest. Nutrition problems were of major

importance in all countries. The nutritional state of a population depended on a number of
socioeconomic factors, most of which were outside the competence of health services.
Nevertheless, those services must constantly be on the watch to see that their influence on
nutrition and food was felt, and to ensure that laws and standards of hygiene were complied
with.

Many Member States had encountered difficulties in developing and implementing such
standards and laws. At its sixty -first session, the Executive Board had rightly called
attention to the need to take the necessary steps to overcome those difficulties. Inter-

national assistance to national bodies tackling the problem, with WHO's participation,
could be very effective, and he expected good results from the new machinery set up within
the United Nations.
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Furthermore, attention should be drawn to the need to organize research and to keep a
check on the nutritional state of the population, bearing in mind the recommendations.of
the 1975 Joint FAO /UNICEF /WHO Expert Committee on Methodology of Nutritional Surveillance

(WHO Technical Report Series, No. 593). The results obtained in the nutrition programmes
of different countries should be compared and more rational measures to combat the problems
should be adopted. His delegation therefore supported the draft resolution before the
Committee. Finally, he asked the Secretariat whether it was satisfied with the measures
adopted to implement resolution WHA27.43.

Dr VALLADARES (Venezuela) supported the programme of activities set out in the
report, especially because of its practical orientation. He also supported the draft
resolution, but considered that it was incomplete, for although the title was "The role of
the health sector in the development of national and international food and nutrition
policies and plans ", there was no explanation of what that role might be. He therefore
suggested that the functions set out in paragraph 11 of the Director -General's report be
included as a new operative paragraph, as follows:

2. ENDORSES the definition of the functions of the health sector enumerated in the
above -mentioned report, viz:

(a) to stimulate and even initiate the development of the multisectoral
strategy required to solve nutritional problems;
(b) to assess the nature and magnitude of those problems and to identify the
population groups most exposed to risk which require special attention;
(c) to set norms and standards for nutritional requirements and for the types
of diet necessary to meet them, with utilization of available local products;
(d) to implement direct measures, through the health services, for the
prevention, treatment and rehabilitation of the different forms and degrees of

malnutrition;
(e) to organize programmes for food hygiene;
(f) to support activities in other sectors, particularly school feeding
programmes and nutrition education through mass media.

That amendment would be of great assistance to governments in defining the role of the
health sector in the multisectoral activity proposed.

Dr GUZMÁN (Chile) said that the Director -General's report was very complete. He

supported the draft resolution before the Committee because any advance in that regard
would be of immediate use in improving the health and prospects of the peoples of the
various countries.

His own country was at present investing US$ 55 million a year in a supplementary food
programme directed at pregnant women, nursing mothers and infants, as well as children of
pre -school and school age. That was in addition to the budget of the National Council for
Nutrition, which was carrying out nutritional research as a result of which a number of
locally produced food products had been placed on the market.

He proposed that the beginning of operative paragraph 2 of the draft resolution be
amended to read as follows:

"2. RECOMMENDS Member States to give the highest priority to prevention of malnutrition
in pregnant and lactating women, infants and young children by stimulating the per-

manent multisectoral coordination of nutrition policies and programmes in such a way
as . . ."

(For continuation, see summary record of the fourteenth meeting, section 3.)

The meeting rose at 17h30.
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Monday, 22 May 1978, at 9h30

Chairman: Mr M. K. ANWAR (Bangladesh)

HEALTH CONDITIONS OF THE ARAB POPULATION IN THE OCCUPIED ARAB Agenda, 3.10

TERRITORIES, INCLUDING PALESTINE

The CHAIRMAN reviewed the documents before the Committee concerning item 3.10 and asked

the Director -General to give his report.

The DIRECTOR - GENERAL said that in the framework of resolution WHA30.37, and in particular

of operative paragraph 7, as well as in the light of previous Health Assembly resolutions on
the same subject and Economic and Social Council Resolution 2100 concerning assistance to the
Palestinian people, he had taken measures to carry out the mandate entrusted to him in three

different ways. First, he had begun to implement a programme of assistance consisting of
furnishing health supplies and equipment for the benefit of the Palestinian population. He

also referred in that respect to the medicaments and dressings provided during recent events
in Lebanon. Second, he had arranged to finance part of the cost of a poliomyelitis vaccina-
tion control project for the local population in the occupied territories and would in the
near future help to organize a course to train local personnel employed in the hospitals in
these territories. Third, he recalled that a fellowship programme had been introduced to
strengthen the knowledge of local personnel responsible for providing care to the Palestinian
population; several fellows were already following courses in the United Kingdom. The

programme would be continued and intensified in 1978.

The CHAIRMAN then invited the Director of Health of UNRWA to introduce his abbreviated
annual report for 1977.

Dr PUYET (Director of Health, United Nations Relief and Works Agency for Palestine
Refugees in the Near East) thanked WHO for its continuing interest in the health problems of
the Palestine refugees and for the close collaboration and firm support provided to UNRWA by

the Director -General.

He recalled that in December 1977 the Special Political Committee of the General Assembly
had supported the extension of UNRWA's mandate until May 1981 so that it could maintain its
aid to the Palestine refugees while a satisfactory solution to their problems was sought.
That in itself was undeniable moral support for UNRWA, but its financial difficulties remained
undiminished. For example, of the US$ 139.8 million needed to cover the cost of UNRWA's aid
programme only US$ 113.7 million had been pledged by governments and nongovernmental
organizations. Faced with a budgetary deficit of US$ 26.1 million, UNRWA had been forced to
reduce by one -third its flour ration for 831 000 refugees and to identify other budgeted
activities which could not be effected without additional funds. Besides the deficit of
US$ 26 million, leading to a reduction of the regular programme, the Agency also needed
US$ 3.6 million for the rehousing of refugees who had lost their homes during the civil war in
Lebanon in 1975 -76. On the other hand, the emergency relief organized by the Agency for the
refugees recently displaced from southern Lebanon following the Israeli invasion had already
been covered by special contributions.

The health services of UNRWA were considered essential and had not suffered from the
financial instability of the Agency; they had been kept at the same level as during previous

years. It had even been possible to carry out modest projects, such as the complete renovation
cf the health centre of Khan Younis in Gaza and the establishment of three new dental clinics,

'two in Jordan and one in the Syrian Arab Republic, of a central laboratory at Amman and
of four new nutritional rehabilitation clinics on the West Bank. However, the Agency's

-646-
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efforts continued to be concentrated on preventive and promotional activities, such as close
surveillance of communicable diseases followed by the rapid application of appropriate control
measures and an increasingly popular programme of maternal and child protection with easily
accessible services. Thanks to an extended programme of vaccination over the last two decades,
the frequency of immunizable communicable diseases had been greatly reduced, but intestinal and

associated nutritional disorders continued to take a heavy toll of infants and small children.
The Agency was at present directing its efforts towards the rational and early prevention and
treatment of diarrhoeal illness and malnutrition. A network of 21 nutritional rehabilitation

centres had been set up. The maternal and child care centres had organized special consulta-

tions where all children suffering from diarrhoea and malnutrition were seen by appointment
and subjected to detailed examination while the mother was questioned about family, medical
or dietary factors that might have caused the condition. Sanitation remained one of the

Agency's chief concerns. Important government projects for urban water supply and sewerage
were being carried out, to the greater benefit of the refugee camps located in the municipali-

ties concerned. Through the active participation of camp communities numerous other smaller -
scale projects had been carried out for the improvement of drinking -water supplies, the
installation of sewers, the construction of drainage canals, and the paving of streets. The

living conditions of the refugees in the camps were thus progressively improving.
The situation in southern Lebanon required some comment. After the Israeli invasion in

March 1978, some 50 000 refugees receiving relief from UNRWA left the area of Tyre, 3000 left
the camp of Ein El Hiweh, 4000 the camp of Nabatieh and 10 000 the village of Damour. About
35 000 of these had been temporarily rehoused at Saida, more than 15 000 at Beirut, and the
remainder in villages between Saida and Beirut, in the Baquaa valley, and even in Tripoli. An
emergency relief programme had immediately been set up at Beirut and Saida for the distribution

of mattresses, blankets, powdered milk and tinned foods. Medical services had been reorganized
and three mobile units had been created to provide first aid to newly displaced refugees and
booster vaccinations against enteric fever and poliomyelitis. Many refugees had been
rehoused in UNRWA schools, where they were assured of drinking -water and sanitary facilities.

About 70% of the refugees were thought to have returned to their usual places of abode by the
end of April. On their return they continued to receive emergency food rations, thanks to an
additional contribution in kind received from the Commission of European Communities. The

losses and damage suffered by UNRWA installations and refugee shelters in the Tyre and Saida
areas were being assessed; a preliminary estimate of US$ 400 000 had been made.

He thanked the Governments of the host countries for their generous assistance and for
making their hospital services and public health laboratories available to the Palestine

refugees. Valuable assistance was also being given in the treatment of emergency surgical
cases by the hospitals of the Palestinian Red Crescent. Many governments and nongovernmental
organizations had also contributed to UNRWA's health programme in the form of personnel,
equipment, medical supplies, layettes, food and money to meet the operational costs of some
clinics, maternal and child health centres and nutritional rehabilitation. The cost of the
supplementary food programme was being borne entirely by the Commission of European Communities.

Dr WADE (Chairman, Special Committee of Experts) said that for the first time the Special
Committee of Experts set up to study the health conditions of the inhabitanms of the occupied
territories had been able to visit those territories in accordance with its terms of reference.
On behalf of the Committee, he wished to express his gratitude to the Director- General and his
staff as well as to the Israeli authorities for the facilities afforded to the Committee.

Taking objectivity and effectiveness as imperative requirements, the members of the
Special Committee of Experts had concentrated on essentials, eschewing details that did not

materially contribute to their information. Their report on the situation had not been

presented along classical medical lines, for various reasons. The Committee had not wished
to restrict its field and had based itself on WHO's definition of health as a "state of
complete physical, mental and social well- being ". He recalled the remark of one delegate

that the time had passed when health was to be regarded purely in its medical aspects; it was

henceforth unthinkable to speak of health without including its social component. It was in

that spirit that the Committee had conducted its study of the medical and health services
provided to the Arab populations in the occupied territories. It had visited the services

and gathered all available information; it had also assumed the duty of investigating the
administrative services whose action was directly linked to the development of the health

services. He stressed that the sources of information had been numerous, various and often
contradictory, and he hoped that the report would make a positive contribution to the improve-

ment of the health services in the occupied territories.



648 THIRTY -FIRST WORLD HEALTH ASSEMBLY, PART II

As its Chairman, he considered that the Special Committee had fulfilled its mandate and
hoped that the Health Assembly would take into account the recommendations contained in the
report, which were made only in the interest of public health.

Dr BAHRAWI (Indonesia) thanked the Health Assembly for having selected Indonesia as one
of the members of the Special Committee, and expressed gratitude to the Committee's Chairman

for his leadership. His delegation also noted with thanks that the Israeli Government and
local authorities had extended their cooperation to the Special Committee.

Dr SHAMSUL HASAN (Pakistan) introduced the following draft resolution on behalf of the
delegations of Algeria, Angola, Bahrain, Comoros, Congo, Cuba, Democratic People's Republic

of Korea, Egypt, Gambia, German Democratic Republic, Iraq, Jordan, Kenya, Kuwait, Lesotho,
Madagascar, Malta, Mauritania, Morocco, Oman, Pakistan, Qatar, Saudi Arabia, Somalia, Sudan,
Syrian Arab Republic, Tunisia, and Yugoslavia:

The Thirty -first World Health Assembly,

Recalling resolution WHA30.37, adopted on 18 May 1977, and previous resolutions
concerning health conditions of refugees and displaced persons, and relevant resolutions
adopted by the United Nations General Assembly and the Commission on Human Rights;

Acting in accordance with the United Nations Charter, the Universal Declaration of
Human Rights and other international instruments;

Pursuant to the provisions of the Geneva conventions, and in particular the Fourth
Geneva Convention Relative to the Protection of Civilian Persons in Time of War, of
12 August 1949;

Taking note of the principles set forth in the Constitution of the World Health
Organization, particularly the principle that the health of all peoples is fundamental to
the attainment of peace and security, and aware of its responsibility for ensuring proper
health conditions for all peoples, particularly those peoples suffering from exceptional
situations, especially foreign occupation and settler colonialism;

Having considered the Report of the Special Committee of Experts appointed to study
the health conditions of the inhabitants of the occupied territories in the Middle East,
including Palestine;

Bearing in mind that the Special Committee of Experts was unable to fully determine
the health conditions of the inhabitants of those territories due to the brevity of its
visit to the region and to the lack of statistics and data on the services available there;

Convinced that the occupation of territories by force gravely affects the health,
social, psychological, mental and physical conditions of the population under occupation
and that this can be only rectified by the complete and immediate termination of the

occupation;

I

DECIDES:

(1) to express its thanks to the Special Committee of Experts for its efforts at this
stage;

(2) that the Committee continue its task as defined by resolution WHA26.56 by virtue
of which it was established and subsequent resolutions and pursue its study of the
health conditions of the Arab inhabitants of the occupied Arab territories;

II

Taking note of the report of the Director -General on health assistance to refugees
and displaced persons of the Arab population in the occupied territories, including
Palestine;

1. EXPRESSES its appreciation of the efforts of the Director -General for the
implementation of resolution WHA30.37, and requests that he continue his collaboration
with the Palestine Liberation Organization in providing all necessary assistance to the
Palestine people;

2. REQUESTS the Director - General to continue to provide the necessary funds to improve
the health conditions of the Arab population in the occupied Arab territories, and to
ensure the disbursement of the aforementioned funds under the direct supervision of the
World Health Organization, through its representatives in the occupied Arab territories;
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3. CALLS UPON the Director -General of the World Health Organization to exert all

efforts in order to improve the health conditions of the Arab inhabitants in the
occupied Arab territories, including Palestine, in accordance with the findings of the
Special Committee of Experts and its recommendations, that he make use of voluntary
contributions from governments, governmental and nongovernmental organizations and
individuals for this purpose, and that he seek assistance in this respect from Arab
organizations working in this field inside the occupied Arab territories without any
intervention by the occupying authorities;

III

1. EXPRESSES its deep concern at the poor health and psychological conditions suffered
by the inhabitants of the occupied Arab territories;

2. CONDEMNS the inhuman practices to which Arab prisoners and detainees are subjected
in Israeli prisons, resulting in the deterioration of their health, psychological and
mental conditions;

3. CONDEMNS Israel for its refusal to implement World Health Assembly resolutions
calling upon it to allow refugees and displaced persons to return to their homes;

4. CONDEMNS Israel for its refusal to apply the Fourth Geneva Convention Relative to
the Protection of Civilian Persons in Time of War of 12 August 1949;

5. CALLS UPON Israel to desist forthwith from the establishment of settlements in the
occupied Arab territories and from requisitioning and confiscating Arab lands for the
establishment of these settlements, as the establishment of these settlements deprives
the inhabitants of the occupied territories of their rights to their land and property
and the enjoyment of their natural resources, thereby affecting the health, psychological
and social conditions of those inhabitants;

6. CONSIDERS that the persistence of Israeli occupying authorities in their arbitrary
practices affecting the physical, social and psychological health conditions of the Arab
inhabitants, changing the structure of the occupied Arab territories is a matter that
necessitates Member States to consider the application of the measures stipulated in
the Constitution of the World Health Organization;

IV

Denouncing the military Order 745 of 4 January 1978 issued by the Israeli Military
Commander of the West Bank Zone, concerning the practising and the licensing of medical
and health professions in the West Bank of the occupied Arab territories, thus further
changing the legal structure of the institutions of the occupied territories, in
particular;

(a) granting, withholding or withdrawing licences, contrary to existing and
accepted professional rules;
(b) forcing the migration of Arab medical and health personnel, and imposing
restrictive conditions on the inhabitants as regards the practice of the medical
and health professions;

CALLS UPON Israel to desist forthwith from changing the legal status of medical
and health professions in the occupied Arab territories, and to immediately nullify the
aforementioned military Order and any other similar orders.

He stressed that the draft resolution was motivated only by the feeling of sympathy and
humane concern natural to mankind. It had no political motive or strings attached. Only
a week ago the Health Assembly had expressed concern and anguish over the situation in the
newly independent and emerging States in Africa and indignation at the recent events in
Lebanon which had caused destruction of human life and property, and it had unanimously
adopted resolutions giving vent to those feelings. The present draft resolution was tabled
in the same spirit with regard to the health conditions of the Arab populations in the
occupied Arab territories including Palestine, taking into account the report of the Special
Committee of Experts. Even though that report was preliminary, as evidenced by the sixth
preambular paragraph, it revealed that health conditions were unsatisfactory. Even after
ten years the health infrastructure had not improved; maternal and child health services were
poor; prisons were overcrowded and insanitary; Red Crescent activities were not free and
unfettered, health staff salaries were scanty, causing a gradual erosion of health manpower in
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the area. The Special Committee had observed that military occupation tended to inhibit
health and social development and that the health problems of the occupied territories could
be solved only to the extent that the political problems could be solved. The draft
resolution, taking into account the report of the Special Committee, the report of the
Director -General, the previous resolutions of the Assembly, the Universal Declaration of
Human Rights and the Fourth Geneva Convention, had two main objectives: the continuation of
the study of the health conditions of the populations in the occupied territories until a
comprehensive final report was prepared, and the continuation of the Director- General's
efforts for the provision of health assistance by tapping all resources, governmental and
nongovernmental, and seeing through their proper utilization without let or hindrance. The
draft resolution also called attention to a military order which the sponsors felt was an
attempt further to inhibit the growth and development of health care facilities in the area;
it therefore called for its immediate withdrawal. He hoped that the Health Assembly would
endorse the resolution unanimously.

Dr AL LABADI(Palestine Liberation Organization), speaking at the invitation of the
CHAIRMAN, said that he felt obliged to answer the report of the Zionist occupying authorities
because of their falsification of facts. They were now Calling the occupied West Bank
territories by the names Judaea and Samaria, thereby stressing the policy of colonial
annexation and ignoring all international laws and decisions. The occupying authorities
gave the impression that the health services on the West Bank and in the Gaza Strip had been
extended and improved; the report of the Special Committee of Experts stated the opposite.
The occupying authorities' report gave the impression that there had been an increase of
50 -55% in the budget of the health services in Israeli pounds. The report should have
mentioned the devaluation of the Israeli pound, which had reached 92 %. Estimated in Israeli
pounds the budget would, indeed, show an increase, but in US dollars there had been a
reduction; in dollar terms the 1978 budget was 12% lower than the 1977 budget. The report
of the occupying authorities had mentioned that some Arab inhabitants were treated in Israeli
hospitals, but they had cut one -third of the budget of the health services meant to cover the
cost for the occupied territories and handed it over to the Israeli hospitals. Treatment in
those hospitals was given under special conditions and was not available to all; it was not

but quite expensive. That fact underlined the deficiencies in the specialized
services in the occupied territories. The "medical boundaries" alluded to by the Zionist
authorities in reference to the health structure in the occupied territories and the medical
assistance given to southern Lebanon were undoubtedly part of the policy of occupying
southern Lebanon and massacring civilians with fragmentation bombs. The average rate of
occupancy of hospital beds was quite low and indicated a lowering of the standard of living.
The change -over to paid hospital treatment from the free treatment before 1967 caused a
financial strain on patients and obliged them to go to voluntary or private hospitals because
of their lower cost and, in some cases, free treatment. However, the services in those
hospitals were quite limited and the occupying authorities blocked their expansion. Those
centres had been established before 1976; in fact, the number of hospitals, clinics and
health units was now lower than in 1967. Four hospitals on the West Bank had been closed:
Sheikh Jarrah Hospital (Jerusalem) the Ramallah and Nablus Field Hospitals and the Al -Zuhur
Field Hospital in Gaza. The Central Laboratory in Jerusalem had also been closed down.

The new surgical hospital in Rafidiya, Nablus, had been established and equipped in 1967 but
the occupying authorities had delayed its opening until 1976; only two of six storeys were
being used. With regard to the field clinic in Ramallah, its medical equipment (X -ray,
blood bank, renal dialysis) had been provided by the people themselves. The working conditions
in the Central Blood Bank in Jerusalem had been described as unsatisfactory. The occupied
territories were experiencing severe deficiencies with regard to the categories of medical
staff, according to the Special Committee's report; that was the result of the tyrannical
practices of the occupying authorities. For example, doctors and other technical personnel
were prevented from returning to the occupied territories and rejoining their families.

Continuous financial distress was being caused by low salaries, the rise in living costs, and
the dismissal and arrest of technical and medical staff. All the health administration in
the area was directly under the Military Governor. Recently military Order No. 745 had
been issued by the Israeli army, giving the Military Governor the authority to grant or
revoke licences for medical practice at any time. That order would certainly increase the
existing deficiency in skilled medical personnel; it defied international laws and medical
ethics. No specialization existed in the occupied territories in public health, laboratory
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analysis, X -ray technology, pathology, physiotherapy, radiotherapy, neurosurgery, vascular
surgery, paediatrics, skin -grafting, venereal and skin diseases, anaesthesiology, or urology.
The Special Committee's report brought out that there was no integration between curative and
preventive services and no epidemiological or statistical studies or methodology for medical
registration. The report also stated that poliomyelitis, malnutrition and diarrhoea were
causing major health problems. With regard to psychological and mental care, the Zionist
occupation had created second -class citizens; punishment and persecution of refugees increased
the psychological suffering of the Arab inhabitants. The solution of the health problems of
the inhabitants would not be found except by solving the main problem: the occupation.
WHO's motto - "Health for all by the year 2000" - could not be implemented except by meeting
the just demands of the Palestinian nation to work out its destiny on its own land. He asked
the delegates to support the draft resolution in the hope it would help alleviate some of the
health problems.

Mr EL- SHAFEI (Egypt) recalled that since the inclusion of the item under discussion in
the Health Assembly's agenda the Arab delegations as well as the Palestine Liberation
Organization had provided the Health Assembly with information on the relevant conditions of
the Arabs in the occupied territories. As recently as 7 April 1978 he had delivered to the
Chairman of the Special Committee a compilation of information covering everything going on in
the occupied Arab territories with regard to health: shortage of hospitals, clinics, personnel
and medicaments; inoperative blood banks, and insufficiencies of all sorts in the health
services. Formerly, when such information had been provided, the Israeli ocuupying power had
challenged it, describing it as unfounded and distorted, and saying that the Arab delegations
wished to use WHO for political ends. This year there could be only one version concerning
the occupied territories, that in the findings and recommendations of the Health Assembly's
Special Committee of Experts.

He called attention to some of the salient points of the report. The infrastructure had

not developed significantly; technical equipment needed renovation; there were shortages in
drugs and equipment in clinics; there was no health manpower plan for the various categories

of staff; there were shortages of paramedical staff and a lack of job security and
opportunities for training and specialization. He recalled the lack of overall integration,
of curative and preventive services, the infrequency of doctors' visits, and the absence of
epidemiological and statistical studies in mental health. With regard to administrative
aspects, he noted the absence of planning at the local level, the discrepancy between salaries
of Arab and Israeli doctors, and the lack of any encouragement for personnel to remain in the
occupied territories. He drew attention to the fact that a number of health workers
registered in the territories were not allowed to be joined permanently by their families
unless they, too, were registered inhabitants, and then only for a limited period. Lack of

job security also contributed to constant instability. He stressed the overcrowding and ill -
treatment in prisons and the distressed state of prisoners with long sentences. The Israeli
authorities did not permit the Palestinian Red Crescent to receive drugs from outside sources;
it could not buy drugs at reduced prices on the same basis as official health institutions.
The report of the Special Committee was the only authentic version of what was happening in

the occupied territories; however, it was difficult for him to thank the occupying power for
allowing the Committee to enter the territories because he did not recognize the occupation.

He emphasized two important issues in the draft resolution. First, the Special Committee
should monitor the situation in the occupied territories as long as the occupation continued.
The Health Assembly had the duty to look after the inhabitants of those territories and the
Committee's mandate should be renewed on exactly the same lines. Second, although he was

grateful for resources already allocated, the need was greater than budgetary funds could meet.
Therefore, since so many governments and nongovernmental organizations wished to help, the
door should be left open for them to channel money through WHO. He stressed the need for
renovating existing buildings and opening additional rural clinics, for furnishing appropriate
equipment, for strengthening the control of tuberculosis in central Sinai, and for full
integration of preventive and curative activities and training of workers at all levels.

Dr KARADSHEH (Jordan) stressed the close cooperation between UNRWA and the Jordanian
Ministry of Health to provide necessary assistance to Palestinian refugees. Ever since
Israel had imposed its existence by force, the Middle East had become the theatre of
consecutive wars triggered by Israel, each leaving in its wake a new wave of refugees and
displaced persons evicted from their homes. That perfidious aggression by Israel against the



652 THIRTY -FIRST WORLD HEALTH ASSEMBLY, PART II

Arab territories had had a negative effect on the psychological and mental health of the
populations of the occupied territories. The statistics submitted by Israel concerning the
extension of health services were fallacious, since an occupying administrative power could not
possibly help the populations; it could only kill, torture and imprison. Countries that had
suffered from occupation during the Second World War knew what occupation meant. Israel was

moving towards the establishment of settlements and colonies, towards the transformation of
laws which completely defied international legal provisions and the Geneva Conventions. The

most recent arbitrary practice was military Order No. 745 of 4 January 1978 issued by the
Israeli West Bank Area Commander, which cancelled the previous Jordanian law; Law 43 of 1966.
That order enabled the Military Commander to cancel all medical licences and change all the
prevailing statutes concerning the medical profession in the occupied territories. It would

make the health situation of the medical and health personnel in the occupied territories
even worse than it was at present and would lead to a brain -drain; it would also impede
and prevent the return of those who wished to come back and work in their homeland. That was

in conformity with Israel's aims regarding the evacuation of occupied territories. He

appealed to WHO to spare no effort to have military Order No. 745 cancelled, and he appealed
to all delegates to support the draft resolution.

Professor SPIES (German Democratic Republic) thanked the Special Committee of Experts
for its very useful work, done under difficult conditions, and heartily endorsed the moving
appeal made by the delegate of Pakistan. His delegation was cosponsoring the draft
resolution because of its deep sympathy with the Arab population in the occupied territories
and its concern for the rights of the medical staff of that population. The Constitution
of WHO and numerous resolutions of the Health Assembly emphasized the close connexion between
health and peace, security, social justice and peaceful cooperation.

His Government believed that the Middle East was one of the most dangerous sources of
tension in the world. In its view, that conflict must be ended if a just and durable peace
were to be achieved. Key issues in the solution were the retreat of Israeli troops from
all Arab territories occupied in 1967; the recognition of the national rights of the Arab
people of Palestine to self -determination and a State of their own; and a guarantee of the
right of all States in the Middle East to independence and security. Measures to stop the
arms race could also be taken once the causes of the conflict were eliminated.

All parties involved must take part in settling the conflict, including the Palestine
Liberation Organization, recognized as the legitimate representative of the Arab people by the
United Nations.

Dr HASSOUN (Iraq), speaking for one of the delegations sponsoring the draft resolution
which was highly humanitarian in intent, said that the excellent report by the Special
Committee of Experts made it clear that the health situation in the occupied territories did
not correspond to WHO's concept of health. The mental as well as social health situation in

those territories was far from meeting minimum standards, particularly in prisons, where the
population was subjected to arbitrary and inhumane practices. The Arab population in the
occupied territories was suffering from persecution, torture, expulsion, deportation, and
measures of vengeance because of Zionist practices. Those methods were reminiscent of
Hitlerian times. His delegation was convinced that all peace - loving countries would respond
to the appeal by the Arab populations in occupied territories and would support the draft
resolution.

Dr WANG Lien -sheng (China) supported the draft resolution. His delegation, having
attentively read the report of the Special Committee, was indignant at the policies of Israel
in forcibly occupying Arab and Palestinian territories and at its brutal atrocities, which
worsened the health of the Arab and Palestinian people in those areas. The Chinese delegation
maintained that it was the connivance and support of the two superpowers that made Israel so
defiant of the international community. The crux of the Middle Eastern question was Israeli
aggression and rivalry for supremacy between the two superpowers. The Chinese Government con-
tinued to support the Palestinian and Arab people in their just struggle for restoration of
their national rights in the occupied territories and in their struggle against hegemonism and
Zionism.

His delegation endorsed the condemnation of Israel, and fully agreed that further health
assistance should be given to the inhabitants of the occupied Arab territories.

Mr NAIDENOV (Bulgaria) said that his delegation was deeply concerned by the report of
the Special Committee of Experts. The fact that Israel had deferred for almost a year the
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request of the Special Committee to allow it to visit the occupied territories proved the
reluctance of Israel to show the world what was going on there. The representatives of the
Palestine Liberation Organization and Jordan had spoken in detail on that aspect. The
observations of the Special Committee - that there was discrimination in the territories,
with Arab doctors being paid half as much as their Israeli counterparts - showed that Israel
was forgetting the lessons of recent history. His delegation was particularly concerned
with the part of the report dealing with conditions in prisons. It supported all the
recommendations and comments made by the Special Committee, and urged delegations to appeal
to their people and governments to strive to end the continued occupation of Arab territories,

the prime cause of the present tragedy. Medicaments and assistance could alleviate the
situation but could not eliminate the cause of the suffering of helpless people, including
women and children.

His delegation joined in the condemnation of Israel for its refusal to recognize legally
binding international decisions. It fully supported the draft resolution, although it was
but one more of a series on the subject, and would like to be a cosponsor.

Mr SOKOLOV (Union of Soviet Socialist Republics) thanked the Director -General and the
Special Committee of Experts for the work done and documentation prepared on a complex
matter.

His delegation would like to recall briefly the main points of its position concerning
the Middle Eastern situation. The health problem of the Arab population in the occupied
territories was an integral part of a general political problem caused by Israeli aggression
against the Arab States. The solution lay in a comprehensive political settlement of the
Middle Eastern conflict on the basis of the inadmissibility of acquiring territory by war,
the right of all States of the area to independence and security with reliable international
guarantees and protection of the inalienable national rights of the Arab people of Palestine,
including their right to self -determination and the establishment of their own State.

At the same time the Israeli forces must withdraw from all occupied Arab territories,
the state of war must be brought to an end and peaceful relations must be established between
the conflicting parties. All States must accept mutual responsibility for respecting each
other's sovereignty, territorial integrity and political independence and agree to solve all
international disputes by peaceful means.

His delegation considered that a just and lasting peace could only be achieved through
the Geneva Peace Conference, with full participation of all those directly involved in the
conflict, including the Palestine Liberation Organization.

He drew attention to the conclusion of the Special Committee of Experts, namely, that
the health problems of the occupied territories could be solved only to the extent that the
political problem could be solved, and that it was only through such a solution that peace
and security could be ensured for all the peoples of the region.

His delegation would vote in favour of the draft resolution.

Mr NGUYEN VAN TRONG (Viet Nam) congratulated the Special Committee of Experts on its
report and endorsed the draft resolution before the Committee.

Dr HAN Hong Sop (Democratic People's Republic of Korea) thanked the Director - General
for the work in implementing the relevant Health Assembly resolutions. The measures taken
by WHO to protect the life and health of the Arab population of the occupied territories
which, because of Israeli aggression, was denied medical services and lived in hunger,
poverty and sickness at risk of their lives, were justified by the Organization's mission to
ensure the health of mankind at the highest level, and met the wishes of all who desired a
just solution of the Middle Eastern question. However, it had proved impossible to carry
out many measures because of the expansionist policy of the Israeli aggressors with
imperialist backing. The occupying authorities were continuing to hamper WHO's work and
to intensify their criminal action against the Arab and Palestinian peoples. Moreover, the
people of southern Lebanon were suffering from hunger and sickness because of the after-
effects of the recent Israeli aggression, when the independence, sovereignty and territorial
integrity of the Lebanese people had been trampled underfoot. In order to protect the life
and health of the Arab and Palestinian populations in the occupied territories, the Israeli
occupying authorities must withdraw from all those territories, and the national rights of
the Palestinian people should be restored. The people of Korea would continue to support
the just struggle of the Palestine people for that country's complete liberation, and the
struggle of the Arab people to retake the occupied territories.
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His delegation believed that WHO should introduce more practical measures to supply
medical assistance to the populations of the occupied territories and urged the adoption of

the draft resolution.

Professor MENCZEL (Israel) thanked the Chairman of the Special Committee of Experts and
the Indonesian delegate for having mentioned Israel's cooperation with the Special Committee.
The Israeli authorities had done everything they could to enable the Special Committee to
visit the territories under Israel administration.

The draft resolution was a political statement, not a health statement, and it was not
supported by facts. Indeed, it made statements which were the opposite of the truth. The

draft resolution used distorted allegations regarding health conditions to divert the present
Committee from its real purposes. His delegation therefore opposed the resolution.

Some of the information given earlier in the meeting was also distorted. The number of
beds and departments in the administered territories was completely satisfactory; certainly
patients were sent to Israeli hospitals for some specialized services. Blood banks had
been opened in all hospitals where surgery was performed. As far as nephrology was concerned,
three dialysis units - at Ramallah, Nablus and Gaza - had been opened in recent years. Open -

heart surgery was not performed in the territories, but vascular surgery was carried out at
Ramallah.

South Sinai had a Bedouin population of 8000 which did not justify opening a hospital.
Patients were transferred by ambulance or aircraft to one of the nearest hospitals. There
was no need of additional beds for tuberculosis patients, or for additional psychiatric
beds. The authorities had, however, discussed transferring beds from Bethlehem to the Gaza
Strip, to provide facilities for the population there.

The World Health Organization must steer itself away from political involvement if it
wished to focus on the advancement of health. The credibility and integrity of WHO were
undermined by resolutions of the kind now proposed.

The draft resolution stated that the Special Committee of Experts had been unable to
complete its task to determine fully the health conditions of the people of Judaea -Samaria
and Gaza -Sinai, but the recent visit of the Special Committee was its second within two
years, the Secretary of the Special Committee had visited Israel more than five times, and
there was no reason why the Special Committee could not have used expert WHO staff to expand
its visits and examinations if it had so desired. It could also have compared the situation
today with that prevailing two years ago for it would have been able to report significant
progress in the development of health services in the areas in question. Moreover, the
statement in the resolution that statistical information was lacking was not supported by the
Special Committee's statements. The report did not even attempt to deal quantitatively
with health services or health status in the territories.

The time had come to depoliticize the issue and to refer to the Director- General and
the Secretariat for a professional follow -up without unsubstantiated charges on political
polemics. His delegation would welcome professional visits to take a realistic and honest
look at the health situation and to offer professional advice on evaluation and the further
steps needed to develop the services. Such evaluations, especially as regards mental health,
were difficult and complex and had in fact been the subject of lengthy discussion in
Committee A, following which the matter had been referred to the Director -General for further
definition.

The draft resolution called for direct funding by WHO for Arab organizations in the
territories. His Government had no objection to financial contributions to the tasks of
upgrading hospital, ambulatory care and preventive health services for the benefit of the
people of the territories, but insisted that it be channelled through the responsible
authorities, in accordance with the Constitution and practices of the Organization.

There was absolutely no evidence to substantiate the concern expressed in Part III of
the draft resolution regarding the health status and psychological condition of the people
of the areas. The Special Committee itself in its 1976 report on conditions there had
concluded that curative and prophylactic assistance had improved thanks to the slow but
steady progress achieved, that morbidity due to communicable diseases had decreased, and
that both medical care and the infrastructure had improved. There had been critical comments
and some constructive suggestions in that report. Subsequently, the representative of a
major, impartial international health organization had visited the territories and concluded
that the health of the population in general was good, that the infrastructure was well
established and that there had been real progress since his previous visit the year before.
That visitor had also made some useful suggestions, some of which had already been implemented.
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Even the recent report of the Special Committee acknowledged that there had been
development of the health services of the territories. Indeed, much effort had gone into
developing those services in Judaea -Samaria and Gaza- Sinai. To evaluate progress the
present and the former health status of the population must be compared.

For example, communicable diseases had declined: childhood infectious diseases and

tuberculosis had been much reduced; poliomyelitis was close to elimination; there was very
extensive childhood immunization coverage; and there had been no cholera in Gaza in 1977
and only 3 cases in the West Bank despite a major epidemic in the Middle East. The public
health infrastructure had developed rapidly: all urban centres had safe water and home
water distribution systems; 150 West Bank villages had been provided with central chlorinated
water sources in recent years; new or renovated sewerage systems had been or were being
installed in all urban centres; Jenin's sewage treatment plant had been completed in 1974,
Ramallah's would be operational in 1978, and Nablus's was at an advanced stage of planning;
and municipal garbage collection and disposal functioned well. Personal preventive services
had expanded widely; in Gaza -Northern Sinai combined preventive and curative health centres
providing an extensive range of services were accessible to all the population without
distinction; in Central- Southern Sinai, fixed and mobile health centres provided maternal and
child preventive and curative services to the Bedouin population; on the West Bank, there
were now 8 urban and 26 rural maternal and child health centres, staffed by 41 registered
nurses, 33 midwives, 39 practical nurses and 154 aides, and integrated health centres had
also been opened in a number of locations; hospitalized deliveries had increased from
virtually zero to more than one -third of all births; and infant mortality had declined in
the West Bank from over 100 to less than 30 per 1000 livebirths, and in Gaza -Northern Sinai
from over 150 to less than 50 per 1000, in spite of continuation of the traditionally extremely
high fertility rates.

Hospital services had changed dramatically through overhaul, renovation and re- equipment
of the rudimentary hospitals which had existed on the West Bank and Gaza prior to 1967: the
new Rafidiya hospital in Nablus had opened in 1976, and new services for paediatrics, renal
dialysis, orthopaedics, obstetrics and gynaecology, and surgery had been added in that town
since 1970; the medical staff had increased from 7 in 1966 to 26 in 1978; the Beit Jallah
hospital, which had provided only surgery up to 1970 had since added internal medicine,
gastroenterology and orthopaedics, would soon add obstetrics and gynaecology, physiotherapy
and a new outpatient department, and had recently started an oncology service in association
with Asaf Harofe hospital in Israel; finally, the Shiffa hospital and the Nasser Children's
hospital in Gaza had been so thoroughly upgraded as to admit of no comparison with their
former state. Health manpower had more than doubled since 1966: training programmes in
Judaea -Samaria and Gaza had begun to produce well -qualified nurses, midwives and technicians;

West Bank physicians were taking specialty training in many disciplines; and the Gaza Medical
Bulletin, together with in- hospital and associated teaching hospital case -conferences and
short courses, provided professional stimulus to the medical staff.

The recently launched voluntary health insurance plans would extend prepayment to more
and more of the population of the territories for medical, hospital and prescription drug
services, as preventive and primary health care services were extended to the whole of the
population. He would not pretend that all problems had been solved, but it should be clear
to all health professionals who wished to be fair that real progress had been made.

The draft resolution referred to the psychological stresses of the situation. Life in

the Middle East had for many years been filled with stress and warfare and the constant
threat to its nation had been a great strain on the people of Israel as well. His

Government, with others, hoped that true peace would reduce those stresses to the normal
patterns of life everywhere.

The resolution also referred to the state of well -being of prisoners. The Special
Committee had visited Ashkelon prison and noted some overcrowding, with 485 prisoners in space
designed for 400; however, the Special Committee had made no reference to malnutrition and
had commented favourably on the health facilities available to prisoners. Moreover, the
prisoners were visited regularly by the International Committee of the Red Cross, which had
never complained of their being underfed. Their state of health and nutrition was good. The
question whether prisoners should or should not be required to work was a subject on which he
would not comment.

Finally, the resolution denounced military Order No. 745 as a measure to drive doctors
out of the West Bank. Just the opposite was true: that regulation, under Jordanian public
health law, had not been put into effect yet, but was intended to provide a system of licensing
for the increasing number of nurses and paramedical personnel graduating from training
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programmes in the West Bank and to cope with the increasing number of doctors wishing to work

there. Obviously it was difficult not to have a licensing mechanism and to have to license

health workers in a neighbouring jurisdiction with which Israel was technically at war.
With regard to some of the comments made in the discussion, he said that the question of

Lebanon was a complex political one which should not be referred to in the draft resolution.
Israel was well aware of the suffering of the Lebanese people and had offered medical help

whenever possible. To mention that question while leaving aside the unprovoked killing of

Israeli citizens was wrong.
His Government was fully prepared to work with the Secretariat or to invite impartial

professional experts to visit and observe health services in the territories. He urged the

Assembly to avoid being trapped in bitter polemics with political motivation, and to reject
the draft resolution, referring the matter to the Secretariat for follow -up.

Dr MTERA (United Republic of Tanzania) thanked the Director -General for WHO's efforts in
studying the problems of a population deprived of its right to health because of the greed and

inhumanity of invaders. His delegation wholeheartedly supported the draft resolution before

the Committee.

Dr JADAMBA (Mongolia), thanking the Special Committee of Experts for its excellent report,
said that his delegation was deeply concerned at the poor health and psychological conditions
of the people in the occupied territories, and wished to associate itself with the draft
resolution. It would be illogical not to adopt that resolution, for that would mean ending
support for the people in the occupied territories, while the occupiers continued their
discriminatory action.

Mr CABO (Mozambique) said that the report of the Special Committee demonstrated that
occupation by force was incompatible with the health principles of the Organization. The

people of Mozambique had had bitter experience of foreign occupation; the plausible tales
told by the colonial authorities of excellent health conditions in Mozambique had been found
after independence to be untrue.

His delegation strongly condemned Israeli colonialist, imperialist and fascist occupation
and exploitation of Arab territories and peoples, with its adverse effects on the health of
those peoples. It supported the draft resolution and urged Israel to end its aggression
against Arab countries and withdraw from all occupied Arab territories. Finally, he assured
the Palestine Liberation Organization and the Palestinian people of the support of the people
of Mozambique in their just struggle for independence and peace.

Mr MUSIELAK (Poland) complimented the members of the Special Committee on their
perseverance in ascertaining the facts. Their report seemed to confirm the previous reasons
for concern and the usefulness of missions such as theirs. The Polish delegation noted the
conclusion that a complete state of physical, mental and social well -being could not be achieved
when the population was obliged to live under the authority of an occupying power. In view of
the definition of health in the WHO Constitution, which should apply also in occupied
territories since an occupying power could not be exonerated from its obligations, and taking
cognizance of the broad coverage of the draft resolution before the Committee, the Polish
delegation would support that draft resolution in the hope that it might lead to relief for the
population of the occupied territories.

Mr VANDEN HEUVEL (United States of America) said that there had been considerable

satisfaction when his Government had learned that the Israeli authorities had agreed to an
unimpeded - and, indeed, Israeli -facilitated - visit of inspection of the occupied territories

in the Middle East by the Special Committee of Experts. The news had prompted the hope that

the impasse in the Health Assembly would be broken, and later reports that the Special Committee
had been able to travel wherever it wished and to speak with whomever it wished had encouraged

the feeling that the way would be open to remove the present item from the agenda of future
Health Assemblies and to entrust the continued responsibility for monitoring the situation to

the Director -General. Optimism continued to prevail when the report's contents became known,

even though the conditions reported might be more negative than positive. The report certainly

contained no evidence of conditions that needed to be kept secret from the rest of the world,

and was not very different from reports available from UNRWA and the Red Cross.
It was therefore an unpleasant surprise to be confronted by a resolution very different

from what had been expected. The United States delegation would vote against it with regret

and concern.
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WHO had neither the power nor the constitutional authority to resolve the complex

political and military problems of the Israeli -Arab conflict. To say so was not to under-
estimate the anguish resulting from the continuing struggle; his delegation believed that the
hope that had illuminated the world in November 1977 must be strengthened, and that countries
must not hesitate to take any new step that held the promise of peaceful progress. Respecting
the work of those who had prepared the draft resolution, and appreciating the deep feelings of
those who had spoken for and against it, the United States delegation found it contrary to the
historic mission of WHO; the political emphasis of the text lost the focus of what should be
the major concern - the health and medical welfare of the people of the occupied territories.

The progress of the past year should not be ignored. The Special Committee had fulfilled
its difficult assignment effectively, and the work of UNRWA could still be regarded as a matter

for pride. But WHO's strength would be diluted and its commitment to professionalism under-

mined by resolutions that dealt in a significant proportion with matters that were properly the
concern of other international bodies. The United States delegation looked to the day when
the specialized agencies would be free of the burden of political problems which they could not
solve, and which diminished their strength in facing the problems for which they had been

established.

Mrs REYES- RETANA (Mexico) said that the fact that her delegation would abstain from voting
on the draft resolution should not be interpreted as any departure from Mexico's constant
opposition to colonialism and to forcible territorial occupation nor as modifying her position
regarding the need to arrive at a just and effective solution to Middle East problems, having
due regard to the rights of the Palestinian people and the strictest respect for territorial
integrity and the independence of States. Nevertheless, Mexico felt that WHO should not be
diverted from its task of providing the highest possible level of health to all peoples.
Certain clauses in the draft resolution were felt to digress from that constitutional role.

Mr VARGA (Hungary), recalling the previously expressed position of the Hungarian
delegation, emphasized that the improvement of health conditions for the people in occupied
territories as well as in the States of the Middle East as a whole was a basic task of WHO;
his delegation supported the draft resolution and wished to be included among its sponsors.

Mr WAGTMANN (Denmark), speaking on behalf of the delegations of the nine members of the

European Community, said that a just and lasting solution for the problems of the Middle East
was a major preoccupation of the nine countries. They were acutely conscious of the
problems of health assistance to refugees and displaced persons, and their continued support
for UNRWA and other relief agencies involved was evidence of that, while at the political
level they were making great efforts to contribute constructively in the appropriate fora.

WHO had an important part to play in alleviating the humanitarian problems in the
Middle East and its continued and intensified activity earned the willingness of the countries
for whom he was spokesman to contribute further to the process. However, the draft
resolution and the discussion on it did not appear to further the right aims, and a warning
note must be sounded against using the specialized agencies of the United Nations system as
political platforms. Nor did the draft resolution reflect the findings of the Special
Committee of Experts, which it was gratifying to note had at last been able to carry out its
task. The preamble to the draft resolution recalled resolutions which the countries for
which he spoke were unable to support, and they were not prepared to condemn Israel as they
were asked to do in the operative part. That was not an appropriate step for a specialized
agency such as WHO. Finally, the inclusion of wording that appeared to imply an attack on
the principle of universality was regrettable. The nine members of the European Community
would vote against the draft resolution.

Dr AL-YAFI (Syrian Arab Republic) said that the remarks of the delegates of Israel and
the United States of America prompted him to say that the WHO Constitution stated that the
enjoyment of the highest attainable level of health was one of the fundamental rights of
every human being without distinction of race, religion, political belief, economic or social
condition. That principle had been invoked by delegations to defend the rights of the
inhabitants of the occupied territories to better health conditions, and not as a means of
rendering the debate political.

The Israeli claims about the improvement of health conditions in the occupied territories
could only be contrary to the truth, as the very fact of occupation was contrary to the
interests of the health of the inhabitants. He wondered how the European countries occupied
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during the Second World War would have felt if others had been asked to believe the reports
on their health conditions put out by the occupying powers.

Even if it were true, as the Israeli delegate had claimed, that there had been no
deterioration in the conditions of health and nutrition in Ashkelon prison in the West Bank,

that did not take into account the mental suffering involved; he pointed out that 300 of the

485 prisoners were young people condemned to life imprisonment. His delegation could not

accept the explanations given by the delegate of Israel.
He appealed to other delegations to approve the draft resolution as embodying the minimum

provisions that would allow for measures to improve health conditions in the occupied

territories.

Professor ELEZI (Albania) said that the problem of the health conditions of the Arab
population in the occupied territories was above all a political one, being inextricably

linked to the imperialist Zionist aggression. The solution lay in the restitution to the

Arab people of all their rights. The Israeli Zionists had not renounced their policy of

denationalization but had proceeded to mass arrests and forced deportation of inhabitants of
the occupied territories, and those injustices had been intensified in the past year. Their

activities, directly or indirectly supported by the United States imperialists and the Soviet
socio- imperialists, sought to legalize the occupation and prepare for new attacks on the
Palestinians and other Arab peoples, as the ferocious attack on Lebanon demonstrated. The

victims deserved the support of all people devoted to liberty, and Albania gave that support.

Mr SEOW Kai Hean (Singapore) congratulated the Special Committee of Experts and UNRWA on
the work they had done in occupied territories, in which his delegation agreed WHO must help

to provide adequate health facilities. It noted that some progress had been made and
appreciated the assurance that efforts would be continued and intensified. It supported the

draft resolution, but expressed reservations regarding paragraphs 2, 3 and 4 of Part III.

Mr SASAKI (Japan) said that the report was not perfect, as its authors admitted, but

the members of the Special Committee, the Director -General, and UNRWA deserved to be
congratulated on their efforts to improve conditions in the occupied territories of the
Middle East.

The Japanese delegation would abstain from voting on the draft resolution, but would be
able to approve a proposal directed at assistance to refugees and displaced persons if it was
limited to the humanitarian aspects of the problem and the public health issues which WHO had
been established to pursue.

Dr KARADSHEH (Jordan) said that the Israeli delegate's claim that the problem was a
political and not a health one was just a way of avoiding facing facts. Did not torture,
expulsion and arrest have direct effects on health? Surely they were far more closely
related to health than to political necessity.

Mr TOBAR (Ecuador) said that his delegation's position, based on the principles of the
Charter of the United Nations, was that it rejected occupation by force and had absolute

respect for human rights. Forcible occupation neither conferred rights on the occupier nor
extinguished the rights of the occupied. A stronger watch must be maintained on human

rights throughout the world, and his delegation recognized the role of international
organizations in that respect - including that of WHO, as the right to health was one of the
basic human rights.

While approving the parts of the draft resolution aimed at improving the health
conditions in the occupied territories, the delegation of Ecuador considered that other
provisions were of doubtful relevance to WHO, and was therefore obliged to oppose it.

Dr FERNANDES (Angola) said that his delegation, as a sponsor of the draft resolution,
wished to record its condemnation of the expansionist policy of Zionist imperialism. The

preoccupations of colonialism in the field of health were well known not to serve the
interests of the population, for whom liberty was essential to health development. He

appealed to delegations to support the draft resolution.

Mr EL- SHAFEI (Egypt) said that he had confined his earlier remarks to the report of the

Special Committee and had not spoken of the Middle East problem in general because his
delegation felt that the Health Assembly was not the proper place for such a debate. Each



COMMITTEE B: THIRTEENTH MEETING 659

year, however, some countries used the pretext that the discussion was political to try to
escape the health issues involved. He particularly regretted that the delegate of Denmark,
speaking on behalf of the nine members of the European Community, had made a prepared
statement to the effect that the debate was not furthering the purpose of improving the
health of inhabitants of the occupied territories, the European countries having apparently
decided, before the debate had gone very far, to oppose the draft resolution. He thought
that the sponsors would have welcomed suggestions for improvements to the text; they had not
shown unwillingness to do so thus far.

Again, the statement by the delegate of the occupying power had been disappointing.

One might have hoped that Israel would change its attitude in response to the findings of the
Special Committee, would accept the report and undertake to improve health conditions in the
occupied territories; instead the delegate had spoken of specializations and had gone into
details of ambulatory care and even the air transport of patients.

The Special Committee was not the only independent investigating authority to have
visited the occupied territories recently; Dr Allther, on behalf of another body, had
visited the area in 1977, and had, in describing health conditions in southern Sinai,
reported on the rudimentary character of some of the equipment and medicaments in certain

health establishments and had listed the equipment which he suggested should be made available
as a minimum in each establishment.

It was up to each delegation to draw its conclusions as to the truth about health
conditions in the occupied territories.

Miss PAROVA (Czechoslovakia) said that her delegation had carefully studied the

documentation before the Committee. Previous speakers had rightly pointed out that the
Health Assembly could not solve the political situation and conflict in the Middle East.
She would stress, however, that the terrible health conditions among the Arab population in
the occupied territories, including Palestine, were the direct consequence of occupation,
and that the Assembly would not be dealing with the subject if the occupation did not exist.
Her delegation would support the draft resolution.

Mr SIDERIS (Greece) said that his delegation would vote in favour of the draft resolution,
which reaffirmed principles of universal importance although it ignored the cooperative
attitude of the occupying authorities in facilitating the work of the Special Committee, and
although some of the provisions of the draft resolution might be considered to go beyond the

objectives of WHO. Practices such as the settlement of alien populations in occupied
territories, confiscation of land, changing the demographic structure of the territories,
nonimplementation of WHO and United Nations resolutions, and discrimination against and poor
health assistance for native populations must command strong disapproval and condemnation
wherever they occurred.

The vote of his delegation must, however, not be taken as approval for any hint of the
application of measures envisaged in the WHO Constitution for action against a Member State.
The Greek delegation considered that to be contrary to the need to safeguard the universal
character of WHO and to the health interests of those it was intended to protect. It

therefore wished to record its opposition to paragraph 6 of Part III of the draft resolution.

Mr PINTO DE LEMOS (Portugal) said that his delegation shared the anxiety of others about
health conditions in the occupied territories. The Government of Portugal would support any
measures to improve health and social and mental well -being among the inhabitants. While

approving the aim of the draft resolution to increase assistance to those inhabitants, the
Portuguese delegation could not subscribe to some of its provisions, and would abstain from

voting. That did not imply any change in the official position of Portugal in other forums;
the Government was convinced that a lasting settlement of the Middle East problem presupposed
Israel's withdrawal from the occupied territories. It further condemned the settlement of
alien populations in the territories.

Dr HASSOUN (Iraq) moved closure of the debate.

Dr CHARRY SAMPER (Colombia) urged that more time be given for consideration of the report
of the Special Committee, and moved adjournment of the debate.

Dr CHRISTENSEN (Secretary) explained that under Rule 64 of the Rules of Procedure of the
Health Assembly motions for adjournment had precedence over motions for closure of the debate.
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Miss SILVA Y SILVA (Peru) supported the Colombian motion for adjournment.

Mr FERAA (Morocco) opposed that motion.

The CHAIRMAN put the motion for adjournment of the debate to the vote.

Decision: The motion for adjournment was defeated by 68 votes to 29, with one abstention.

Dr CHARRY SAMPER (Colombia) said that his delegation maintained its position according to
which each agency in the United Nations system should confine itself to the matters in which
it was competent. It had reservations on a number of paragraphs in the draft resolution, but
would refrain from detailing them in order to avoid entering into a discussion that was
inappropriate for WHO. Colombia wished to contribute to a total, just and peaceful solution

of the Middle East problems, and that presupposed Israel's right to exist as an independent
State and recognition of the Palestinians' right to build a sovereign State. While opposing
any application of paragraph 6 of Part III as prejudicial to peace in the Middle East, his
delegation would vote in favour of the draft resolution.

Mr VIGNES (Director, Legal Division) explained that, in accordance with Rule 63 of the
Rules of Procedure, the Chairman of the Committee could only allow two speakers against the
motion for closure of the debate and had given the floor to the delegate of Colombia on that

understanding.

In the absence of further opposition to the motion for closure of the debate, the
CHAIRMAN declared the motion to be carried.

Professor AUJALEU (France) said that a vote should have been taken, as those delegates
who had not spoken against closure might nevertheless have wished to vote against it.

Mr VIGNES (Director, Legal Division) explained the Chairman's ruling: in the absence
of any objection when the motion for closure had been put to the Committee, the Chairman had
assumed that the Committee had been in favour of the motion and had accordingly declared it
carried and the debate closed.

The CHAIRMAN then put the draft resolution to the vote by show of hands.

Professor MENCZEL (Israel) asked for a roll -call vote.

Professor AUJALEU (France) objected that the request for a roll -call vote had been made
after the voting had started.

Dr VIGNES (Director, Legal Division), pointing out that voting could be interrupted on a

point of order in connexion with the actual conduct of voting according to Rule 76 of the
Rules of Procedure, said that the matter was one for the discretion of the Chairman.

The CHAIRMAN ruled that the voting should continue by show of hands.

Decision: The draft resolution was approved by 63 votes to 21, with 12 abstentions.1

Mr ARROIO (Brazil), explaining his delegation's abstention from the vote, said that it
had received no specific instructions on how to vote. His delegation reserved the right to
change its position in the plenary meeting.

Ms ROOS (Finland) said that her Government held the view that a just and durable peace
in the Middle East was possible only if the legitimate national interests of the Palestinians
were met, including their right to self -determination within a State framework. The basis of

such a political solution was Security Council resolutions 242 of 1967 and 338 of 1973, and
it was a prerequisite of the solution that Israel should withdraw from the occupied

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as
resolution WHA31.38.
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territories. On the other hand, all the States in the Middle East, including Israel, had the
right to live in peace within their boundaries. Until a political solution was found, WHO
should continued to collaborate with all the parties concerned to improve health within the
occupied territories.

Since the views expressed in the resolution did not correspond to the views of her
Government, she had voted against it.

Mr NYGREN (Sweden) said that his Government could support those parts of the resolution
that had a direct bearing on the work of WHO, but not those parts that were of a political
nature. It could not in particular support the limitation of the voting privileges of a
Member State or any restriction on the services WHO could provide it with, because it had
always subscribed to the principle of universality within the United Nations system. The

resolution, moreover, did not do justice to the report of the Special Committee of Experts,
and his delegation felt that if such fact - finding missions were not given due consideration
Member States would not allow them to visit their countries. He had therefore voted against
the resolution. That vote was not to be interpreted in any way as lack of support by his
Government for humanitarian assistance to people in the Middle East; it considered, indeed,
that no efforts should be spared to improve health conditions in that part of the world and
appreciated the work being done there by WHO and other United Nations agencies.

Mr THIBAULT (Canada) regretted that the resolution that had been approved was less
concerned with health than with political matters that did not fall within WHO's mandate.
Nor did it reflect the health situation in the occupied territories as described in the

Special Committee's report, for it spoke of deterioration in health conditions whereas the
report spoke of improvement. That occupation of a territory had evil consequences he did not
deny, but the matter was a political one and should be dealt with in the appropriate place and
not in WHO. He had therefore voted against the resolution.

Mr QUERNER (Austria) had also voted against the resolution because it contained political
elements that should not be considered by WHO but by the appropriate political body in the

United Nations. Like the Swedish delegate, too, he believed in the universality of WHO;

there should be no restrictions on the participation of any Member State.

Mr JEANRENAUD (Switzerland) said that the resolution did not reflect the present

situation; the Special Committee of Experts had now visited the occupied territories and

produced a balanced and objective report. There were admittedly serious political problems

in the Middle East, but they fell within the purview of other United Nations bodies, not WHO.

He, too, had therefore voted against the resolution.

The meeting rose at 13h30.



FOURTEENTH MEETING

Monday, 22 May 1978, at 14h30

Chairman: Mr M. K. ANWAR (Bangladesh)

1. THIRD REPORT OF COMMITTEE B

Professor BENADOUDA (Algeria), Rapporteur, read out the Committee's draft third report.

Decision: The report was adopted (see page 730).

2. COORDINATION WITHIN THE UNITED NATIONS SYSTEM (continued) Agenda, 3.13

General matters (continued from the seventh meeting, section 3) Agenda, 3.13.1

The CHAIRMAN drew attention to a draft resolution proposed by the Rapporteur, which read
as follows:

The Thirty -first World Health Assembly,

Having reviewed the report by the Director - General concerning the major resolutions
of direct relevance to WHO adopted by the Economic and Social Council at its sixty- second
and sixty -third sessions and by the United Nations General Assembly at its thirty- second
session;

Having also reviewed the addenda to the report by the Director -General concerning,
respectively, the restructuring of the economic and social sectors of the United Nations
system; the developments which have occurred regarding the coordination of administrative
and budgetary matters; and the results of the United Nations Conference on Human
Settlements (Habitat);

Recognizing that the restructuring of the economic and social sectors of the United
Nations system, as decided by the United Nations General Assembly in its resolution 32/197,
adopted on 20 December 1977, presents a new challenge to the organizations and institutions
of the United Nations system regarding ways and means of streamlining their collective
machinery for coordinating their work and regarding new approaches to concerted action at
the intergovernmental and intersecretariat levels, within countries, regions and globally;

REQUESTS the Director -General:

(1) to ensure the full collaboration of WHO in the restructuring of the economic and
social sectors of the United Nations system, within the framework of the Administrative
Committee on Coordination and in other forums, as appropriate, and to report to the
sixty -third Executive Board and to the Thirty- second World Health Assembly on progress
achieved in this respect and to submit to the Health Assembly through the Executive Board
such recommendations which will require decisions by the Health Assembly;
(2) to continue WHO's support for coordinated approaches within the United Nations
system with respect to all socioeconomic development programmes, as well as in the field
of human settlements, and in administrative and budgetary matters;
(3) to contribute as extensively as possible within the approved WHO programme budget
to the success of the International Year of the Child, the International Year for Disabled
Persons, the International Anti -Apartheid Year, and the United Nations Conference on
Science and Technology for Development.

Decision: The draft resolution was approved.1

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as

resolution WHA31.39.
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Activities financed from extrabudgetary sources within the Agenda, 3.13.2
United Nations system (continued from the eighth meeting)

The CHAIRMAN drew attention to the following draft resolution proposed by the Rapporteur:

The Thirty -first World Health Assembly,
Having considered the report of the Director -General on coordination within the

United Nations system - activities financed from extrabudgetary sources within the United
Nations system;

Recalling the terms of resolution WHA30.34;

1. NOTES the report and the steps taken to enhance cooperation with the United Nations
Development Programme (UNDP), the United Nations Children's Fund (UNICEF), the United
Nations Fund for Population Activities (UNFPA), the United Nations Fund for Drug Abuse
Control (UNFDAC), the United Nations Environment Programme (UNEP), the World Bank and
other organizations;

2. NOTES with satisfaction the co- sponsorship by UNDP and the World Bank of the WHO
Special Programme for Research and Training in Tropical Diseases;

3. EXPRESSES appreciation of the continued financial contribution from UNDP to other
special programmes being developed through WHO, including the Onchocerciasis Control
Programme, the Expanded Programme on Immunization, and the drinking -water supply programme;

4. EXPRESSES the hope that additional support will be forthcoming for these programmes
and for other priority areas of WHO's technical cooperation activities with developing
countries, in particular with reference to primary health care, essential drugs,
communicable disease prevention and control, and activities with intersectoral
implications;

5. REQUESTS the Director -General to continue his efforts towards improving coordination
between WHO, UNDP and other organizations and bodies engaged in technical cooperation,
particularly at country and regional levels;

6. EXPRESSES appreciation of the continued collaboration provided by UNICEF in the
priority health sectors;

7. URGES Member States to continue their individual and combined efforts to translate
the concepts of technical cooperation among developing countries (TCDC) into practical
measures in the health field, with a view to enhancing national and collective self -
reliance;

8. REQUESTS the Director -General to review the decisions to be taken at the forthcoming
United Nations Conference on Technical Cooperation among Developing Countries and to bring
them to the attention of Member States at the Technical Discussions on "Technical

cooperation in the field of health among developing countries" to be held at the Thirty -

second World Health Assembly.

Mr SOKOLOV (Union of Soviet Socialist Republics) suggested that operative paragraphs 2
and 3 of the draft resolution should be amalgamated into a single paragraph, reading as follows:
"NOTES with satisfaction the contribution from the above -mentioned agencies of the United
Nations system and from other organizations in providing support to the programmes and specific
types of activity of WHO ". The object of the amendment was to note the activities of all
organizations collaborating with WHO, without singling any of them out.

The CHAIRMAN requested the USSR delegate to submit his amendment in writing. Considera-
tion of the draft resolution would accordingly be deferred.

Mr SEABOURN (United Kingdom of Great Britain and Northern Ireland) pointed out that the
USSR amendment would, if adopted, call for consequential amendment to operative paragraph 4,
which mentioned "other priority areas ".

(For continuation, see summary record of the sixteenth meeting, section 3.)
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United Nations Water Conference (continued from the tenth meeting, section 1) Agenda, 3.13.6

The CHAIRMAN drew attention to a draft resolution proposed by the delegations of Angola,
Australia, Cape Verde, Guinea- Bissau, India, Indonesia, Iran, Iraq, Italy, Jordan, Qatar,
Saudi Arabia, Togo and Yemen, which read as follows:

The Thirty -first World Health Assembly,

Having considered the reports of the Director- General on follow -up to the Mar del
Plata Action Plan of the United Nations Water Conference, and on WHO's Human Health and

Environment Programme;
Recalling resolution WHA30.33 on the United Nations Water Conference;
Emphasizing the need to make a determined effort to attain the targets of the

International Drinking Water Supply and Sanitation Decade and particularly to meet the
needs of those populations now deprived of these services;

Emphasizing further the need for participation by all sectors that can contribute to
attain the Decade target;

Considering that the participation of the community is indispensable and that special
efforts are required to provide full information to the population to encourage community
participation;

1. URGES governments:
(1) to mobilize all possible resources for an accelerated effort to provide safe
water and sanitation to all people within the framework of the Decade;
(2) to prepare plans with realistic standards for water supply and sanitation;
(3) to develop necessary organizational arrangements that will facilitate pooling
of all available resources and focusing them on meeting priority health needs;

2. REQUESTS the Director -General:

(1) to strengthen technical cooperation with Member States in preparing for the
International Drinking -Water Supply and Sanitation Decade;
(2) to promote cooperation and coordination at the international level with the
aim of increasing awareness, priority and the flow of external resources for water
supply and sanitation;
(3) to identify clearly the contribution of the Organization for the Decade as
part of the medium -term programme for the promotion of environmental health.

Dr FETISOV (Union of Soviet Socialist Republics) agreed in principle with the draft
resolution and would support it. He wished, however, to suggest two additions to the text.
First, the words "of national and international institutions" should be inserted following the
words "all sectors" in the fourth preambular paragraph. Secondly, the following clause should
be added at the end of operative paragraph 2(2): "paying due attention to the medical and
health aspects of these types of activities of the Organization ". The second amendment was
intended to cover a point stressed by the USSR delegate and supported by many delegates during
the discussion.

Mr NICKHAH (Iran), speaking as one of the sponsors of the draft resolution, did not think
that it was desirable to restrict WHO to the medical aspects of the problem, which fell within
the framework of primary health care and should therefore be intersectoral and multi-
disciplinary.

Dr FETISOV (Union of Soviet Socialist Republics) said that his second amendment was in no
way intended to limit WHO's action with regard to water supply, but simply to ensure that the
medical and health aspects received due attention together with the technological aspects.

Mr NATARAJAN (India), whose delegation was a co- sponsor, considered that the first USSR
amendment was acceptable. With regard to the second USSR suggestion, however, he did not
believe that operative paragraph 2(2) as it stood excluded health and medical aspects. Since

no other United Nations body was specifically concerned with water supply as a total integrated
system, he wondered whether the USSR delegate could agree to retain that paragraph as it stood.

Professor PACCAGNELLA (Italy), whose delegation was also a co- sponsor, supported the
Indian delegate's view. He hoped that the USSR delegate would not press his second amendment,
since it could be interpreted as limiting the role of WHO.
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Dr FETISOV (Union of Soviet Socialist Republics) withdrew his amendment to operative

paragraph 2(2).

Decision: The draft resolution, with the USSR amendment to the fourth preambular

paragraph, was approved.1

3. THE ROLE OF THE HEALTH SECTOR IN THE DEVELOPMENT OF NATIONAL AND INTERNATIONAL FOOD
AND NUTRITION POLICIES AND PLANS (continued from the twelfth meeting, section 2)

Agenda, 2.6.2

Dr DE MENEZES (Cape Verde) said that his country was situated in the Sahelian zone and was
particularly concerned by all aspects of food and nutrition, which had represented an immense

problem over years of drought, with considerable loss of life. The problem was grave even
in so- called normal years. He noted that his Government's plans to seek a solution were in
keeping with the guidelines laid down in the Director- General's report. Indeed, one of the
basic approaches in that report was to include food and nutrition within development as a
whole. The linking of food and nutrition with the health sector was of particular importance
and every effort should be made to make experience gained by countries widely available.

His country urgently needed to find a short -term solution to the present serious situation
within the resources available to it.

He believed that education was of particular importance, since social development
necessarily implied the conscious commitment of those concerned. Education could serve a
two -fold purpose by contributing to both the solution of specific problems and the general
training of citizens. From that viewpoint, it could be considered as a basic element in
nutrition. He expressed general agreement with the report's analysis of the relationship
of nutrition to health care.

His delegation supported the draft resolution before the Committee and would like to
become a co- sponsor.

Dr OLIVER (Canada) said that the attention given to the question of food and nutrition
by the Health Assembly and Executive Board showed its recognition of the global nature of
the problem and the need for action. He believed that rational programmes focused on
specific defined areas, including education, should be undertaken as soon as possible. His
delegation supported the draft resolution before the Committee, which it regarded as a stage
towards a more comprehensive nutrition programme.

Dr ALDEREGUÎA BRITO (Cuba) said that the subject was an important one and his delegation
would support the draft resolution.

Dr OZUN (Romania) agreed with the stress laid in the Director -General's report on the
need to act at two levels, namely, by introducing nutritional objectives in national
development plans, and by integrating nutritional activities within the health sector, with
a view to implementing a rational food and nutrition programme, reaching down to the family
as the basic unit of society.

Experience in his own country had borne out the soundness of that strategy. Romania
was in the process of developing studies on the rational nutritional needs of the population
over the following 20 years on which to base national policy. A multisectoral body had been
charged with coordinating medical research programmes in the nutrition field with the
activities of the various economic sectors of production and distribution. The Ministry of
Health was responsible for implementing the nutrition programme through health units and with
the help of teaching institutions. Efforts were being made for health education of the
public and commercial propaganda for new foodstuffs was controlled. The results of those
policies showed that the guidelines recommended in the report could form a satisfactory basis
for action. His delegation accordingly supported the draft resolution.

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as

resolution WHA31.40.
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Dr SPAANDER (Netherlands), commenting on paragraph 11 of the Director -General's report,

which referred to the role of the health sector in stimulating and even initiating the
development of a multisectoral strategy, emphasized the close links between action for the
prevention of malnutrition and activities relating to prevention of parasitic diseases and to

food hygiene. He accordingly agreed with the delegate of Venezuela that the title of the

draft resolution did not entirely reflect its content.
Indeed, he regretted that the present item was being considered separately from item

2.6.12 (Prevention and control of zoonoses and foodborne diseases due to animal products) and
item 2.6.17 (Problems of the human environment: food hygiene), since the three topics should

be considered in an integrated way in developing multisectoral national and international
programmes. Dealing with nutrition separately was, in his view, a dangerous procedure from

the public health standpoint. He expressed support for the draft resolution which had been

distributed on the subject of food hygiene. He also supported the draft resolution on the
present item, but hoped that its title would be altered.

Dr MATTHEIS (Federal Republic of Germany) said that undernutrition was still one of the
main problems in many countries, and she fully shared the concern expressed in that connexion.
However, as the Technical Discussions at the Thirtieth World Health Assembly had shown,
malnutrition, in the form of overnutrition and unbalanced diets, also represented a very
serious problem in many other countries. It did not seem to her that the report made that

point sufficiently clear.
There was general acceptance of the principle of a multisectoral approach, but new

initiatives were needed if it was to be transformed into successful action. For instance,
it was essential that agricultural programmes in the developing countries should have an
institutional component so as to ensure that they served the needs of the people of the

country. Simple indicators should be developed by health workers so as to provide a basis

for planning, evaluation and control. She therefore welcomed WHO's initiative in giving

high priority to operational research.
She agreed with other speakers on the importance of optimal nutrition for mothers,

infants and young children. She believed that propaganda in favour of breast - feeding did

not lay sufficient emphasis on the fact that, among other important aspects of the question,
breast - feeding could be a factor in protecting women from breast cancer in later life.

Her delegation fully supported the report by the Director -General, as well as the draft

resolution on the item.

Dr PLIANBANGCHANG (Thailand) said that, with WHO's close collaboration, considerable
progress had been made in his country over recent years with regard to nutrition. He

referred to a pilot research project on integrated nutrition, implemented in one district of
Chiengmai Province, to select and train village health volunteers to serve as distribution
points for supplementary foods to children under five years of age and to train village health
communicators to participate in nutrition education. An Interregional Seminar on Nutritional
Anaemia Research had been held in Bangkok in 1977, with the participation of WHO, UNICEF and
USAID, resulting in recommendations on studies of food supplementation and fortification and
plans for various research projects. In addition, WHO had supported training programmes in
clinical public health nutrition for medical officers and nurses. Instead of transporting
supplementary foods produced in Bangkok, plans were being developed in Thailand for the local
production of such foods suitable for local consumption by the utilization of local resources

and intermediate or even local technology. Plans were also being made for expansion of
existing plants.

His delegation fully supported the draft resolution before the Committee, including the
amendments made to it.

Dr BROYELLE (France) pointed out that the Director -General's report and the draft
resolution related basically to the problems of the developing countries, which was natural
in view of the gravity of the situation calling for priority attention. The title of the
draft resolution, however, implied that it related to the development of national and
international food and nutrition policies and plans generally. The developed countries were

indeed faced with their own nutritional problems relating to particular age -groups, over -
nutrition, and so on, but might not feel concerned by the specific activities covered by the

draft resolution. It would, therefore, seem appropriate to amend its title, or at any rate to

include some explanatory statement in the preamble. Furthermore, she was not entirely happy
with the reference to "facilitating measures" in operative paragraph 2(1), at least in the

French version.
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Professor SZCZERBAA (Poland) said that the programme presented in the Director -General's
report constituted a step towards the accomplishment of WHO's overall goals. However, such
a programme involved not only health services but also several other sectors which sometimes
played a predominant role. Consequently the programme should be very well monitored and
progress reports should be submitted to the Executive Board and to the Health Assembly.

In Poland the need for the central coordination of programmes related to food and
nutrition policies was fully appreciated. A government research programme devoted to the
production of protein -rich food, covering the period 1976 -1990, was being coordinated by the
health authorities in conjunction with other sectors. A further programme on the
optimalization of human nutrition was being carried out directly by the Ministry of Health
and Social Welfare. The two programmes were complementary, and emphasis was laid on putting
the results rapidly into practice. His country's nutritional programme was based on the
principle that the health sector should be the major partner and should supervise the
production, marketing, control and utilization of food products.

His delegation wished to join the list of sponsors of the draft resolution before the
Committee.

Dr FERNANDES (Angola) said that for many years the food and nutrition problem had been
poorly coordinated in several countries, probably because of its multisectoral nature. The

recommendations contained in the Director -General's report would no doubt be very useful.
In Angola a nutrition programme had been developed even before independence, during the

first war of national liberation, when medical services had been established with the active
participation of the population and of the guerilla forces. The mass political education
campaign of that period had included medical and agricultural programmes. That approach had
been continued since independence, and the MPLA, in the resolution on health adopted at its
first congress, had laid great stress on nutrition. The Angolan Women's Organization
participated actively in the organization of courses and health promotion centres, in which
particular importance was attached to the nutrition of children and pregnant women. The

shortage of staff trained in nutrition had led the Ministry of Health to concentrate its
strategy on the training of medium -level personnel. The first batch of graduates from the
Luanda provincial centre would complete its studies at the beginning of 1979. An Angolan
expert on nutrition had successfully taken part in a refresher course in Bulgaria.

A nutrition programme was being implemented by the Ministry of Health, and the multi -
sectoral nature of the problem had been taken into account in consultations with other
ministries. Research on national foodstuffs had been envisaged in the national plan.

As most peoples in the world were suffering from nutritional deficiencies, he was glad to
note the work done by WHO in pursuance of resolution WHA30.51, and he fully supported the
Organization's programmes.

Dr BUTERA (representative of the Executive Board) believed that a most useful discussion
had taken place. The number of delegations participating was an indication of the importance
attached to the problem and of the desirability of developing a global programme to meet the
basic needs of the population in that regard. National political will, as well as
international cooperation and the participation of professionals, represented a new approach
in the search for appropriate solutions. He believed that WHO had correctly identified the
problem, as well as pointing to the soundest strategies for its solution. He was convinced
that that programme could play an important part in the attainment of the objective of health
for all by the year 2000.

Dr BEHAR (Nutrition) thanked delegates for their comments and suggestions, which would be
given due consideration. Certain points called for immediate clarification.

Resolutions WHA28.42 and WHA30.51 were very comprehensive. The Director -General's

present report did not attempt to review all WHO's activities in the field of nutrition, nor
all the responsibilities of the health sector. The Director- General had endeavoured to
identify clear priorities and to reorient the programme to deal with the most urgent problems.
The proposed programme should be seen in that context; it would reinforce and complement
other ongoing WHO activities such as nutritional surveillance, the control of anaemia and
vitamin A deficiency, the promotion of breast -feeding, and cooperation in the development

and implementation of national food nutrition policies which were being carried out in

collaboration with other bodies, mainly FAO, UNICEF, the World Bank and bilateral agencies.
It would also complement other major WHO programmes within the context of primary health care.
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In that connexion it could be seen, as had been indicated by the Canadian delegate, as a first
stage in dealing with the global problem, including the urgent problem of young children in
developing countries. Consequently, it was not the comprehensive programme referred to in
previous resolutions.

As the delegate of France had pointed out, WHO's nutritional programme catered primarily

for the needs of the developing countries. In the European Region, however, countries were
cooperating in work on problems of adolescents and the elderly, and other nutrition problems,

as they occurred in industrialized countries. Nutrition -related problems such as

atherosclerosis and food safety fell within the work of other WHO programmes.
The USSR delegate had asked what was being done to implement resolution WHA27.43. In

addition to intensifying the advocacy of breast -feeding, which had always been a component of
the WHO maternal and child health programme, the Secretariat felt that, in order to cooperate
with countries in more specific activities, more precise information regarding the actual
pattern of breast - feeding and the factors influencing it was needed; for that purpose a

study had been carried out in various population groups in nine countries with different
socioeconomic characteristics and degrees of industrialization. The report on this study was

in the final stage of preparation and would be published soon; the extremely valuable

information it contained was already being used in the development of action programmes.
Many countries had indicated their interest in technical cooperation in that field, and the

programme was rapidly expanding. Particular thanks were due to Sweden for its financial and

technical support, as well as to UNFPA and UNICEF.
The United States delegate had requested information on the next steps planned for the

development of the proposed programme on research and development in nutrition. After the

Health Assembly's suggestions had been taken into account, the programme would be submitted
to the Advisory Committee on Medical Research and then presented to a group of agencies and

countries which might be interested in participating. Those steps would be taken as soon as

possible, before the end of 1978. It was expected that after agreement had been reached on

the general terms of the work that needed to be done, it would be possible to obtain financial
assistance for initiating those components of the programme for which facilities were already

available. At the same time, consultations with interested countries, scientists and public
health managers would continue and appropriate places, institutions and workers for further

expansion other components would be identified. Estimates of budgetary and other

requirements would be submitted to potential donors and participants. The interest displayed

by the United States was most welcome, and it was hoped that other countries would also

respond.
With regard to the ACC Sub -Committee on Nutrition, he reported that the first formal

meeting of the Sub -Committee had been held in February 1978. Its programme of work had been

established and was already being implemented. The arrangement was confidently expected to
strengthen coordination among the organizations and agencies cooperating in the field of

nutrition.

The CHAIRMAN suggested that, since agenda item 2.6.2 was closely linked with items 2.6.12

and 2.6.17, the discussion of the draft resolution under item 2.6.2 should be postponed.

It was so agreed (see summary record of the seventeenth meeting, section 1).

4. PREVENTION AND CONTROL OF ZOONOSES AND FOODBORNE DISEASES DUE Agenda, 2.6.12

TO ANIMAL PRODUCTS

Dr ACUÑA (Regional Director for the Americas), introducing the Director -General's report
on the item, said that it was mainly concerned with zoonoses, since foodborne diseases would
be analysed during the discussion of item 2.6.17. Many zoonoses were transmitted through

the consumption of food or, in the case of brucellosis, anthrax, cysticercosis and hydatidosis,

by contact. Consequently, zoonoses could not be dissociated from foodborne diseases and food

hygiene. That important consideration should form an integral part of methodologies for the
surveillance, prevention and control of zoonoses.

The importance of zoonoses in public health was highlighted by the fact that almost
80% of communicable diseases in man were shared with animals. At present there were over
150 known zoonotic diseases. They were not only causes of morbidity and mortality, but some

of them also constituted serious obstacles to the development of rural areas, sometimes
causing desertification and consequently loss of food, and particularly of proteins, leading to
malnutrition.
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Zoonoses were therefore related to problems of primary health care and rural development,
environmental health, nutrition, food hygiene and certain other aspects of human health. The
economic loss caused by animal diseases, including zoonoses, was extremely difficult to
determine. Nevertheless, it was known to be considerable; overall losses, even in countries
which had had adequate and effective veterinary services for many years, still amounted to
between 15% and 20% of the total value of animal production. In other countries the figure
probably varied between 30% and 40 %, or was even higher. In 11 Latin American countries it
had been estimated that damage caused by brucellosis, tuberculosis and paralytic rabies
amounted to $ 420 million per annum. Since its establishment, WHO had been greatly concerned
with the surveillance, prevention and control of zoonoses, particularly in regard to bovine
tuberculosis, brucellosis, rabies, leptospirosis, cysticercosis and hydatidosis. WHO's
activities in those fields had been mainly concentrated on the promotion and coordination of
research and on the improvement of the methodologies and technical procedures required for
disease control.

Within the research programme, priority was being given to research on the development
of new methods to cope with zoonoses and foodborne diseases, as well as to the development of
field trials to test the effectiveness of control measures under local conditions. During
1977 the WHO Regional Committee for Europe had recommended the establishment of an international
centre for the control of zoonoses and foodborne diseases. A zoonoses centre was being set
up in Athens for the Mediterranean countries, and similar centres in Africa and Asia were
planned.

The most important function of the centres, in addition to the epidemiological
surveillance of diseases and personnel training, would be to cooperate with countries in the
formulation and promotion of their own programmes and to provide for full use of resources at
the national and international levels. In the Regions substantial human resources, as well
as institutions, production centres and rural veterinary services, were available.

The centres would need to have a small core group of experts whose main function would
be to cooperate with governments in the development of their national control programmes.
Some countries had already taken the initiative in providing and supporting national core
groups of staff during the initial phase of the establishment of such centres. The
Organization also wished to strengthen the contribution made by the WHO or FAO/WHO collaborating
centres, whose functions and responsibilities were now being more closely linked with the
development and implementation of country programmes.

In collaboration with Member States, the Organization was continuing to develop
systematically preparation of a series of reference documents and practical guides on various
veterinary public health activities, including zoonoses and food hygiene. In that connexion,
WHO was collaborating with other international organizations and had been involved in a large
number of joint activities, particularly with FAO and UNDP. WHO would continue such
cooperation, where necessary, with both governments and nongovernmental institutions. The

item before the Committee was a typical example of a field for technical cooperation between
countries, especially developing countries, and the Secretariat would be willing to supply
any further information that might be necessary.

Dr SANKARAN (India) commended the comprehensive report on zoonoses, which were of
particular importance in the developing countries where contact between domestic animals and
human beings was constant. He listed the major zoonotic diseases in India from the public
health viewpoint; all had been transmitted from animals to humans, sometimes in epidemic
form. The National Institute of Communicable Diseases in New Delhi, the Haffkine Institute
in Bombay and the Virus Research Centre at Poona were national centres identified for research
in that field. Epidemiological courses, seminars and workshops were frequently held to
identify the extent of the diseases, which were included in medical curricula. A close
watch on plague was maintained by various state units.

The study of such diseases should be intensified at regional centres in both Asia and
Africa. Indian expertise and technology would be available to any developing country, and
India itself would benefit from collaborating with centres of excellence in other countries.

Rabies was still endemic in most of the developing countries, and the production of
fairly low -cost, high -potency human vaccine requiring fewer doses with few or no side
effects would be most welcome. WHO's intervention in securing technology for the production
of human diploid cell vaccine, which was available in some developed countries, would be
appreciated. The Organization should also establish regional zoonotic research centres,
particularly in Asia, for the development and exchange of knowledge essential for preventing
the transmission of zoonoses to humans.
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Dr CLAVERO GONZÁLEZ (Spain) said that the topic dealt with in the report was of

great and increasing importance. For his country the priority issues were the national and
international epidemiological surveillance of zoonoses, cooperation between countries in
veterinary public health in general, and the cooperation of WHO with other international
organizations of the United Nations system, especially FAO.

Rabies was of particular concern to the health authorities in his country. The second
European conference on that disease, held in Frankfurt in November 1977, had established the
basis for rabies surveillance in Europe and had recommended that the Spanish health authorities

should cooperate in the European surveillance system. In Spain the risk of rabies was

increased by the number of dogs abandoned during the holiday season by tourists. Moreover,

Spain occupied an important geographical position on the migratory route of birds carrying

viruses which caused other zoonoses.
In regard to WHO's cooperation with national programmes, the establishment of regional

zoonoses centres, such as the outstandingly efficient centre in the Americas, was very

important. His country was extremely interested in the development of the Athens centre and

was sure that its work would be supported by the high quality of the Greek health authorities,

the experience of WHO, and the cooperation of all the Mediterranean countries. Brucellosis,

hydatidosis and trichinosis were three problem areas for Spain, and great progress could

be expected from the cooperative work on them. In the case of brucellosis, mention should

be made of a recent meeting held in his country with WHO participation at which control

methods had been thoroughly reviewed. The Organization might also wish to help with the

training of public health veterinary personnel, which had not, apparently, been dealt with

in the report. Such personnel should cover a wide range of services, including rural areas,

stock -rearing farms and slaughterhouses. The human resources must be sufficient and their

knowledge constantly brought up to date. Any action by WHO to strengthen a preventive

approach in veterinary schools and similar centres would certainly be of great value. The

health education of the public in regard to zoonoses could not be underestimated and should

be mentioned in the report. It was a major element in the control of brucellosis by contact

and in the prevention of trichinosis produced by clandestine slaughtering. The relevant

information would have to be provided to the public by appropriate health personnel and in

many cases by the public health veterinarian himself.
Cooperation between WHO and other international organizations, particularly FAO, was

especially important. In many countries the veterinary public health services might be
as closely related to the livestock authorities as to the health authorities. An inter-

national approach sponsored jointly by FAO and WHO was therefore more likely to be accepted.

Dr HOPKINS (United States of America), commending the Director -General's report, said
that he shared the Secretariat's conclusion that the measures used to attack zoonoses had
not been adequate and that new efforts were required. He noted that the report did not
mention some basic and essential capabilities which were absolutely necessary for the
surveillance and control of zoonoses and foodborne diseases, namely, diagnosis and the
production of antigens and vaccines. Any effort to initiate surveillance would fail unless
an adequate network of functioning laboratories could be established to make a proper diagnosis

with the appropriate laboratory tools and supplies. In brucellosis, for example, that

meant antigens for the plate, card and tube tests, properly calibrated, and adequately tested
vaccine for the immunization of goats and cattle. In rabies, an adequate fluorescent

diagnosis was necessary, with sufficient vaccines for animals and people, and hyperimmune
serum for the treatment of humans. Two other subjects of concern to some countries were the
use of recycled animal manure as animal feed and the use of antibiotics in feeds to promote

the growth of livestock.

Dr MATTHEIS (Federal Republic of Germany) noted that zoonoses and foodborne diseases
were on the increase in many parts of the world. Rabies, brucellosis and diarrhoeal diseases
often reached alarming proportions locally and many developing countries were struggling to

control them, often with inadequate resources. WHO and FAO had carried out a fairly

successful programme in that field, which had laid the basis for control policies, the
standardization of methods, and the training of professional and auxiliary workers; it had

also focused research work on solving specific problems.

With the reorientation of the WHO programme and with the emphasis on technical
cooperation with developing countries, it was necessary to find ways of applying present

knowledge in control programmes in the field. That was not always easy, as many methods of

control required certain resources and adequately trained personnel. Methods should therefore
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be simplified and made cheaper and the training of personnel should be accelerated. In

addition, standardized reagents and vaccines could be made available to countries which were
still making their own arrangements for production.

The WHO collaborating centres were admirably suited to develop simplified and cheaper
methods, to provide training and advisory services, and to supply standardized reagents and
vaccines. Two WHO collaborating centres in her country, one for research and training in
food hygiene and the other for rabies, were actively providing such assistance, through WHO,
to several Member States. Both centres were carrying out research to improve and simplify
control measures and were imparting individual and group training. The food hygiene centre

was cooperating with India and WHO with a view to holding a workshop on advance micro-
biological methods in food hygiene in India in autumn 1978 for trainees from the South -

East Asía Region. A workshop on brucellosis for Mediterranean countries was under

consideration for 1979. An important activity being developed at the centre was a programme
for the surveillance of foodborne diseases in Europe, which should provide the necessary
information for developing national control programmes.

Her delegation fully supported the programme and stressed the role of the collaborating
centres in the further development of technical cooperation in the field under consideration.

Dr FETISOV (Union of Soviet Socialist Republics) said that zoonoses, as clearly
indicated in the Director -General's report, constituted a particularly important problem for
many countries. His delegation endorsed the emphasis on preventive aspects and the various
measures planned to implement WHO's programme, especially the establishment of a network of
centres, which should certainly ensure the mobilization of the necessary national and inter-
national resources. Consideration should be given to working out a system for the annual
registration, at the international level, of at least those zoonoses that caused considerable
social and economic loss.

Since in many countries a large proportion of food poisoning of bacterial origin was
caused by Clostridium perfringens enterotoxin, particularly from meat products, he suggested
the establishment of an international collection of strains of serotypes and the preparation
of diagnostic sera in each country. Standardized methods of preparing the reagents should also
be studied; that would help to show which strains were most frequently found in different
countries, and facilitate the development of preventive measures. It was also necessary to
reach agreement on the most sensitive method for the detection of C. perfringens enterotoxin.

Dr OLIVER (Canada) said that zoonoses were an important facet of any programme aimed at
the attainment and protection of acceptable levels of health for all. The fact that there
were several hundred diseases transmissible from non -human species to man - some well -known,
others only now being recognized - provided some indication of the need for greater attention
to the subject. Zoonoses were primarily the responsibility of the veterinary surgeon but
also required close coordination with the physician. The value of the WHO programme lay not
only in the identification and application of methods to reduce the incidence of such
infections; provided the network of reporting centres was adequate, it could also serve as
an early warning system for human infections as indicated through changes in the incidence
of animal infections. It was gratifying to note that the Region of the Americas had
recognized the value of a zoonoses programme, which had been initiated many years earlier.
He would welcome information on WHO's present activities with regard to zoonoses apart from
rabies.

Dr KESSENG MABEN (United Republic of Cameroon) was glad to see that the problem of preven-
tion of zoonoses and foodborne diseases due to animal products had been included on the agenda,
because it was particularly relevant to his own country. Livestock production there was being
intensified, but all the diseases referred to in the Director -General's report already

existed. Thanks to Belgian cooperation, a veterinary laboratory was shortly to be estab-
lished in the northern part of the country, and veterinary studies were to be on the
curriculum of the new university which was now being established. He supported the
increased role that WHO was now playing in the field of veterinary medicine, and hoped that
his sub - region would not be overlooked when the network of zoonoses centres in Africa was

being planned.

i
Dr KLIVAROVA (Czechoslovakia) welcomed WHO's achievements in the prevention and control

of zoonoses and foodborne diseases due to animal products. Both brucellosis and bovine
tuberculosis had been eliminated in her country, but a number of infectious diseases of that
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nature were still prevalent. In order to solve the problem, efforts by public health

workers were not sufficient; cooperation from other branches of medicine was needed, notably

veterinary medicine. At the same time, the producing countries, and particularly those

exporting animal products, should play their part; food processing should guarantee the

elimination of all possible pathogens and toxins, particularly in meat.
In Czechoslovakia zoonotic diseases were attacked on a collective, multidisciplinary

basis. An interdepartmental commission had been set up under the Ministries of Health and

Agriculture to prepare a comprehensive programme to deal with all types of zoonotic diseases.

That combined approach should permit a great improvement in the work being done on the

problem.
Coordination of the activities being carried out by different countries would be most

useful, and there should also be the maximum exchange of information. Such coordination

would be greatly facilitated by the WHO activities outlined in the Director -General's report.

Dr SEBINA (Botswana) said that a number of the diseases mentioned in the report, notably
brucellosis and rabies, occurred in his country, and thus any collaborative work in that field

would be of great interest to it. The diseases had a serious effect on his country's economy
and potential for development, as had been seen recently when it had been necessary to close
down an abattoir because of an outbreak of foot -and -mouth disease. He supported WHO's
objectives and future programmes in the field as outlined in the Director -General's report.

Mr LARSEN (Denmark) said he had noted with interest what was said in the report concerning
collaboration between international organizations in the field of zoonoses prevention and

control. He pointed out that ILO had issued a publication entitled Safety and health in

agricultural work which was intended for the guidance of authorities and others with responsi-

bilities in that field. The publication referred to occupational risks other than those

related to zoonotic diseases. It was recommended that a code of practice on safety and health

in agricultural work be prepared jointly by ILO, FAO and WHO. He drew attention to the fact

that authorities in heavily populated and industrialized areas were facing zoonotic problems
related to the recycling of animal and human waste; that topic also deserved WHO's attention.

Dr JOYCE (Ireland) said that his Government had established a Zoonoses Committee composed
of representatives from the Department of Health and the Department of Agriculture, as well as
from farming and from food -producing and food -exporting industries, which was chaired by a
university professor of bacteriology. He noted that it had recently been discovered that

many cases of depression were due to brucellosis. His Government also had a Health Education
Bureau, one of whose main tasks was the promotion of food hygiene.

Dr MATYAS (Veterinary Public Health) said that the comments of delegates would be used in
the formulation of WHO's future activities, which would be closely linked with the development
of country health programmes and programmes on rural development, food production, and so
forth, since WHO's view was that good results could only be achieved by a concerted, multi-
disciplinary approach. Strategies and methodologies were being developed which took into
consideration the different conditions in different countries and the different levels of
social and economic development as well as of agricultural practices. The aim was to develop
simple but adequate methodologies which would suit countries now in the process of developing
the necessary infrastructure.

One of the most important tools in coping with zoonoses was the establishment of a network
of zoonoses centres. Some of the governments of the Region of the Americas had recognized the
need for international cooperation in that field some years ago; the success of the Pan
American Zoonoses Centre, established in 1956, had been encouraging, and provided an example

for other regions to follow. A number of countries of the European, Eastern Mediterranean and
African Regions had expressed great interest in the establishment of international zoonoses

centres.
The establishment of a coordinated and integrated network of resources for the control of

zoonoses and foodborne diseases in participating countries would make possible the improvement
of human health in both rural and urban areas; the eradication of major zoonoses according to

local conditions and in the light of existing knowledge; the implementation at the national

level of specific control schemes; accurate countrywide recording and reporting; continuing

training schemes for personnel; access by participating countries to laboratories; the

establishment of codes of practice; the preparation of material for public education

campaigns; the development as required of standardized diagnostic reagents, and of stan-
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dardized techniques for their use; and finally, where appropriate, the testing of the

efficacy of vaccines and medicaments.
Many of the zoonotic diseases mentioned by the Indian delegate were included in WHO's

prevention and control programme. He laid particular stress on mycotic zoonoses, which were

especially prevalent in intensive farming, and were also found in pets and other animals

living in urban areas. WHO had initiated a new programme for the control of mycotic zoonoses

in which leading scientists in the field were to participate, and for which the necessary

methodology and strategy was to be developed.
The Indian delegate had also mentioned the need to intensify work on a high -potency

vaccine for rabies. He pointed out that WHO was constantly involved in such work on a

worldwide basis.
In reply to a point raised by the Spanish delegate, he said that surveillance for control

had always been a part of WHO's work on zoonoses as well as on foodborne diseases. With
financial help from the Federal Republic of Germany, WHO had launched a new programme of
surveillance for the control of foodborne diseases in the European Region. Many of the
diseases in that programme were also zoonotic diseases, for example salmonellosis. He was
grateful to the Government of Spain for having provided funds to enable WHO to convene a
meeting on brucellosis in Valladolid in October 1977. The conclusions of that meeting had
been of great importance for all countries of the Mediterranean region.

The Spanish and United States delegates had mentioned the need for a programme on
education and training, and the training of veterinarians in public health was indeed an
indispensable part of the WHO programme. In February and March 1978 an interregional seminar
on veterinary public health manpower development had been held in New Delhi, and its recommen-
dations would be used when developing an expanded programme on education and training. The

results of the seminar would also be reported in a special joint meeting with FAO to be held
in August 1978 in Uppsala, Sweden, on the subject of veterinary education.

He agreed with the United States delegate that surveillance and the preparation of
reagents were important components of any zoonoses prevention and control programme. The

United States of America provided substantial support for WHO's reagents programme. He

stressed the health risks and problems of recycled manure, and also of the use of antibiotics;
it had included recycling and the health aspects of manure in its programme, and the subject
had also been on the agenda of an expert consultation held from 8 to 12 December 1977 in Rome.
The report of that consultation was now available. He pointed out that because of the
changeover from small- to large -scale farming, no more classical manure was being produced in
industrialized farms, but instead a more watery product known as "slurry ", which did not
generate the heat which in ordinary manure destroyed any pathogens which might be present.
If slurry was used for irrigation, the spread of salmonellae or other organisms was a
possibility.

In regard to the comments by the delegate of the Federal Republic of Germany, he thanked
her Government for its continuous support of WHO's programme. There were several collabora-
ting centres in the Federal Republic, and all of them contributed much to the success of the
programme, either by scientific work, by convening meetings and seminars, or by financial

support.
The points made by the Soviet delegate would all be noted. Some of the methodologies

referred to were being elaborated in close cooperation with the International Commission on
Microbiological Specifications for Foods.

The Canadian delegate had drawn attention to the need for close cooperation between the
veterinary and medical professions. In most countries the two disciplines did work closely
together, but unfortunately that was not the case everywhere. WHO had therefore produced a
special paper now being distributed to Member States which indicated ways in which that
cooperation could be effected. Canada had also mentioned that animals could serve as
monitors of health hazards. That point had been taken into account in WHO's programme on
comparative medicine, which was one of the components of the veterinary public health

programme. On a further point, a full description of the WHO zoonoses programme had appeared
in WHO Chronicle, Vol. 28, 1974, pp. 103 -112 and pp. 178 -189.

He assured the delegate of the United Republic of Cameroon that his country would be most
welcome if it wished to join WHO's efforts to establish zoonoses centres in Africa.

In reply to the delegate of Czechoslovakia, he said that in order to utilize the special
knowledge of Czechoslovakia in the field of prevention and control of zoonoses, WHO had
recently created a collaborating centre in Brno in order to collect experience in coping with
zoonoses and other diseases. The interdepartmental commission mentioned by the Czechoslovak
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delegate was a good example of how cooperation between the veterinary and medical professions
could be achieved.

In response to the Botswana delegate, he agreed that the closure of food processing
plants or abattoirs because of certain diseases was sometimes necessary.

In conclusion, in reply to the comment by the Danish delegate, WHO was preparing

methodology and strategies not only for the control of zoonoses among animals but also for the
protection of human beings, especially those working in agriculture or slaughterhouses. The
work would be done in close cooperation with FAO.

The CHAIRMAN said that since the agenda item under discussion was closely linked both
with item 2.6.2 and with item 2.6.17, an appropriate resolution would be considered at a later
stage (see summary record of the seventeenth meeting, section 2).

5. PROBLEMS OF THE HUMAN ENVIRONMENT: FOOD HYGIENE Agenda, 2.6.17

The CHAIRMAN drew attention to the following draft resolution, which was proposed by the
delegations of Egypt, Italy, Japan, Kenya, Netherlands and Portugal:

The Thirty -first World Health Assembly,

Recalling resolutions WHA25.59, WHA27.46, WHA30.51 and EB61.R33;
Having considered the report of the Director -General on problems of the human

environment: food hygiene;

Re- emphasizing the importance of safe food for developing and developed countries,
inter alia, with a view to international exchange and communication;

Considering the interrelationship with the other activities of WHO in the field of
control of foodborne diseases and nutrition policies;

Agreeing with the policy and orientation of the WHO food safety programme as
proposed;

REQUESTS the Director -General to develop the food safety programme along the lines
outlined in the report in collaboration with national authorities and with other
interested United Nations agencies and programmes and to report on the progress of the
programme to the Thirty- second World Health Assembly.

Dr DIETERICH (Director, Division of Environmental Health) said that the Director -General's
report on that item discussed the orientation of WHO's programme, including a review of
national needs, the transfer of information on policies and technologies to ensure food
safety, technical cooperation in a variety of fields, the assessment of the risk of a growing
number of agents, and coordination with FAO in the Codex Alimentarius Commission.

The main object of the report was to solicit the guidance of the Health Assembly on the
principles and main course of action set out in paragraphs 12 -15, and notably in paragraph
13, which described the main lines proposed for the WHO food safety programme. It should
be noted that that programme was a comprehensive one, dealing not only with the safety of
food in respect of biological, physical and chemical contaminants, but also with the various
actions needed to ensure safety, namely the creation of food safety policies and strategies;
the development of adequate food laws and food safety standards; the strengthening of
national infrastructure, including food inspection; the education of the public; and the
training of food safety personnel.

Mr NATARAJAN (India) said that his country had recently hosted a meeting of the Codex
Alimentarius Commission, and had also been represented at a joint WHO /FAO meeting in Rome
which had considered food standards, food safety evaluation, codes of practice for food
control and a joint WHO /FAO food and animal feed contamination monitoring programme. A

system to eliminate the biological, physical and chemical contaminants in food was essential
to ensure food hygiene. Each country should promulgate a national strategy for the setting
up of effective national food control systems.

His country was investigating the possibility of irradiating wheat so as to minimize
bacterial and fungal contamination during storage before consumption, particularly where
storage facilities were inadequate. It was also conducting a study on aflatoxin production
by fungal contaminants in maize. There had recently been an epidemic of aflatoxin poisoning
in certain areas, resulting in severe hepatic symptoms and some deaths. He would be

grateful if WHO could supply information on botanical contaminants, particularly in imported
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food. Many years ago, such contaminants had resulted in the spread of a weed popularly
known as "Congress grass" which had devastated large areas of cultivable land.

He expressed support for the joint activities of WHO and FAO in the field of food
hygiene; WHO's lists of evaluations of food additives, pesticides and biological
contaminants, and the standards and codes of practice prepared by the Codex Alimentarius
Commission, would be of great interest to his country.

Dr HOPKINS (United States of America) said that his country was fully aware of the
inadequacy of present control in the protection of food from biological, physical and
chemical contaminants. It commended WHO's efforts to develop criteria and to prepare
guidelines and codes of practice. If those efforts were to be successful, there should be
close collaboration with nutritionists, engineers, hygienists and food managers. Provision
of safe water, removal of human excreta, and control of insect and other animal contaminants
were essential to safety in food. Education of food handlers at all levels was a prime
necessity, and that could only be done through the primary health care services at local
level.

His country was ready to cooperate in developing criteria, providing advice on
technology, promoting health legislation, and developing nutritional criteria appropriate
to the culture and needs of local populations. He supported the draft resolution before
the Committee.

Professor PACCAGNELLA (Italy) said that foods could be the vehicle or the origin of
agents causing disease, and thus food safety was as important as providing adequate nutrition.
Modern food technology gave rise to many problems of hygiene in the processing, storing,
handling and transport of foods. WHO, in coordination with other United Nations agencies,
should provide guidance in establishing laboratory methodologies and safety criteria to
guard against contamination and adulteration. The question was of paramount interest for
both developing and developed countries, and food safety should be a basic component of
health education.

His delegation supported the principles and orientation of the programme set out in the
Director- General's report, and appreciated the efforts made to coordinate it with other
health -related programmes. It was in order to stress the importance of food safety that
his delegation had joined with others in putting forward the draft resolution under
consideration. He proposed that the text of the draft resolution should be amended by
modifying the second preambular paragraph to read "Having considered the reports of the
Director -General on control of foodborne diseases and c.n food hygiene ", with the addition
of the appropriate references as footnotes.

The meeting rose at 17h45.



FIFTEENTH MEETING

Tuesday, 23 May 1978, at 9h30

Chairman: Mr M. K. ANWAR (Bangladesh)
Later: Dr J. -M. KYELEM (Upper Volta)

1. PROBLEMS OF THE HUMAN ENVIRONMENT: FOOD HYGIENE (continued) Agenda, 2.6.17

Dr UCHIYAMA (Japan) congratulated the Director - General on his report, and

supported the draft resolution introduced at the previous meeting. As a result of experi-

mental investigations on chlorinated pesticides, heavy metals, mycotoxins, biological
contaminants, and contaminants caused by food deterioration, it was now generally considered
that over 90% of hazardous substances were introduced into the human body by the oral route.
His delegation therefore particularly appreciated the WHO programme on food and animal feed
contamination monitoring carried out jointly with FAO and funded by UNEP.

Since food was now being provided from increasingly varied sources, international
collaboration on food safety was clearly essential. The technical cooperation mentioned in
paragraph 13(2) of the report was extremely important, and his Government was prepared to

place its institutions and experts at the disposal of WHO in carrying out the work proposed.

His delegation wished to request WHO to develop further its programme of food hygiene in
cooperation with other international organizations.

Dr CLAVERO GONZÁLEZ (Spain) considered the comment in the report that food safety
must be considered in the context of the stage of socioeconomic development reached in

different countries was highly realistic. Spain had its own code and used the Codex Alimen-

tarius in evolving its technical standards; it also had provincial control services and a

national centre. Nevertheless it was extremely difficult to arrive at a perfect result in a
monitoring system dealing with so many registered and authorized food products, both imported
and exported. Such a complex system would probably be beyond the ability of developing
countries, and his delegation therefore considered that the Director -General's policy of self -
sufficiency for each country was right. Locally produced food would make it easier to
monitor food hygiene and perhaps reduce the need for advanced technological and analytical
methods. Focusing food hygiene and applied nutrition on community needs rather than
on the sophisticated food industries would make possible a greater coverage of inspection with
fewer resources and the inclusion of food hygiene education in primary health care. The

Spanish delegation attached particular importance to hygiene education which would help con-
sumers as well as shops and restaurants to reject food that might be a health risk. It

supported the programme proposed by the Director- General and wished to join in sponsoring the
draft resolution before the Committee.

Dr BASSIOUNI (Egypt) supported the principles and guidelines of the Organization's
programme as reflected in the Director -General's report. Biological and chemical food
pollution was an important matter and his delegation believed that WHO's activities in
collaboration with Member States should be reinforced, especially with respect to the
collection and dissemination of data and manpower training.

International collaboration on the assessment of health risks from commercial food
additives could, however, be improved, and the joint UNEP /FAO/WHO project should be
reinforced. It was also important to consider the possibility of limiting the use of
pesticides which, although useful in agriculture, were also a danger to health, particularly

to that of farm workers.
His delegation supported the draft resolution, of which it was a sponsor.

-676-
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Dr KRAUSE (German Democratic Republic) stressed the need for WHO standards in relation
to food hygiene, and said his delegation found quite acceptable the standards and recommen-
dations that WHO had put forward.

In his country research on the effect of modern technology on the composition and quality
of food was carried out through target- oriented projects, and the results were reflected in

food legislation. At present a comprehensive set of regulations on criteria and acceptable
levels for biological, physical and chemical substances in food was in preparation. While
his delegation welcomed agreement at the international level, it believed that national
peculiarities such as per capita consumption and eating habits must be considered and that
country- specific criteria should therefore be retained. His country was prepared to
collaborate in working out food hygiene standards.

Dr FETISOV (Union of Soviet Socialist Republics) agreed that the programme was important
and should be developed further; its general orientation corresponded to the guiding principles
of the Sixth General Programme of Work.

With regard to technical cooperation with Member States, the lines of activity discussed
in the report included national legislation on food products and the development of an
effective infrastructure for food control with systems that would work well in many countries
including his own.

His delegation agreed that WHO should work in conjunction with other agencies dealing
with the problem of ensuring safe food.

Insufficient attention had, however, been paid in the report to the Organization's work
since the adoption of the last resolution on the subject, and a complete evaluation of the
programme was thus impossible.

Dr BA6VAROVA (Bulgaria) said that WHO activities on food additives and pesticides were
particularly important; greater attention should, however, be paid to documentation on
additives. Problems had arisen recently with respect to the hygienic evaluation of such
products, and more effective WHO assistance would therefore be welcome - for instance, through
working groups and seminars in conjunction with other international organizations and national
bodies.

The participation of experts from her own country had hitherto been somewhat limited, and
her delegation would welcome the possibility of increasing such cooperation. Within the
Bulgarian Academy of Sciences there were specialized toxicology and microbiology institutions
already working under contract with WHO in certain fields of food hygiene that could prove
useful in that regard.

Dr KLIVAROVÁ (Czechoslovakia) said that her country had had a food quality control system
as part of its State health scheme for 25 years. Research on evaluating food additives and
pesticides had been carried out within the context of WHO expert group meetings.

She endorsed the main directions of the proposed WHO activities on admissible food
additives and other substances, and stressed the need for technical cooperation along
the lines mentioned in paragraph 13(2). Those activities could be of use both to developed
and developing countries and should be intensified. She also supported the draft resolution.

Dr SPAANDER (Netherlands), as a sponsor of the draft resolution, commended it to the
Committee. His delegation was in full agreement with the way WHO was tackling the problem
of food hygiene, and particularly supported the proposals in paragraphs 13 and 14 of
the report. WHO had achieved a major breakthrough in the establishment of micro-
biological specifications by combining the expertise of several international and national
bodies. He particularly drew attention to the report of the WHO Expert Committee on the
Microbiological Aspects of Food Hygiene that had met in 1976 and to the work of, for instance,
the working group concerned with aviation catering of the Torremolinos meeting on food
poisoning in international traffic, and of the Copenhagen meeting on methodology in food
hygiene laboratories.

His country attached great importance to the prevention and control of food -borne
diseases and to cooperation between medical and veterinary public health services. It had
paid special attention to Salmonella, which although perhaps not the most dangerous was
certainly the most ubiquitous of bacteria, both in developed and developing countries. A
full study of the ecology of salmonellae had been carried out on Walcheren Island, including
their excretion by carriers, their persistence in classical water purification installations,
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their circulation through manure used as fertilizer and through breeding stock, birds, flies,

and so on. It had been found impossible to free even such a small area of salmonellae,

although the incidence had been reduced. The answer to the problem clearly lay in consumer

education.

Dr DIETERICH (Director, Division of Environmental Health) thanked delegates for their
useful comments, which would be of value in developing the programme, and expressed the
Secretariat's gratitude to those Governments whose experts and institutions had taken part

in it.
The report was not a progress report but indicated the proposed new orientation of

the programme. In reply to the Soviet delegate, he said that information on on -going and

past programmes would be included in the next report so that an evaluation could be made.
The technical cooperation activities set out in paragraph 13(2) were a major new development,

although at present they were relatively limited in scope. The lists mentioned by the

delegate of India were in preparation and would be made available.

The CHAIRMAN said that an appropriate draft resolution would be submitted to the
Committee at a later meeting (see summary record of the seventeenth meeting, section 3).

2. BIRTH DEFECT SURVEILLANCE Agenda, 2.6.15

Mr UEMURA (Director, Division of Health Statistics) said that the Director- General's
report on the item had been prepared in response to resolution WHA29.50 on birth defect

surveillance. That resolution had noted the problem of birth defects, the fact that

epidemics of such defects had been caused by environmental agents, and the need for
internationally coordinated action. It had also recognized that the Organization had
developed networks of collaborating centres that very effectively served international
surveillance of other diseases at minimal expense to the Organization.

The report, which was prepared with assistance from several national experts, was
mainly concerned with the problems of monitoring and surveillance rather than with the
prevention and care of birth defects. It reviewed literature on the incidence of birth
defects in the world and its relative significance to other diseases. It was recognized
that a good recording system, not necessarily employing sophisticated methods, could reveal

trends providing early warning of epidemics of birth defects. Such a system should, however,
form an integral part of national health information systems.

The use of common standards for terminology, techniques and the international exchange

of information would facilitate that task. The report summarized work on standardization
at an international level, and cited, inter alia, the work done by the National Foundation
of the United States acting as an international clearing -house for birth defect monitoring.

The Health Assembly was invited to examine the possible role of WHO in development
of the standardization of methodology, international exchange of information and appointment

of WHO collaborating centres.

i
Dr ELIXS (Hungary) congratulated the Director -General for his excellent report on an

important problem.
In a number of countries birth defects were among the ten main causes of death. In

Hungary, they were responsible for one -fifth of the overall infant mortality, eight times the
rate for deaths from all communicable diseases. The point prevalence of congenital
anomalies was 4% and was expected to increase as improved diagnostic procedures led to
better case -finding. If such diseases could be successfully attacked, human suffering could,
as mentioned in paragraph 2.2 of the report, be considerably alleviated. At present the
monitoring function was of primary importance. Under a good surveillance system specific
malformations could be assessed monthly or quarterly and any clustering of cases quickly
revealed. Thus even underlying causes might be identified early and measures taken to limit
or eliminate them. Had there been such a system in Western Europe at the time of the
thalidomide disaster, thousands of preventable birth defects could have been avoided. Minor

clusters had occurred since, and the surveillance systems had been instrumental in tackling

them. Surveillance, too, could lead, in cases of hereditary anomalies, to timely referral
to genetic counselling clinics for advice on family planning, and health education could
make people aware of the possibility of detecting foetal malformations by special

investigations.
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The work of a national birth defect monitoring system could be considerably improved
by international collaboration, as the report indicated. Such collaboration would accelerate
the flow of information, and thus limit the etiological factors recognized in countries
where clusters had been observed. It was therefore important to intensify and extend the work
such as that of the 1972 WHO consultation in order to coordinate the activities of national
centres. One way to do that might be to set up regional WHO collaborating centres with a
view to promoting standardization of methods, data storage and exchange of information. A
congenital malformation surveillance system had been operated in Hungary since 1962; since
1972 his country had been collaborating with WHO in its international programme, and was
most willing to continue that collaboration.

Mr DILEN (Belgium) said that the report was right in stressing that congenital anomalies
were a major public health problem; surveillance was particularly relevant in the light of
environmental causes. Congenital anomalies were important indicators of the harmful effects
of the modern environment on health, whether through natural pollution, vaccination programmes,
the introduction of new drugs on the market or the transfer of technology. An early warning
system would only be conceivable at the international level, and in that connexion he referred
to the Programme of Concerted Action on Congenital Anomalies which was to be started in 1978
in countries of the European Communities, including Belgium. The first step in that
programme would be in epidemiology on the initiative of the Medical Research and Public Health
Committee of the European Communities. Fourteen regions of the Communities would be involved,
two of them in Belgium. Before a surveillance system was instituted, the conditions for the
standardization of methods of detection and registration of a series of congenital anomalies
would be defined which would correspond in general with those mentioned in the Director -
General's report. A centre would collect, analyse and disseminate the data periodically.

Within the programme, too, the conditions of application of the Ninth Revision of the
International Classification of Diseases would be studied with the Tenth Revision in mind.
The programme would also train health personnel at various levels, including personnel from
countries outside the Communities. In accordance with the recommendations of resolution
WHA29.50 of the Health Assembly, the Belgian delegation encouraged WHO to invite all countries
to benefit from the programme as a whole and facilitate the exchange of information at the
international level.

Dr GONZALEZ CARRIZO (Argentina) said that the Secretariat of State for Public Health of
Argentina had established a programme of research on congenital malformations in 1967, which
had stimulated a Latin American collaborative study of congenital diseases (ECLAMC),
monitoring births in Argentina, Brazil, Chile, Ecuador, Paraguay, Peru, Uruguay and Venezuela
with the support of PASB.

Referring to section 2.1 of the report, he said that studies in Argentina had con-
centrated on the first 72 hours of life for the detection of birth defects. Referring to
section 2.7, he said that his country shared misgivings about the possibility that tech-
nological progress would bring with it an increase in substances of unknown teratogenicity,
and had set up a working group on mutagenesis. Difficulties in obtaining information on
abortions and fetal mortality according to the methods outlined in section 7 of the report
were being experienced, but the minimum information listed in sections 8.2 and 8.3 could
be provided.

He agreed with the emphasis in the report on the need to improve the standardization of
methodology, to exchange information, and to designate collaborating centres. Argentina
offered its existing infrastructure for regional activities.

Dr ZAPATERO VILLALONGA (Spain) said that his country was especially sensitive to the
problems associated with birth defects, above all those causing mental deficiency. Referring
to paragraph 2.5 of the report, mentioning the low priority given to birth defect control in
countries where health care was poorly developed and the services overburdened, he said that
the subject should be studied carefully in order that priorities could be established at the
moment of health planning and programming. The four major categories of infant mortality
were nutritional causes, infection, congenital risks and accidents, and the health
administrations of most countries concentrated on the first two, which were the priority
problems. The high cost of programmes for birth defect surveillance and the comparatively
recent nature of advances in human genetics were further factors delaying such programmes.

The moment had come to stimulate and coordinate mechanisms to provide relevant information,
as stressed in the Director -General's report, together with an exchange of experience and
scientific data, within the framework of the new concept of health, and especially family
health.
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He further recommended the establishment of human genetics services within health
administrations, and their close linking with the competent departments of general hospitals.
There should also be local registries of birth defects providing data for a national registry
which would be forwarded to WHO's network. The operation of genetics centres would require
the training of specialized staff, including nurses, laboratory technicians and social
workers. Emphasis should be given to that point in the WHO programme. His delegation

appreciated the realistic approach being taken by WHO, recognizing the need for more infor-
mation and knowledge about the repercussions of birth defects on the quality of life,
together with the need to stimulate the development of related etiological studies,
especially on harmful factors in the environment. His Government was ready to give all
possible support to the programme.

Dr MALONE (United States of America) said that the report provided ample justification
for stressing the critical need for information about birth defects, and especially their
relation to environmental hazards. The United States delegation supported the proposed
activities of WHO in connexion with surveillance.

Describing surveillance efforts in the United States of relevance to the proposed WHO
programme, he said that the Center for Disease Control had started an early warning system
for thalidomide -like episodes in the late 1960s, which had become nationwide in 1974,
relaying data from the Center's Bureau of Epidemiology to the International Clearinghouse
for Birth Defects Monitoring Systems. Surveillance currently covered some 1200 hospitals
and 1 million births annually. The Center also conducted special studies for and provided
assistance in epidemiological investigations to state and local governments in the United
States of America. Members of its staff had participated in discussions on WHO activities
and submitted data on malformations for use in WHO's preliminary surveillance work.

The Center for Research for Mothers and Children of the National Institute of Child
Health and Human Development (National Institutes of Health) also carried out related
activities, including joint programmes with the Center for Disease Control for the sur-
veillance of congenital anomalies, programmes providing grants and contracts for the study
of biological mechanisms causing birth defects, and workshops for the standardization of
detection methods. The competent institutions in the United States of America were ready
to increase their participation in WHO's activities.

Dr FIELD (United Kingdom of Great Britain and Northern Ireland) said that the report
coincided with the views of his country on the subject, and his delegation hoped that it
would receive wide acceptance and that the Director- General would find the necessary
resources to develop the proposed programme. The United Kingdom was closely associated
with the research group set up by the European Communities to coordinate work on congenital
anomalies and malformation registers in the member countries described by the delegate of
Belgium, and the United Kingdom hoped that the research group would be designated as a European
collaborating centre.

Professor AKKERMANN (German Democratic Republic) said that his country attached great
importance to the prevention of birth defects and to epidemiological investigation of their
etiology. Research on perinatology sponsored by the Ministry of Health had been conducted
for several years and had yielded practical results in the prevention of birth defects.

Surveillance of all pregnant women in the German Democratic Republic was carried out at
maternity centres, and high -risk pregnancies were monitored at specialized centres and
referred for delivery to special clinics with a neonatology unit as well as an obstetrics
unit. His country was prepared to participate in a comprehensive interdisciplinary research
project within the framework of its international activities under the guidance and with the
coordination of WHO. In addition, it was probable that some of its clinics engaged in birth
defect surveillance could act as WHO collaborating centres.

His delegation fully supported the programme outlined in the Director -General's report.

Dr KEISAR (Israel) noted with satisfaction the interest shown by the Health Assembly in
the problem of birth defect surveillance. His delegation wished to see hydrocephalus
included in the list of easily detectable anomalies in section 5.2 of the report.

Birth defects were recognized as having such repercussions on the quality of life that
the Ministry of Health of Israel had made it a priority matter and allocated resources for
a national programme for detection and surveillance. Detection was carried out in the
existing maternal and child health centres, with the accent on genetic anomalies detected by
amniocentesis for all pregnant women over 33 years of age, with emphasis on chromosome -21
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testing; tests for Tay -Sachs disease were carried out in certain Ashkenazi families with a
history of the defect; and a pilot study on spina bifida and defects of the neural tube was
underway, based on measurement of alphafetoproteins in maternal blood and amniotic fluid.
Umbilical cord blood analysis was carried out for detection of hypothyroidism and phenyl -
ketonuria in the first days after birth.

Referring to the ethical problems arising when abortions had to be recommended during
the first months of pregnancy because of signs of congenital anomaly in the fetus, he said
that that subject also deserved investigation. Prevention of anomalies during pregnancy
or through control of teratogenic factors in the environment should be given priority in
efforts to control birth defects.

Dr N'JIE (Gambia) said that in the interests of simplification of reporting, and taking
into account the conditions in developing countries, a simple manual or guide was needed on
commoner congenital anomalies in order to make the WHO programme more widely applicable.

Dr BACVAROVA (Bulgaria) said that the improvement of medical care and reductions in infant
mortality on the one hand, and industrialization, the use of chemicals and ionizing radiation
on the other added to the importance of birth defect surveillance. Referring to the work of
the Central Teratological Laboratory in Bulgaria, she said that research was under way for the
preparation of a map showing the distribution of congenital anomalies in the country. Use was

made of the Willis classification of such anomalies supplemented by B. Konstantinov's classifi-
cation in the latter's study of pathological reproduction in man. That etiological
classification divided anomalies according to whether they were congenital primary structural
anomalies, secondary structural anomalies resulting from chromosomal diseases, or whether they
were due to molecular (enzyme) diseases with or without secondary structural anomalies. She

advocated that method for standardization by WHO.
Her delegation welcomed the proposal to establish a world centre for birth defect

surveillance. WHO should continue to encourage the establishment of national centres whose
activities it would coordinate. In the interests of complete registration she proposed that
examinations should be carried out not only at birth but also at the age of one year, since
enzymopathies, coarctation of the aorta, renal anomalies, and the tetralogy of Fallot, for
example, could not be detected in the first days of life.

Dr KHAZEN (Canada) said that the report of the Director -General rightly stressed the
major aspects of a problem which was demanding higher and higher priority in public health
services, especially in developed countries. Canada had established a national surveillance
system 12 years earlier, and had recently become associated with WHO and the United States
of America in the international exchange of information on the 10 major defects listed in
paragraph 5.2 of the report. His delegation supported the role proposed for WHO in the
document, and wished to be associated with the views expressed by the delegates of Hungary
and the United Kingdom.

He wished further to draw attention to four points. First the surveillance programme
should be coordinated with maternal and child health and environmental health programmes,
as any practical results of surveillance would be related to preventive measures in those
programmes. Secondly, the role of the proposed collaborating centres must be carefully

defined and their activities coordinated. Regional coordination, collection and dissemination
of information, general research and research on specific defects, as well as training,
were separate aspects of this role which should be considered. Thirdly, research to identify
causes of anomalies so as to lead to preventive action should continue parallel to the

surveillance programme. Finally, health manpower planning should be carried out in conjunction
with the development of the collaborating centres.

Dr BORGOÑO (Chile) stressed that birth defects were an increasingly important cause of
death, and particularly of infantile and neonatal mortality in developing countries. He
agreed with the delegate of Canada that the integration of surveillance into maternal and child
health programmes was essential; obstetricians and paediatricians and other staff working on
those programmes must be informed of the diagnostic criteria, and would be responsible for
providing the basic information from which epidemiological and programming needs would be
determined.

He requested information about preventable congenital defects such as those resulting
from rubella in pregnant women as a complement to the Director -General's report, as it was
important to use available methods for reducing the occurrence of such anomalies to the

extent possible.
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Dr SINCLAIR (New Zealand), addressing himself to sections 7 and 8 of the report, said that

for many years the responsibility for notifying birth defects in New Zealand had lain with the
directors and superintendents of maternity hospitals, in which over 99% of all births took

place. That had provided a rough indication of the patterns and trends, but had not given

information on individual babies. Other data belatedly became available from autopsy reports,

death certificates or hospital statistics.
In 1975 a new system of notification had been introduced by Government regulation,

requiring the delivering physican to complete a form in two parts, the first on congenital

defects in the newborn, the second on factors occurring during pregnancy, delivery and the
postpartum period that could be considered as risk factors. The name of the child was then

to be entered in one of two registers according to whether the child was suffering from a birth

defect or was at risk, in the hope that surveillance could be maintained and any necessary
assistance offered to the family. The data were also to be forwarded to the National Health

Statistics Centre for monitoring and analysis. Unfortunately, the programme had not been
successful, mainly because doctors' reactions to the "risk factor" section of the form had
been that it violated the confidentiality between doctor and patient, that was, the mother.
Consequently very few forms had been completed and returned. A new form had been devised in
consultation with the medical profession for the reporting of birth defects only. He felt
that other countries contemplating a surveillance programme might benefit from that

experience.

Professor SULIANTI SAROSO (Indonesia) said that of approximately 15 000 children born

in Jakarta General Hospital during the period 1962 -67, 0.5% suffered from an anomaly,
hydrocephalus being the most common, and that in the Medan General Hospital, of 17 000
children born between 1970 and 1975 approximately 0.8% had an anomaly, cleft lips and palate
being more common there than hydrocephalus. Although Indonesia had no proper
epidemiological surveillance programme for birth defects, in view of the high incidence of
communicable diseases, it did undertake as part of the communicable diseases surveillance
the reporting of so- called "unusual events ". By that means it might be possible to detect
epidemics of birth defects if the order of magnitude were such as to draw the attention of
the health workers. The proposal of the Gambian delegate to develop simple indicators, for
use in primary health care, particularly in developing countries, deserved careful

consideration. She also noted the recommendation of the New Zealand delegate to proceed
with caution in undertaking surveillance of birth defects.

Dr SANKARAN (India) thought that birth defect surveillance would probably be regarded

as a luxury for a developing country. In India, for instance, with approximately 22 million
births a year, almost 80% of them taking place at home without any institutional help but
aided by traditional birth attendants, the collection of information and statistics on birth
defects would be practically impossible over a considerable length of time. However, that
did not mean an effort should not be made, especially since, with the considerable decrease
in infant mortality, the survival of children with birth defects was becoming an increasing
health problem which considerably taxed his country's medical and economic resources. As a

first step India had begun, with WHO cooperation, a physical disability assessment of the
rural population in Orissa. A number of defects had been identified and were being recorded
on standard forms for future coding and statistical analysis. An initial report had shown
a 1.4% frequency of surviving congenital defects, primarily of the musculoskeletal system.
The total figure for disabilities, including acquired defects, was about 12.8 %. That meant
that at least 280 000 children were surviving each year with obvious defects, mostly of the
musculoskeletal system: not a small number to contend with. It was therefore important that
WHO's birth defect surveillance system should be adopted, though it should probably start on
a limited scale in certain selected institutions. He believed his country could contribute
expertise and that such a programme had some relevance in a developing economy, though not as
high a priority as many other problems India was facing.

Dr JOYCE (Ireland) noted that Ireland had introduced a new perinatal notification form,
divided into four parts which could be distributed to the various interested parties. The
National Drugs Advisory Board was doing a survey of congenital defects in the Dublin maternity
hospitals, which delivered about one -third of all the babies born in Ireland. There was
also an ongoing study, funded by voluntary contributions from various private agencies to the

Rotunda Hospital, into the influence of antenatal, natal and postnatal factors on defects
occurring in babies and on the quality of life these babies would have. For many years,
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given that 99% of all births in Ireland occurred in maternity hospitals, routine tests had
been done for phenylketonuria (PKU) using the Guthrie test; about 1 case had been discovered
in every 5500 births.

Dr KLIVAROVÁ (Czechoslovakia) considered the Director- General's report a timely and
useful document for the study and prevention of congenital anomalies. In Czechoslovakia the
question had been studied since 1956 at the Research Institute for the Care of Mother and
Child, in Prague, where different services dealt with teratology, the physiology and pathology
of early ontogenesis, prenatal detection of fetal defects, and the overall study of children
with birth defects. The registration of birth defects had been carried out since 1956.
Three years ago the registry had been improved and supplemented by a monitoring system
embracing 17 types of anomaly; there were some 27 000 cases entered on a magnetic -tape data
bank. All defects of perinatal causation were required to be registered. In Czechoslovakia
women received abortions if they suffered from rubella or toxoplasmosis during pregnancy, or
if they had been subjected to irradiation in the critical stages of pregnancy. The
prescription of potentially teratogenic drugs was forbidden.

Her delegation agreed that WHO had an important coordinating role to play in the exchange
of relevant information on birth defects. In view of the high scientific level of its work,
she thought the Prague Research Institute for the Care of Mother and Child fully met the
requirements of a WHO collaborating centre.

Dr FETISOV (Union of Soviet Socialist Republics) shared the views of previous speakers
of the importance of the problem and noted with pleasure that WHO was following up
recommendations made at the Twenty -ninth Health Assembly. He supported the further
development of the programme, particularly with respect to the standardization of methods of
detection and registration of congenital anomalies and the setting up of a WHO surveillance
network. He suggested the Institute of Genetics of the Academy of Medicine of the Soviet
Union for possible inclusion in the network as a collaborating centre.

Dr BROYELLE (France) asked for information on the existing WHO collaborating centres
concerned with birth defects and on the criteria that governed their selection and
designation.

Mr UEMURA (Director, Division of Health Statistics) thanked the delegates for their
valuable information and offers of future collaboration; their comments would be taken into
account in future programme activities. Replying to the delegates of Belgium and the
United Kingdom, he welcomed the activities initiated by the European Communities and said
that WHO wished to maintain close contact with the work being done, particularly in
standardization of terminology and in classification and procedures. He also welcomed the
Belgian delegate's offer to use the Ninth Revision of the International Classification of
Diseases for critical testing with a view to developing an improved classification for the
next revision. In reply to the delegates of Canada and France he said that no WHO
collaborating centres for birth defect surveillance had yet been designated and that the
criteria for their selection and their specific roles would be critically examined.
Several such centres would probably be necessary, each specialized in certain aspects, such
as collection and dissemination of information, standardization, epidemiological
research on specific aspects of anomalies, and training.

Dr PETROS -BARVAZIAN (Director, Division of Family Health) said that the Committee's
comments showed the complexity of the subject and the relation of its importance to the
stages of health development and the priorities of health problems in different countries.
She had particularly noted the emphasis placed on preventive aspects and the fact that the
aim of surveillance was early prevention. All activities that would improve the outcome of
pregnancy and prevent fetal and infant mortality made for a more efficient approach to the prevention

of congenital malformations as well. In reply to the delegate of Chile regarding rubella
immunization to prevent congenital deformities, she said that the situation varied from one
country to another. In countries where most women had had rubella in childhood, immunization
of young women against that disease was not practised; in other countries with a low
incidence of rubella immunization of schoolgirls or adolescent girls was being carried out so
that they would not contract the disease during pregnancy.



684 THIRTY -FIRST WORLD HEALTH ASSEMBLY, PART II

The CHAIRMAN proposed that the Committee should take note of the Director -General's

report.

It was so agreed.

3. FOURTH REPORT OF COMMITTEE B

Professor BENADOUDA (Algeria), Rapporteur, read out the draft fourth report of the
Committee.

Decision: the report was adopted (see page 731).

4. FLUORIDATION AND PREVENTION OF DENTAL CARIES Agenda, 2.6.14

Dr POUSTOVOI (Director, Division of Noncommunicable Diseases), introducing the item at
the invitation of the CHAIRMAN, recalled that the Twenty- second World Health Assembly in 1969
had recommended fluoridation of water as a practical measure to prevent dental caries and had
requested the Director -General to encourage research into the etiology of caries and mechanisms
of fluoride action and optimal concentrations. In January 1974 the Executive Board had noted
that dental caries was an increasingly prevalent world health problem and accordingly asked
the Director -General to develop a programme within WHO to promote fluoridation of community
water supplies and other approved methods for the prevention of dental caries, and to report to
the Twenty- eighth World Health Assembly. That report had led to resolution WHA28.64, which
gave rise to the programme described in the present report. Awakening interest in oral health
problems was evident in many countries and a systematic effort had been made to respond to all

the facets of resolution WHA28.64. He thought advantage should be taken of the chance to
coordinate globally in a clearly defined programme and to standardize methodologies for
measuring problems and selecting strategies.

The WHO preventive subprogramme in oral health had made progress with very limited
resources, thanks to support from extrabudgetary resources; he hoped that support would not
only be maintained but increased. The experience of the industrialized countries provided
ample data on how dental caries could increase and on the continuing effects of periodontal
diseases or loss of teeth. However, such knowledge needed to be supplemented by the
realization of what the data meant in terms of public demand and the consequent expenditure if
there were no effective intervention for prevention and control. Perhaps the most striking
data were those showing that some highly developed countries could not provide all the dental
treatment needed, even with dentist -to- population ratios of around 1 to 1000 and with up to

11% of health expenditure going on oral health. There were populations served by highly
developed comprehensive oral care systems where two of every five adults were edentulous
despite huge expenditures for oral health. Those populations had a prevalence of oral
disease which was now being approached or even exceeded in developing countries.

Dr BARNES (Oral Health) said there was well- documented and constantly growing evidence to
show rapid and large increases in caries prevalence and virtually no change in the high
prevalence of periodontal diseases, particularly in Africa, Asia, the Eastern Mediterranean
and the Pacific. Two outstanding examples would suffice. First, in Japan comprehensive
national surveys made every six years since 1957 had shown a steady rise in caries prevalence;
the latest data indicated a three -fold increase in actual disease, representing at least a

five- to six -fold increase in treatment time required. Secondly, data from French Polynesia
now indicated a level of caries prevalence as high as had been measured in any population.
The first example, relating to a population of over 100 million, indicated the enormity of the

problem. The second example, relating to a small population, showed that even those who had
been noted for the near absence of dental caries in the past not only could suffer large
increases but could reach the highest level, once associated only with European nations or

populations of European origin. Such changes were now occurring in developing countries,
where more than 50% of the world population resided. It was necessary to be in no doubt about

those trends because, to halt them, concerted efforts were necessary, not to reduce the disease,

but to prevent its extensive increase. All the countries so far exhibiting decreases in dental
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caries prevalence had introduced preventive programmes, mainly water fluoridation, after the
disease had increased to the maximum and huge manpower resources had been built up in response

to public demand for care. Most highly developed countries still had a long way to go to
maximize prevention and were still burdened with staggering costs for oral health care.
Highly industrialized countries with high to very high prevalence of dental caries had dentist -
to- population ratios better than 1 to 5000 and even reaching 1 to 1000 in several countries.
By contrast, 53% of Member States had dental manpower ratios worse than 1 to 20 000 and 30%

had ratios worse than 1 to 100 000. One expression of the consequences of failing to prevent

increases in dental caries was systematic school dental services, which had often been created
as a response to caries prevalence increases without emphasizing prevention. It had been

calculated that minimum systematic care for primary schoolchildren required an extra 300 dental
personnel per million children for increases to only moderate levels of caries prevalence such

as had occurred within a 10 -year period in a number of developing countries; comprehensive
care in those circumstances would require an extra 700 personnel per million children. It

was not desirable that developing countries should go through the same experience as highly

developed countries; that would be economically impossible in many Member States. National

preventive programmes were therefore urgent and necessary. Those delivering preventive

services would be primarily the individual himself, the parent, the schoolteacher, the
engineers, and/or the manufacturer and distributor of commodities such as salt; most of the

dental or health personnel involved in those programmes needed to be only educators,
supervisors, evaluators and planners, so that the preventive initiative was not costly in
health manpower, and indeed would free highly trained professionals and auxiliaries for more

skilled procedures.
WHO was continuing to play a coordinating role in three main areas of the preventive

subprogramme: promotion of the use of fluorides in national caries prevention programmes,

coordination of research, and information transfer. Simple, inexpensive surveillance methods
were used and good estimates could be made of when and how to intervene, preventively, on

information given by surveillance. However, despite the impressive armoury of available
preventive methods, water fluoridation being foremost, there were not yet enough data on
precisely when to intervene and which method to use at every point on the scale of caries

increase. Experience had to be built up in order to become more precise, effective, and
therefore economical in WHO's collaborative efforts. Since methods of caries prevention had

natural associations with preventive regimes for other oral conditions, it was essential to

extend prevention to other oral diseases, especially periodontal disease. In conclusion, he
considered that both Member States and the Secretariat should extend the processes and projects
already begun in surveillance, field trials, demonstration and training centres, national
planning of preventive programmes, information and research coordination in oral health.

Dr HIDDLESTONE (New Zealand) introduced the following draft resolution on behalf of the
delegations of Finland, German Democratic Republic, Iceland, Iran, Ireland, Israel, Romania,
United Kingdom of Great Britain and Northern Ireland, and United States of America in addition
to his own:

The Thirty -first World Health Assembly,

Aware of the growing prevalence of dental caries throughout the world, and of its
health and socioeconomic consequences;

Noting resolutions WHA22.30, EB53.R30 and WHA28.64 underlining the importance of
this problem;

Recognizing the widespread experience with fluoridation of public water supplies as
a safe, inexpensive and effective method of preventing dental caries;

1. URGES Member States to consider urgently the fluoridation of public water supplies
in order to reduce the prevalence of dental caries;

2. REQUESTS the World Health Organization to continue to provide technical advice
and assistance to Member States in the control of dental caries, inter alia, by programmes
for the fluoridation of public water supplies and to foster cooperation with and between
such States in this important area of public health;

3. BELIEVES that, where fluoridation of public drinking -water supplies is not feasible
for technical or other reasons, alternative methods of achieving an adequate intake or
application of fluoride should be considered;

4. REQUESTS the Director- General to report in due course on progress in this matter.
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He said that in asking the Committee to emphasize fluoridation, the sponsors were not
forgetting the vital importance of such other preventive factors as appropriate diet and care
in dental hygiene, but were drawing attention to one particular measure that was safe, effective,
and easy to apply and could be one of the greatest triumphs of modern prophylaxis. Yet,

despite the comparable use of disinfectants to protect communities from infected water supplies
or of potassium iodide in goitre prophylaxis, fluoridation excited a reaction similar to the
hostile and abusive obstruction suffered by Jenner in his early work on vaccination, ranging
from criticism, suspicion and fear to frank distortion of the facts and allegations that it
contravened democratic human rights.

Fluoride from industrial processes was termed "unnatural ", and despite its natural
ionization, it was seen as some insidious form of perverted modern alchemy; whereas so- called
"naturally occurring" fluorides were greeted as a form of divine providence. Malicious and
misleading campaigns had claimed monstrous side -effects from optimal fluoridation, which had
no true scientific basis and yet was difficult to negate. Accurate, weighty statements from
respected authorities were slow to emerge to reassure the public. Therefore the emphatic
statement of the Director -General during the Twenty- eighth World Health Assembly needed
regular repetition: unless there were insuperable practical difficulties, no community could
afford the luxury of not fluoridating its public water supplies. There were such difficulties
in some parts of his country which lacked reticulated water supplies; in such circumstances,
the use of fluoride in salt was one of several excellent alternatives, as impressive work in
the Caribbean had shown.

He stressed that dental health and the work of WHO had to go beyond fluoridation, but the
role of WHO developed in the report and the draft resolution had to include as major
functions the speedy evaluation of claims that fluoridation was harmful to health, and the

dissemination of the truth. In his own country, which was justifiably proud of its school
dental nurse scheme, the fact that a dental nurse caring for all primary schoolchildren °s
teeth could look after twice as many children in areas with fluoridated water supply as in
those without fluoridation was entirely due to the remarkable protective activity of fluori-
dation. His delegation believed that all delegations dedicated to preventive public health
must support the draft resolution.

Mr NATARAJAN (India) said that in his country there were problems both of lack of
fluorides and of an excess of fluorides. A survey had shown that in many areas the fluoride

content in drinking -water was highly excessive, ranging between 2 and 25 parts per million.
It was necessary to find out which areas were deficient and whether they had any arrangements
for community drinking -water, but it was also necessary to devise techniques for the
defluoridation of water where the fluoride content was too great, in order to control endemic
fluorosis of teeth and skeletal and neurological defects. On the other hand, the topical
application of fluoride to drinking -water could be useful in those areas where the fluoride
content was well below accepted limits.

For those reasons he suggested the following amendments to the draft resolution: the
addition of a preambular paragraph reading "Recognizing also that in certain areas a higher
fluoride content in water might constitute a health problem "; the amendment of paragraph 1 to
read "URGES Member States to consider urgently the fluoridation of public water supplies where
appropriate and necessary in order to reduce the prevalence of dental caries "; and the
amendment of the beginning of paragraph 2 to read: "REQUESTS the World Health Organization to
provide technical advice and assistance to Member States in the implementation of fluoridation
of public water supplies and defluoridation where necessary . . . ".

Professor SZCZERBAÑ (Poland) said that dental care in Poland covered a wide range of
preventive as well as curative services, including free periodical examination, preventive
treatment, and therapy in all branches of stomatology. In the Polish medium- and long -term

programmes special attention was paid to preventive measures for children and adolescents.
A mass screening of more than 1.4 million people of different age groups in 1970 -71 had shown
that 90% of the study population suffered from caries, molar caries being far from negligible,
and that about 6% of the 15- year -olds had had carious teeth extracted. Fluoridation of
drinking -water had been introduced in Poland in 1967, and other measures involving fluorides
were also used, such as the administration of fluoride pills or tablets and brushing teeth
with fluoride compounds in schools and kindergartens. Toothpaste containing active fluoride

compounds was very widely used. All those activities had so far resulted in a three -fold
increase of the proportion of caries -free children; therapeutic visits to dentists had
decreased 2 -4 times in different age groups; and the course of caries development was markedly
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less acute. A comprehensive programme of prevention was being carried out in two stages:

the first up to 1980 and the second ending in 1990. The programme included systematic measures

such as the gradual introduction of fluoridation of drinking -water in towns of over 50 000

inhabitants, representing a third of the country's population, and the administration of

fluoride tablets, and topical measures aimed particularly at the protection of 5 to 8- year -old

children as a first step and of 2 to 4- year -old children by 1981. The success of the

programme would depend on health education and the establishment of a clear organizational

pattern involving different governmental, social, educational, and economic institutions. It

was considered that drinking -water should be fluoridated where the natural fluoride concentra-

tion was less than 0.5 mg /litre, and that the concentration could be increased up to a limit of

0.8 -1.2 mg /litre. The results aimed at for 1990 included: a 5 -10% decrease in the number of

children suffering from caries in each school year; no need to extract teeth in the 5 to 11 -year

age group; and a decrease in the number of children requiring constant dental check -ups and

treatment from 72% to 50 %. The sharp reduction in surgical treatment and the elimination of

pain would concomitantly bring about a change in attitudes to dental treatment.

Dr Kyelem (Upper Volta) took the Chair.

Professor HALTER (Belgium) said that his position was far less categorical than that of

the New Zealand delegate. Thirty years of experience had shown him that dental caries

resulted from the simultaneous action of a number of factors, first among which was the eating

of sweets, accompanied by the presence of a cariogenic bacterial flora in the mouth and poor

oral and dental hygiene. Only later did a lowered resistance of tooth enamel, possibly due

to a lack of fluoride, come into question. Regarding the earlier statement about the increase

of caries in certain populations, notably in French Polynesia, he wondered how much that was

due to a possible change in fluoride consumption and how much more to the introduction of

sweets, starchy foods and other carbohydrates and of a new bacterial flora from an alien

civilization.

He considered that the draft resolution failed to take into account other factors that
were at least as important as the lack of fluoride and therefore proposed the following

amendments: (1) the insertion after the second preambular paragraph of a new preambular
paragraph reading "Bearing in mind that dental caries is the resultant of several external
factors such as consumption of sweets and starchy foods, the action of specific bacteria,
and lack of oral hygiene, acting upon a tooth whose resistance may have been lessened by
lack of fluoride in the diet "; (2) the replacement in the next preambular paragraph of
"safe, inexpensive and effective method of preventing dental caries" by "method of preventing
dental caries which, with proper oral hygiene, is safe, inexpensive and effective "; (3) the

deletion from paragraph 1 of "urgently" and the replacement of "the prevalence" by "one of the
major factors "; (4) the replacement in paragraph 2 of "implementation of" by "control of
dental caries, inter alia by programmes for the . . . ".

He added that in his own small but highly industrialized country the air and water were
constantly polluted by fluorides from various manufacturing processes, causing, among other
things, the death of livestock and making it necessary to undertake the defluoridation of water

of which the Indian delegate had spoken. There were no universal panaceas and the

Organization should not expose itself needlessly to criticism.

Dr HAAS (Austria) said that in his country fluorides had long been used for the prevention
of caries, mainly in the form of fluoride tablets distributed to children on a voluntary basis;

those measures had had a statistically significant effect. He noted that, whereas the

Director -General's report gave a survey of different methods for the use of fluorides, the

draft resolution concentrated on the fluoridation of public water supplies. His delegation

believed that the addition of any substances to public water was justified only in order to

make the water safe to drink, or if technical means of transportation demanded it. In

principle, every person had a right to unadulterated drinking- water. For that reason and

others, the Austrian Ministry of Health had rejected public health fluoridation of water.
Therefore the Austrian delegation was not in a position to approve the draft resolution and

would have to abstain if it were put to the vote; however, it could probably vote for the

resolution as amended by the Belgian delegate.

Dr BACVAROVA (Bulgaria) said that the control of dental caries was necessarily a complex

matter, since the etiology was multifactorial and had not been fully studied. Experience had

shown that an obvious improvement could be achieved only by constantly increasing the number
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of stomatological personnel, but that systematic prophylaxis did lead to a considerable
decrease in the incidence of dental caries. The best results were obtained by the use of
fluorides combined with a rational diet and systematic attention to oral hygiene. A key
measure in caries prevention in Bulgaria was the use of fluorides, including fluoride tablets,
mineral waters containing fluoride, toothpaste containing fluoride and mineral salts, and
topical application of fluoride compounds, combined with health education to encourage a
rational diet and lasting habits of oral hygiene. Resolution WHA28.64 which recommended the
fluoridation of drinking- water, was in line with the policy of the Bulgarian Ministry of Health
and the measures recommended by WHO on caries prophylaxis using fluoride preparations were
included in the country's stomatological programme.

Professor BAUME (International Dental Federation), speaking at the invitation of the

CHAIRMAN, recalled that the proposed WHO programme relied in part on the International Dental
Federation, which comprised 86 national dental associations embracing some 400 000 practising
dentists, to facilitate the flow of information to WHO and to provide technical and financial

assistance to Member States when requested. By way of its appropriate commissions it would

always seek to provide whatever help it was called on to give. For example, its Executive

Committee would recommend to its forthcoming General Assembly a financial participation in
WHO's oral health field studies in several countries, with those countries' consent.

Although the International Dental Federation strongly endorsed water fluoridation it
also recognized that there were situations where fluoridation was not appropriate for reasons

of feasibility or of community or governmental acceptance. He stressed that the Director -

General had dealt effectively with the problem in his report by outlining alternative systems

of caries prevention which should be useful in meeting the dental health needs of Member
States where water fluoridation was not the method of choice. The approach outlined in WHO's

plan was consistent with his Federation's policy. He urged support for the draft resolution.

Dr SEBINA (Botswana) welcomed the advances being made in the development of fluoride

rinses, pastes and solutions for topical application, in view of the fact that most of the
population of Botswana obtained their drinking -water from boreholes rather than from piped

supplies. Changes in the eating habits of his people, particularly the consumption of
refined carbohydrates, had resulted in an increased incidence of dental caries and periodontal

diseases. The health education and dental programme in his country therefore aimed at
applying fluoride at recommended periods to schoolchildren, while not excluding fluoridation
of water where possible, although it was to be noted that some water naturally contained an

excess of fluoride. His delegation endorsed the Director -General's recommendations for

effective preventive intervention. Those now had to be translated into practical integrated

dental health programmes at country level with the coordination of the Organization at
regional and global level. His delegation gave general support to the draft resolution and
wished to see the written text of the amendments.

The meeting rose at 12h55.
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1. FLUORIDATION AND PREVENTION OF DENTAL CARIES (continued) Agenda, 2.6.14

Dr MATTHEIS (Federal Republic of Germany) said that the Director -General's report before
the Committee showed that progress had been made with the preventive programme against dental
caries. She acknowledged the positive results that could be achieved by water fluoridation,
but thought it important that alternative strategies should be devised, as there were countries
where water fluoridation would not be feasible for some time to come. She was particularly
glad to learn that WHO would be tackling the problem of acceptance of preventive measures
against caries, since that problem was a major one and called for action on a broad front.

She could support the draft resolution introduced at the previous meeting if the amendments
proposed by the Belgian delegate were incorporated.

Dr FEDOROV (Union of Soviet Socialist Republics) expressed great satisfaction with the work
carried out by WHO on the subject since the Twenty- eighth World Health Assembly. That work had
involved the development of methodologies, the carrying out of epidemiological studies on the
prevalence of dental caries, and the planning of national preventive programmes in regard to
stomatology. He emphasized the importance of coordinating national efforts to find ways
of preventing dental caries and other oral diseases. The Institute of Stomatological
Research in his country was prepared to play its full part as a collaborating centre in
carrying out WHO's programme.

The amendments proposed to the draft resolution seemed to some extent to contradict
the intent of the resolution itself. He suggested that a working group be set up to
produce a version which would satisfy all concerned.

Mr NYGREN (Sweden) said that his Government was aware of the importance of dental health
for the people's well- being. There had been intensive discussion among scientists in recent
years on the subject of fluoridation, and a special committee had been set up to discuss the
issue. Sweden had for some years had a programme for the individual application of fluorides
in schools and in public dental clinics. However, if the draft resolution were put to the vote,
his delegation would have to abstain.

Dr MOCUMBI (Mozambique) said the main features of his country's dental health programme
were, first, the establishment of an emergency dental service, secondly, the launching of a
preventive dental programme, and thirdly, the setting up of a treatment service. In order to
achieve the objectives as quickly as possible, Mozambique had begun training its own dental
auxiliaries, and would shortly begin to train dental technicians. It had established codes of
therapeutic practice so that the limited resources available could be used as effectively as

possible. In order to monitor the progress of the work, a pilot epidemiological survey of
oral disease had been undertaken, and that was soon to be followed by a full -scale survey.

He was in general agreement with the report, but thought there was some imbalance in the
relative importance given to the two major dental diseases. Although in many developing
countries the level of dental caries was initially low, it often rose rapidly with economic
development, while on the other hand the level of periodontal disease was consistently high.
He urged that greater emphasis should be given to periodontal disease and to the problems of
providing preventive and emergency services to rural communities. He drew attention to the
inflated prices being charged by certain companies for the most basic dental instruments and
materials. An attempt should be made to remedy that situation.

-689-
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He supported the measures taken by the Director -General to implement the programme under
consideration.

Dr OZUN (Romania) endorsed resolution WHA28.64 and also WHO's recommendations on the use

of fluoride as a means of preventing dental caries. His country had begun in 1960 to

investigate the optimum fluoride level in drinking- water, first in towns of 100 000 inhabitants

and then in other towns. That investigation had shown that local conditions should be taken
into account in formulating prevention strategies, since widely differing degrees of fluoride
concentration had been found in areas as little as 10 kilometres apart.

His delegation supported the draft resolution, together with the Belgian amendments, and
was prepared to collaborate with WHO and with other countries in supporting the programme.
There should be greater exchange of information on both the epidemiology of dental caries and
fluoridation, whether by means of drinking -water, tablets, or gels and dentifrices. The

experience gained by his country since 1960 could be useful in contributing to an effective
programme of prevention of dental caries.

Dr KRAUSE (German Democratic Republic) said that his Government was using the recommenda-
tions in resolution WHA28.64 as a basis for a system of organized preventive oral health care
for children and adolescents.

The successful development of preventive care of children and adolescents on a national
scale depended on a number of factors. Those factors included demographic conditions, the
epidemiological situation in regard to caries, the pattern of pre -school and school systems,
socioeconomic conditions, geographical conditions, the water supply pattern, and the oral
health care system for children. Caries prevention should be carried out over a period of
years and in an organized manner. Preventive programmes should be based on a single agreed
method of administration, whether through water, fluoridized salt or tablets. Attention
should be paid to local applications of fluoride, to measures for the reduction of dental
plaque, and to proper nutrition.

An important aspect of the WHO programme under discussion was the elaboration of well -
defined recommendations which could serve as guidelines for the preventive treatment of
caries. The training of more auxiliary oral health personnel, such as dental nurses and
dental hygienists, was most important if a well organized programme of prophylactic stomato-
logy was to be developed.

His delegation could support the amendments put forward by the delegates of Belgium and

India.

Dr ESCALANTE MONGE (El Salvador) said that in his country large cities were provided
with fluoridated drinking -water, while in small towns and rural areas there was a programme
for including fluoride in the diet of schoolchildren, carried out in cooperation with the
Ministry of Education. A report on that programme would be given at the forthcoming meeting
of Ministers of Health of Latin America in Guatemala. From time to time studies were made
of the oral hygiene of schoolchildren, and there was a continuous campaign for the prevention
of oral diseases. He hoped that WHO would continue its surveillance of those programmes,
and continue to provide technical and scientific collaboration and support. His delegation
endorsed the conclusions of the Director -General's report.

Mr VIÎYES RUEDA (Spain) said that his country was ready to collaborate with WHO's programme
on fluoridation and prevention of dental caries, and expressed support for the draft resolu-
tion. His country had decided to promote fluoridation by means of the community approach.
The application of preventive measures over large areas brought with it technical difficulties,
since water fluoridation presupposed the existence of adequate supplies of drinking- water,
with adequate technology for their maintenance. However, such supplies did not yet exist
in developing countries or in some rural or depressed areas of developed countries.

The draft resolution indicated that in such cases alternative measures should be resorted
to. However, it was not made clear what alternative measures were being recommended. There
were not enough studies cnd recommendations by WHO on vehicles for fluoride other than water.
Studies carried out in other countries, notably in Hungary, Switzerland, Colombia and Spain, had
clearly shown that fluoridated salt at 225 -250 ml per kg produced a similar result to water
fluoridated at 1 part per million; that result tied in with the findings of the symposium
held in Colombia the previous year which was referred to in paragraph 2.8 of the Director -
General's report. Salt fluoridation had the advantage of being a suitable vehicle for rural
areas where there was no guarantee of a regular water supply, although it was true that it
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also had a number of disadvantages, such as the problems of estimating correct dosages, and of
taking account of the variations in consumption in different areas, as well as of variations

in marketing and distribution.
Accordingly, his delegation proposed that operative paragraph 2 of the draft resolution

be amended to read as follows:

2 REQUESTS the World Health Organization to continue to provide technical advice
and assistance to Member States in the implementation of fluoridation of public
water supplies, and also to supply information and recommendations concerning
the use of fluoridized salt as a communal vehicle for the prevention of dental

caries, and to foster cooperation with and between such States in this important

area of public health.

Dr MALONE (United States of America) said dental caries was on the increase in developing
countries. The use of fluorides seemed a natural choice for mass prevention programmes,
applied either through community water supplies, in salt or milk, or topically. Community
water fluoridation was the best method; fluoridized salt was less useful, not only because it
might reach fewer children, but because there was not yet adequate evidence that it had total
body impact. However, opportunities for fluoridizing public water supplies were restricted
by the fact that millions of people still lacked such supplies. In the meantime, fluorida-
tion of salt offered virtually the only practicable prevention method.

As had been pointed out by the New Zealand delegate at the previous meeting, the problem
of resistance to fluoride was found in developed as well as less developed countries. In
spite of the fact that in the United States almost 100 million people used fluoridated water
daily, militant groups persisted in attacking water fluoridation. It was essential to convince
political leaders and the public at large of the value and safety of the use of fluoride as
a preventive measure. Though there was no evidence that fluoridation contributed to deaths
by heart disease and cancer, well -publicized attacks on it on those grounds were being made
in the United States of America and Canada, and such attacks should be rebutted.

His delegation was pleased to be a co- sponsor of the draft resolution now under considera-
tion.

Dr LEPPO (Finland) said that the Director -General's report provided excellent guidelines
for further efforts to improve dental health throughout the world. Dental and oral diseases
were often underestimated as a public health problem, since they were seldom a primary cause
of death or severe handicap. However, the experience of the industrialized countries showed
that caries alone consumed an unreasonable proportion of limited health manpower and economic
resources.

There were few areas in medicine where such effective preventive methods were available.
The use of fluorides had in all circumstances proved an effective, economic and safe method
to prevent dental caries. However, the report showed that progress in their use as a pre-
ventive measure had not been satisfactory, and no doubt the reason was the ill- informed
attacks made on the practice of water fluoridation. It was important that WHO should be
seen to take a firm stand on the fluoridation issue. The true facts should be taken into
account in considering alternatives, and decisions should be made on the basis of safety,
cost -effectiveness and technical feasibility. The adoption of the draft resolution would
be an important step in that direction and his delegation supported it.

Dr MARTIN (France) supported the amendments put forward by the Belgian delegate. In

regard to the fluoride factor, it was important to realize that although problems arose
through lack of fluoride, there were also problems caused by an excess of it, and the
solution of the latter had proved difficult. He had been particularly struck by the Indian
delegate's comments, and was also in favour of the amendments he had put forward. The
present cost of fluoridation was in his view excessive and for the present beyond the
reach of the economy of most countries. He hoped that the various amendments that had been
put forward would result in a balanced text.

Professor PACCAGNELLA (Italy) was grateful for the collaboration provided by WHO in
carrying out surveys of the prevalence of dental caries in some regions of Italy. An

epidemiological survey had recently been carried out in the Venice region in relation to
the fluoride content of drinking -water and dietary intake in order to choose the best tactic
for the prevention of dental caries.
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His delegation was not in a position to support a draft resolution urging Member States
to adopt indiscriminate fluoridation, since it favoured a global oral health policy within

health services planning covering manpower, health education on dental hygiene, dietary

habits, and so on. However, it could agree to an amended version as proposed by the

delegates of India and Belgium.

Dr TULCHINSKY (Israel) was concerned that there continued to be resistance to the

fluoridation of public water supplies to an adequate preventive level. It was important

that the Health Assembly should make a clear and positive statement on the issue. He

recognized that there might be problems of excess fluoridation in some water supplies, and
that there were other methods that might be applicable.

He supported the draft resolution, and hoped that any amendments adopted would not

weaken its intent. He agreed with the suggestion that a working group be set up to work

out an acceptable text.

Dr JOYCE (Ireland) recalled that in his country a case had been brought against the

Department of Health when it had introduced water fluoridation. However, that case had

been lost, and water fluoridation was now mandatory in Ireland. About 60% of the population

were covered by that method, and the rest by alternative methods, notably through dental

hygienists.

Professor SYLLA (Senegal) was glad that fluoridation formed part of WHO's preventive
programme against caries; the effect of fluoride on dental health was currently the subject

of research at the Institute of Odontostomatology at Dakar. However, he believed that in

its present form the draft resolution was unduly restrictive, and accordingly supported the

Belgian and Indian amendments. The problem of water with excessive fluoride content, which

had been referred to by the Indian delegate, was also one which affected his country. He

pointed out that an acceptable limit to the fluoride level in drinking -water could only be
relative, since in certain climates drinking -water requirements could be doubled or even

quadrupled.

The CHAIRMAN suggested that a working group consisting of the sponsors of the draft

resolution, together with the delegates of Belgium, India, Spain, Union of Soviet Socialist

Republics and any other country interested should meet after the present meeting to work

out a combined text.

It was so agreed (see summary record of the seventeenth meeting, section 4).

2. COMPREHENSIVE CONTROL OF CARDIOVASCULAR DISEASES AT COMMUNITY LEVEL Agenda, 2.6.13

(PROGRESS REPORT)

Dr POUSTOVOI (Director, Division of Noncommunicable Diseases) said that the Director -
General's report on the item should be considered as an interim report on progress made in the

preparation of a global WHO programme in cardiovascular diseases. The preparatory phase would
be completed in the following year, and the Thirty- second Health Assembly would be receiving
concrete proposals for projects covering national, regional and headquarters activities.

The concern of WHO's programme was for activities that could be implemented at community
level. Stress was laid on the preventive approach when dealing with cardiovascular diseases
among populations. The entire programme was based on the need for any action to be implemen-
ted through the existing health services in each country concerned. The experience of
national programmes had already proved the feasibility and effectiveness of that approach.

Much traditional thinking on the subject needed to be overcome. Experience had shown
that the best results in projects for the control of cardiovascular diseases were obtained
in the work carried out by institutes as a part of their national programmes. For that
reason, much effort was now being put into discussions with governments and into identifying
institutes and experts to carry out the national programme in each country concerned. The

medium -term programmes of the WHO regional offices were the key elements in the cardio-
vascular diseases programme.

Dr PISA (Cardiovascular Diseases) said that the formulation of the WHO cardiovascular
diseases programme gave the opportunity for the first time in WHO's history to prepare a



COMMITTEE B: SIXTEENTH MEETING 693

concrete plan of action for the prevention and control of those diseases on a global scale.
There was no doubt that coordination of activities within WHO in that field would be
strengthened, and communication with countries facilitated. Activities had already been
launched in each WHO region which were directly linked to the implementation of resolution
WHA29.49.

In the African Region, a number of potential collaborating centres and experts had been
identified. In early 1977, responsibility for the interregional cardiovascular disease team
stationed in Accra had been transferred to the Regional Office in Brazzaville in order to
facilitate coordination.

In the Americas and the Eastern Mediterranean and South -East Asia Regions the stress was
on projects for the prevention and control of rheumatic fever, rheumatic heart disease and
hypertension. In some centres progress had been made on comprehensive cardiovascular disease
control in the community.

In the European Region, a long -term programme in the field of cardiovascular diseases
had been launched in 1968. Experience had shown that a comprehensive approach, utilizing
the existing system of health services and involving the participation of the whole community,
was most effective. The Regional Advisory Committee on Medical Research for the Western
Pacific had established a task force on cardiovascular diseases which advised on WHO's
regional programme in that field. The Regional Office was organizing a three -week course on
epidemiology and prevention of cardiovascular disease in October 1978, to be attended by
fellows from Member States. The programme in the Western Pacific had already stimulated
collaboration between industrialized and developing countries, particularly in regard to the
training of health personnel and the establishment of laboratory facilities.

In several regions, special attention was paid to exploring the possible role of
auxiliary health personnel in programmes of prevention and control of rheumatic heart disease
and hypertension at the community level.

WHO's global approach had significantly strengthened its position in relation to non-
governmental organizations. For example, joint projects had been initiated in the field of
standardization of nomenclature and diagnostic criteria, and were supported financially by
the International Society and Federation of Cardiology.

The medium -term programme to be presented in 1979 would attempt to reflect the present

and future needs of Member States and contribute to the efforts of governments to prevent and
control cardiovascular diseases at community level.

Dr LIAS (Hungary) said that cardiovascular diseases were a serious health problem in
his country, accounting for 50% of overall mortality each year. The mortality rate among men
aged 40 to 59 years had increased considerably, and 40% of those officially certified for
disability in 1977 had been cardiovascular patients. It was almost impossible to provide
sophisticated in- patient facilities for such a large number of cases, and hence comprehensive
care at community level was a necessity. The Hungarian National Institute of Cardiology,
which had joined WHO's cardiovascular disease programme as early as 1967, acted as the
coordinator of cardiological activities in the country as a whole. It coordinated, delivered
or supervised all types of service, from prevention to the most sophisticated cardiovascular
surgical operation. In recent years, centres had been set up to provide continuous care
services for the population at community level, working on guidelines laid down by the
Institute. Useful help was received from WHO in such fields as primary and secondary
prevention and the rehabilitation of cardiac patients in general and ischaemic heart disease
patients in particular.

On the basis of information gained in the 1970 -1972 infarction register programme, part
of Budapest with a population of 500 000 was being used as a model for an intensive coronary
care programme, the main aim of which was to reduce early mortality from acute myocardial
infarction. The programme had began in 1973, and had already resulted in a 10% decrease in
infarction mortality, due partly to an improvement in ambulance services and greater
accessibility of intensive care units.

In 1975 a comprehensive programme of prevention and continued care for cardiovascular
diseases, supported by WHO, had been launched in a district of the same area of Budapest. The
purpose of that programme was to elaborate methods applicable to the entire model area from
1980 onwards. Cost /benefit studies were also being carried out.

It should be emphasized that the programme fell within the framework of existing health
services, both at the community level and generally. The community was reached through social
and municipal organizations, the entire population being mobilized in the fight against cardio-
vascular diseases with the aid of the health services system. Doctors and health personnel
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were being trained in modern methods of prevention, treatment and continued care of cardio-

vascular diseases. Effective health education for all strata of the population was being in-
troduced. Use was being made of compulsory tuberculosis screening procedures for identifica-
tion of diseased persons and those at risk, together with screening to detect and treat cases

of hypertensive vascular disease.

The community activities for comprehensive control of cardiovascular diseases in Hungary
had been, and he hoped would continue to be, supported by WHO. The national health authorities
were fully prepared to extend their cooperation and looked forward to receiving the documenta-
tion on the medium -term programme in cardiovascular diseases to be prepared before the end

of 1978.

Dr BORGOÑO (Chile) said that there could be no doubt that cardiovascular diseases were
becoming an increasingly important problem. In his country they were the main cause of death,
representing some 25% of the total. Chile's programme in that field followed the guidelines
laid down by previous Health Assemblies and benefited from PAHO's collaboration. It was

directed basically towards the secondary prevention of rheumatic heart disease; the control

measures covered 90% of the children involved. The problem of hypertension was greater, since
cases were more difficult to identify and a large proportion of the population, particularly
women, was involved. The cost of control programmes would accordingly be high, since cases
had to be followed up on a long -term basis. Community participation through education, to
favour early diagnosis, was extremely important, as was the participation of the entire health

team, since there were not sufficient doctors, even in developed countries, to deal with the
large number of patients.

He emphasized the need to continue research to provide the best possible treatment and to
gain a deeper insight into the multiple causes of cardiovascular disease in order to introduce
measures for their primary prevention. He expressed his country's deep appreciation for the
assistance it had received from the Organization over several years, both at the country level
and through the regional meetings of PAHO.

Dr KLIVAROVA (Czechoslovakia) believed that, as the progress report showed, much had been
achieved at headquarters in the field of cardiovascular diseases, particularly from the view-
point of cooperation with the regional offices. She concurred with the direction such acti-
vities had taken, but regretted that no list of projects had been included nor any dates given
regarding the programme. She looked forward to the submission of the medium -term programme
to the Executive Board and Health Assembly.

The health authorities in her country had evolved a cardiovascular diseases programme
based on WHO's recommendations on all aspects, including prophylaxis, treatment, research
and education. It had thereby achieved speedier and more effective results, with a reduction
in mortality and in the number of handicapped. The proportion of deaths from myocardial in-
farction had dropped from 30 -40% to 20% following intensive therapy, deaths occurring mostly
in the higher age -groups, and 70% of patients could now be rehabilitated, with more than half
that figure returning to their previous type of employment. The time taken for attendance by
a doctor or transport to hospital had been reduced, and the period spent in bed had been cut
from five or six weeks to three.

Dr ALDEREGUTA BRITO (Cuba) said that cardiovascular diseases were now the main cause of
death in his country, and the introduction of control programmes had been necessary. Arterial
hypertension, which was the most frequent coronary risk factor, had been found in 15% of the
population over 15 years of age. Accordingly, in February 1974 a community control project
on hypertension had been undertaken in Cuba under WHO auspices, as part of a survey in which
19 centres in both developed and developing countries were participating. PAHO had initiated
a similar study, with the participation of 11 countries from the Region of the Americas, in-
cluding Cuba. A national survey on arterial hypertension and ischaemic heart disease was
just being completed. Furthermore, under the national control programme, preventive measures
were being undertaken through health education of the public, diagnosis and treatment were
being extended through primary health care units and hospitals, and due attention was also
being given to rehabilitation measures. The programme provided for detection of hypertension
in the community, the participation of mass organizations, and special functions for all mem-
bers of the health team, with periodic evaluations. It was already yielding concrete results
and had proved its feasibility. Its effectiveness now had to be proved by a decrease in the
morbidity and mortality resulting from cardiovascular diseases.

He stressed the importance of the Director -General's policy on technical cooperation for

such programmes.
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Mr KISELEV (Union of Soviet Socialist Republics) said that cardiovascular diseases were
among the most widespread types of disease and showed no downward trend, as the Director -
General's report had pointed out. Indeed, as countries progressed towards development, the
prevalence of cardiovascular diseases increased, and no suitable method for their control had
as yet been evolved.

The proposed measures for the comprehensive control of cardiovascular diseases at the
community level were an active step forward, and he entirely supported them. He presumed that
there would be possibilities for expanding the scientific side of the programme, in keeping
with the Health Assembly's wish to promote biomedical research.

Dr KLISINSKA (Yugoslavia) said that the long -term programme on cardiovascular diseases
being prepared by WHO in response to resolution WHA29.49 appeared to be broad in scope, and
would cover the study of existing resources and specific needs in all regions. It consti-
tuted a realistic, and even experimental, approach so that methodology could be evolved
before plans were completed for the global programme.

In Yugoslavia action had been initiated through a cardiovascular diseases control
programme in Novi Sad, a city of 180 000 inhabitants, which had been selected for a pilot
programme in preparation for broader action. The pilot programme was focused on continuing
training of medical and nursing personnel, improving health services through organizational
measures, and health education of the public. That last aspect was, in her opinion, the
crucial element. It was important to motivate the entire population so that it participated
actively in preventive activities. All groups were involved, including municipal
authorities, socialist organizations, women's associations, the Red Cross, as well as
the medical and health authorities. She fully agreed with the statement in paragraph 7 of
the Director -General's report that primary prevention implied much more than cardiology or
medicine in general, and that efforts must be made at the level of the community. While the
WHO programme should be a global one, the action taken should be based on a study of local
conditions.

Dr BA6VAR0VA (Bulgaria) also emphasized the importance of cardiovascular diseases.
Changes in life -style and working patterns had aggravated the problem, which was now causing
concern to the health administrations of many countries. Comprehensive coverage was a complex
task, and the introduction of a broadly based programme into the system of health care
delivery without the allocation of additional resources called for greater medical knowledge
of all stages of the diseases.

Further attention should be paid to the organizational and economic aspects of the
incidence of cardiovascular diseases. Diet, intake of alcohol, and smoking all had to be
borne in mind in assessing persons at risk. A national programme to control cardiovascular
diseases had been approved in Bulgaria which covered many aspects, including psychosocial
factors.

Her country welcomed the collaboration which had been established with WHO, and was
prepared to extend its own cooperation through national institutes.

The CHAIRMAN suggested that the Committee interrupt its discussion on agenda item 2.6.13
to enable it to consider certain draft resolutions.

It was so agreed (see section 4 of this summary record).

3. COORDINATION WITHIN THE UNITED NATIONS SYSTEM (continued) Agenda, 3.13

Activities financed from extrabudgetary sources within the United Agenda, 3.13.2
Nations system (continued from the fourteenth meeting, section 2)

The CHAIRMAN drew attention to a draft resolution proposed by the Rapporteur, which

read as follows:

The Thirty -first World Health Assembly,

Having considered the report of the Director -General on coordination within the
United Nations system - activities financed from extrabudgetary sources within the
United Nations system;

Recalling the terms of resolution WHA30.34;
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1. NOTES the report and the steps taken to enhance cooperation with the United
Nations Development Programme (UNDP), the United Nations Children's Fund (UNICEF), the
United Nations Fund for Population Activities (UNFPA), the United Nations Fund for
Drug Abuse Control (UNFDAC), the United Nations Environment Programme (UNEP), the
World Bank and other organizations;

2. NOTES with satisfaction the co- sponsorship by UNDP and the World Bank of the WHO
Special Programme for Research and Training in Tropical Diseases;

3. EXPRESSES appreciation of the continued financial contribution from UNDP to other
special programmes being developed through WHO, including the Onchocerciasis Control
Programme, the Expanded Programme on Immunization, and the drinking -water supply

programme;

4. EXPRESSES the hope that additional support will be forthcoming for these programmes
and for other priority areas of WHO's technical cooperation activities with developing
countries, in particular with reference to primary health care, essential drugs,
communicable disease prevention and control, and activities with intersectoral
implications;

5. REQUESTS the Director -General to continue his efforts towards improving coordination
between WHO, UNDP and other organizations and bodies engaged in technical cooperation,
particularly at country and regional levels;

6. EXPRESSES appreciation of the continued collaboration provided by UNICEF in the

priority health sectors;

7. URGES Member States to continue their individual and combined efforts to translate
the concepts of technical cooperation among developing countries (TCDC) into practical
measures in the health field, with a view to enhancing national and collective self -

reliance;

8. REQUESTS the Director -General to review the decisions to be taken at the forth-

coming United Nations Conference on Technical Cooperation among Developing Countries and
to bring them to the attention of Member States at the Technical Discussions on
"Technical cooperation in the field of health among developing countries" to be held at
the Thirty- second World Health Assembly.

He also drew attention to an amendment proposed by the USSR delegation to that draft

resolution. That delegation had suggested that operative paragraphs 2 and 3 should be
combined, the new operative paragraph 2 to read as follows:

"2. NOTES with satisfaction the contribution from the above -mentioned agencies of
the United Nations system and from other organizations in providing support to the
programmes and specific types of activity of WHO."

The following operative paragraphs would be renumbered accordingly.

Dr KILGOUR (United Kingdom of Great Britain and Northern Ireland) supported the draft
resolution proposed by the Rapporteur, but was not entirely happy with the USSR amendment,
which would remove specific reference to UNDP and the World Bank in connexion with the WHO
Special Programme for Research and Training in Tropical Diseases, as well as the expression
of appreciation for UNDP's contribution to other special programmes. His delegation
attached particular importance to the Special Programme in Tropical Diseases, and the
present draft resolution was not a departure from precedent since the situation had been
recognized in resolution WHA30.42.

He accordingly suggested a compromise solution. Operative paragraph 2 of the draft
resolution should be retained as it stood, with the addition, at the end, of the following:
"and the contribution from these and other agencies of the United Nations system and from
other organizations in providing support to the programmes and specific types of activity
of WHO ". Operative paragraph 3 of the draft resolution would then be deleted.

Mr SOKOLOV (Union of Soviet Socialist Republics) said that his delegation had no general
objection to the draft resolution,but only to operative paragraphs 2 and 3 as they stood.
Since the resolution related to activities financed from extrabudgetary sources, it would be



COMMITTEE B: SIXTEENTH MEETING 697

invidious to single out any organization or agency for particular appreciation, which should
be extended to them all. He realized that a special resolution had been adopted the
previous year with relation to the Special Programme for Research and Training in Tropical
Diseases and that appreciation of particular organizations had been included, but that was
not relevant to the present draft resolution concerning all cooperative activities.

He suggested, as a compromise, that the draft resolution should include the text for
operative paragraph 2 proposed by his delegation, but with the addition of the following words:
"in particular, the Special Programme for Research and Training in Tropical Diseases, the
Onchocerciasis Control Programme, the Expanded Programme on Immunization, and the drinking -
water supply programme." No reference should, however, be included as to which agency was
implementing which particular programme.

Dr KILGOUR (United Kingdom of Great Britain and Northern Ireland) appreciated the USSR
delegate's spirit of compromise, but did not find his suggestion altogether acceptable.
He wondered whether it would save the Committee's time if the USSR delegation and his own
were to consult on a text.

The CHAIRMAN suggested that the United Kingdom and USSR delegates should, following
consultation, report to the Committee on a possibly acceptable text either later that day or
the following morning.

It was so agreed (see summary record of the seventeenth meeting, section 7).

Assistance to newly independent and emerging States in Africa Agenda, 3.13.3
(continued from the ninth meeting, section 2)

The CHAIRMAN recalled that a working group had been set up at the ninth meeting to
consider the various draft resolutions on the subject before the Committee, with a view to
their possible incorporation into a single text, bearing in mind the points made in the
discussion.

Mr NATARAJAN (India), speaking as Chairman of the working group, said that, with the
valuable participation of the USSR delegate, the Regional Director for Africa and the
Secretary of the Committee, it had spent considerable time and effort in considering the
draft resolution suggested in the Director -General's report and the three draft resolutions
proposed by various delegations.

The working group had considered that the draft resolution on the special programme
for health cooperation with Lesotho should be retained as a separate draft resolution, with
no changes of substance but with a number of minor drafting amendments. The text of that
draft resolution would now read as follows:

The Thirty -first World Health Assembly,

Recalling Security Council resolution 402 of 22 December 1976 concerning the
serious situation created by the closure of certain border posts, upon the decision
of South Africa, between Lesotho and South Africa so as to coerce Lesotho into
according recognition to the Bantustan Transkei;

Mindful that the decision of the Government of Lesotho not to recognize the
Bantustan Transkei was taken in conformity with United Nations General Assembly
resolution 3106(A) adopted on 26 October 1976;

Recognizing that the developments which have occurred have imposed special
economic and social burdens upon Lesotho, and that the health conditions of the
people of Lesotho, especially in the south -eastern part, are worsening;

1. EXPRESSES deep concern about the health and other problems faced by Lesotho;

2. NOTES with appreciation the measures taken by the Secretary -General of the United

Nations to send missions to Lesotho to examine the health situation as well as by the
Economic and Social Council with respect to calling for an effective international
programme of assistance to Lesotho;

3. NOTES further the request made to WHO and other specialized agencies of the
United Nations system by the Economic and Social Council in its resolution 2096
(LXIII) and by the United Nations General Assembly in resolution 32/98 to maintain
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and increase their current and future programmes of assistance to Lesotho in
carrying out its planned development projects without interruption;

4. REQUESTS WHO Member States to respond to the appeals made by the Security

Council and the Economic and Social Council and to provide technical cooperation

to Lesotho;

5. REQUESTS the Director -General, in collaboration with all other concerned
organizations and institutions of the United Nations system, to provide all necessary
cooperation to Lesotho with respect, in particular, to providing health care and

services to the affected population.

With regard to the remaining draft resolutions on the liberation struggle in southern
Africa, a number of helpful suggestions had been made, resulting in a single text reflecting

the consensus. He hoped that the Committee would view the draft resolution in the spirit in
which it had been drafted by the delegates constituting the working group and that it would

approve it by full consensus. The text of that draft resolution was as follows:

The Thirty -first World Health Assembly,
Having considered the Director -General's report on assistance to newly independent

and emerging States in Africa submitted in accordance with resolution WHA30.24;
Considering the acts of aggression against the People's Republic of Mozambique and

the People's Republic of Angola and the bombing of their civilian populations by the
illegal regime in Southern Rhodesia and the racist regime of South Africa as well as the
armed aggressions and provocations against the sovereignty of the Republics of Botswana
and Zambia;

Considering also the denial of adequate medical facilities for the non -white
populations of South Africa and the ill- treatment of political prisoners in that country;

Considering further that these acts of aggression and the insufficiency of medical
services contribute to a deterioration of the health status of the population of Southern
Africa;

Recalling resolutions 411 (1977) and 428 (1978) of the United Nations Security

Council;
Bearing in mind the action called for in resolution WHA29.23;
Recalling the terms of resolution WHA30.24;

1. REITERATES its appreciation of the concerted efforts made by the Office of the
United Nations High Commissioner for Refugees, the United Nations Development Programme,
the Office of the United Nations Disaster Relief Coordinator, the United Nations
Children's Fund, the International Committee of the Red Cross, the League of Red Cross
Societies and WHO, to undertake technical cooperation with the States concerned;

2. EXPRESSES appreciation of the concerted efforts of the Director -General of WHO,

UNHCR, UNDP, UNICEF, ICRC, LRCS and other associated bodies for their cooperation with
the liberation movements recognized by the Organization of African Unity;

3. REQUESTS the Director -General:

(1) to continue and intensify health cooperation with the newly independent and
emerging States in Africa, and particularly with the countries which are the victims
of repeated aggressions by the racist regime of South Africa and the illegal regime
in Southern Rhodesia;

(2) to give, in collaboration with the United Nations, its specialized agencies
and other bodies, all necessary support to national liberation movements recognized
by the Organization of African Unity including technical cooperation in their
preparation for gaining national sovereignty as well as support to the prevention
and contrai of communicable diseases and medical supplies needed for treatment of
the populations concerned;
(3) to ensure that such technical cooperation is provided in the most expeditious
and flexible way through simplified procedures;

(4) to report to the Thirty- second World Health Assembly on the progress made in
the implementation of this resolution;

4. INVITES the Director -General to pursue all possible efforts to enlist support from
governmental and nongovernmental sources for this operation;

5. APPEALS to all Member States to make voluntary contributions to this programme.
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Mr HESSEL (France) observed that the working group had sought to produce a text that

could be approved by consensus. However, he did not believe that the words "including
technical cooperation in their preparation for gaining national sovereignty" in operative
paragraph 3(2) entirely reflected its intentions. He accordingly suggested that they should

be replaced by the following: "including technical cooperation to prepare them for assuming
their full responsibilities in the health area ". That amendment would avoid any ambiguity in
the text and enable it to be adopted by consensus, whereas the present text could be interpreted
as calling for action far removed from the role of WHO. He appealed to the working group to

accept his suggestion, since it would in no way detract from the intention of extending all
possible help to liberation movements in southern Africa.

Mr NATARAJAN (India) said that, while he personally had no objection to the French
amendment, he could not speak for other members of the working group.

Dr MOCUMBI (Mozambique) believed that the liberation movements had already assumed their
full responsibilities by entering into a struggle for their liberation. The draft resolution

was aimed at obtaining technical cooperation in their present activities. In his own

country's experience, WHO's cooperation had been extended only after independence had been

achieved. His delegation's intention, as a co- sponsor, had been to seek to ensure that

others in the African continent could benefit from the Organization's technical cooperation

immediately. He was accordingly reluctant to accept the French amendment, which detracted

from what he considered to be the essential purpose of the draft resolution.

Dr RWASINE (Rwanda) said that, since the original wording could give rise to misunder-
standing, the French amendment, which appeared to meet the intentions of all, was acceptable
to his delegation as a member of the working group.

Dr FERNANDES (Angola) suggested that the problem was really a matter of finding the

appropriate phrasing.

Following a suggestion by Mr NATARAJAN (India), the CHAIRMAN proposed that further
consideration of the draft resolution on the liberation struggle in southern Africa be
postponed in order to allow time for consultations.

It was so agreed (see summary record of the seventeenth meeting, section 7).

The CHAIRMAN then invited the Committee to consider the revised draft resolution on the
special programme for health cooperation with Lesotho.

Decision: The draft resolution was approved.1

4. COMPREHENSIVE CONTROL OF CARDIOVASCULAR DISEASES AT COMMUNITY LEVEL
(PROGRESS REPORT) (resumed)

Agenda, 2.6.13

Dr MALONE (United States of America) commended the Secretariat's emphasis on the
prevention of cardiovascular disease and the concept of extending prevention on a large scale
within primary health care and low -cost health delivery systems. Although the programme was
still in the formative stages, the numerous activities and meetings organized by WHO since
June 1976 had obviously provided the expert advice required in developing a long -range

programme. Indeed, the inclusion of cardiovascular experts from developed as well as from
developing countries and their collaboration throughout the proposed programme would seem to
be essential ingredients for success. He welcomed the impressive start, and awaited more
definitive progress reports.

Dr GEKONYO (Kenya) said that the belief that the problem of cardiovascular diseases was
not of major significance in countries at levels of development similar to that of Kenya was

incorrect. Although it might have been so several years ago, current experience would

1 Transmitted to the Health Assembly in the Committee's fifth report and adopted as
resolution WHA31.46.



700 THIRTY -FIRST WORLD HEALTH ASSEMBLY, PART II

suggest that the situation was changing fast. It was not necessarily the incidence of cardio-

vascular diseases that was increasing, but the ability to diagnose them.
Rheumatic heart diseases were common in his country, and so were various types of cardio-

myopathies. Endomyocardial fibrosis was found in some parts of Kenya, and more recently
cases of constrictive pericarditis had begun to interest clinicians and research workers. At

the Kenyatta National Referral and Teaching Hospital in Nairobi, heart disease accounted for
10% of conditions seen by consultants, while hypertension accounted for a significant
percentage of admissions. Nevertheless, the situation in regard to cardiovascular diseases

in Kenya was not really known. In surveys carried out during the past 10 years, cardiomegaly
and enlarged aortic knuckles had been observed, the significance of which had not been

explained. The cost of sending heart patients for treatment and surgery abroad was
prohibitive. The Kenyan authorities had begun to recognize cardiovascular diseases as of
public health importance in their health services and were currently strengthening their
cardiovascular unit in Nairobi, as well as the training of workers in the field, so that the
real significance of those conditions could be ascertained and methods of prevention and
control elaborated. That exercise was part of the overall new emphasis on research for
national development, including health.

He was grateful for the understanding shown in the Director -General's report and affirmed
Kenya's readiness to cooperate with WHO in its efforts at the global, regional and country
levels in the field of cardiovascular diseases.

Professor PHILLIPS (Ghana), endorsing the objectives indicated in the Director -General's
report, said that in his country the incidence of ischaemic heart disease was unfortunately

increasing. However, it was still very low, and the present moment was therefore the best

time to begin to deal vigorously with the problem. In accordance with the objective of
preparing a suitable programme for promoting research on its prevention, etiology and early
diagnosis, his country would be very interested in studying a sample population free of the
disease while its incidence was still relatively low. Such studies might be of interest to
other Member States also, as it would provide invaluable base -line data.

A WHO cardiovascular team was already stationed in Ghana, doing excellent work on cardio-
vascular epidemiology which he hoped would continue. Studies on hypertension had been
intensified since the initial results of a recent epidemiological survey had revealed an

unfortunately high incidence. His country intended to pursue those studies vigorously with

WHO's assistance, which was greatly appreciated.

Dr BAHRAWI (Indonesia) said that in his country statistical information on the incidence
of cardiovascular diseases was not yet available, since they had not been considered a major

public health problem. The results of various hospital studies indicated that such conditions
were quite common and there were definite signs that in the future the problem would become

nation -wide.

Hospital data showed that 3.5 -3.8% of hospital admissions were diagnosed as cardiovascular
diseases. Of those, coronary heart disease accounted for 27 -58 %, with a mortality of some

50 000 a year; hypertension for 12.5 -20.4% (about 20% mortality); rheumatic fever and

rheumatic heart disease for 9 -26,9% (15 -17% mortality); pulmonary heart disease for 1.6 -23.1%

(40% mortality); and congenital heart disease for 1.1 -9.7 %. A prospective study was being

planned to measure the incidence of cardiovascular disease at the community level. Operational

studies for alternative measures to prevent and control cardiovascular diseases at the community

level were also planned. WHO's collaboration in those studies would be welcomed.

Professor ORHA (Romania) said that WHO's programme in the field of cardiovascular diseases

as outlined in the Director -General's report appeared to be developing satisfactorily in

accordance with resolution WHA29.49 and the Sixth General Programme of Work.

In all countries where reliable mortality statistics existed, cardiovascular diseases were

among the major causes of death. As was indicated in WHO's World Health Statistics Annual,

Vol. I, 1977, Table 6, death rates for diseases of the circulatory system greatly exceeded those

for infectious and parasitic diseases in many developing countries. At present cardiovascular

diseases were considered a public health problem only in the developed countries, but with an

improvement in sanitary and living standards they would in time constitute a similar problem

in the developing countries. That trend was now beginning to be recognized and due attention

should be given to it. The work done in many countries over the past few decades had provided

skills and scientific data that should make the prevention and control of cardiovascular

diseases more effective and more extensive than at present. The time had come to apply that
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knowledge systematically. Efficient prevention and control measures should be introduced in
the developing countries in good time so that, when they reached a higher level of development,
they would not face the same problems as were now being experienced in the industrialized

world. While further research on cardiovascular diseases would be of value, emphasis should
be placed on the thorough application of such knowledge as already existed.

WHO should intensify all its activities aimed at the prevention and control of cardiovas-
cular diseases, particularly in the developing countries. Preventive programmes would
probably be more effective in countries where such diseases were only beginning to assume
importance, but the problem must be tackled at both the international and the regional levels.
The community control aspects of programmes to counter cardiovascular diseases should be

stressed. WHO would have an important role to play in the cooperative research and expert
evaluation that would be needed to enable sound guidance to be given to governments on the
choice of alternative approaches.

He welcomed the trend towards the integration of specific programmes into general health
services, which was particularly appropriate for the developing countries. The proposal for
a global strategy based on a network of collaborating centres was also appreciated. Such a
centre, concerned with research and training in the prevention and control of cardiovascular
diseases at the community level, was now operating in his country under WHO auspices. Romania
was willing to cooperate, through WHO or on a bilateral or multilateral basis, with similar
centres in other countries. It strongly supported the proposal contained in the Director -

General's report.
He hoped that the budgetary provision for the programme on cardiovascular diseases would

be at a level adequately reflecting the problem's public health importance. The relatively
low amount allocated in the provisional programme budget for 1980 -1981 was disappointing,
for both headquarters and the regions. The Organization should take the necessary steps to
ensure that the programme was finalized and implemented.

Professor SPIES (German Democratic Republic) said that in his country the objectives
laid down in resolution WHA29.49 had been fulfilled for a number of years. Important
contributions were being made by experimental, clinical and epidemiological research to
arrive at a better understanding of the causal pattern and pathogenic mechanism of chronic
cardiovascular diseases, with a view to new means of prevention and therapy. Research results
had been put quickly into practice in the health protection system, thus improving the quality
and effectiveness of medical care.

In the 1950s the systematic prophylaxis of rheumatism had thrust infectious cardiac
diseases into the background in his country. Efforts to control cardiovascular disorders now
concentrated on ischaemic heart disease, hypertension and peripheral arteriosclerosis.
Through a joint strategy of control and research, the necessary measures were coordinated
and stimulated by means of a state -controlled plan. An important prerequisite for the plan's
success was the systematic training of physicians and health workers in the problems involved.

A system of county and district cardiologists had been developed to supervise specialist care.
In view of the frequency of the diseases, the problem could only be solved by close cooperation
with specialists in general and internal medicine in residential areas and in the factories.
Support for that work had been provided through programmes for control of myocardial infarction
and hypertension, which formed the basis for comprehensive control of chronic cardiovascular
diseases. The programmes included concrete proposals for implementation in the health service
in different areas. They permitted rational and effective coordination of the interaction
between the different spheres of society and sectors of the socialist health system, ranging
from emergency and intensive care to target- oriented rehabilitation at spas and in curative
establishments.

The programmes had been tested in various forms since 1973; they had been developed
further and recommended for gradual introduction on a national scale. The myocardial
infarction control programme was now in effect in most of his country.

Professor CHRUSCIEL (Poland) said that cardiovascular diseases remained one of the most
striking sociomedical problems throughout the world, especially in the developed countries.
The WHO control programme was a remarkable example of intensive international cooperation,
involving, at the same time, comprehensive programmes and projects at the national level.
He fully agreed with the views expressed in the Director -General's progress report, particularly

in respect of early separation of the care of cardiovascular patients from the general health
services and the establishment of sophisticated specialized branches of medicine to control
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cardiovascular diseases in industrialized countries; having now assumed mass proportions in
these countries cardiovascular diseases could no longer be dealt with by specialized services
only; they needed to be incorporated into the primary health care services. The problem
was how to prepare those services for their new responsibilities and how to coordinate the two
levels of the care system. As a pharmacologist who recognized the value of pharmacological
treatment, he would like to see more emphasis on treatment in the overall programme.

No health programme could be effectively implemented without the adequate preliminary

data and quantitative information required for continuous evaluation. In the light of
demographic and epidemiological data, the control of cardiovascular diseases had become a top

priority in other health programmes promoted by his Government. During the past 15 years
the death rate from such diseases had increased by 507., while the difference in the death rate

between urban and rural areas had almost disappeared.
Profound changes had been noted in the demand for care related to cardiovascular diseases.

Between the early 1950s and the 1970s the number of cardiovascular patients requiring
hospitalization in Poland had increased five times, far more than any other group of diseases;
the increase had been particularly sharp in the case of male patients in the 30 -58 year age -

group. His country was therefore intensifying its efforts, and a long -term programme for
the comprehensive control of cardiovascular diseases had already been established in accord

with the trends promoted by WHO. In its three -tier structure, the greatest stress was laid

on the strengthening of the primary health services and on comprehensive control, with special
attention to prevention at the community level, where the value of appropriate nutrition,
physical exercise and the need to stop smoking were important elements in the health education

programme. The main concern at the provincial level was to provide specialist services.
The function of the regional level was to coordinate all activities of the lower levels. In

1976 a research programme on prevention, etiology, early diagnosis, treatment and rehabilitation

had been launched.

Dr WANG Lien -sheng (China) expressed support for the Director- General's progress report

on the control of cardiovascular diseases, which were becoming as serious a problem in the
developing countries as they already were in the developed countries. Cardiovascular diseases
and cancer were the major causes of death in China. Accordingly, research on prevention and
treatment was being carried out. A survey on hypertension, stroke and coronary heart disease
had revealed that in both factories and rural areas the incidence of hypertension was by no
means negligible; for example, among 10 810 commune members above the age of 15, the rate was

7.22% and among 10 450 factory workers it was 11.17 %. On the basis of epidemiological data,
a comprehensive approach had been adopted. In addition to health education of the public,
work was rationally assigned, and in the treatment of cardiovascular diseases, an integrated
blend of traditional Chinese and Western medicine was applied. China was anxious to learn

new methods from other countries to lower its mortality and morbidity rates from cardiovascular
diseases and was willing to give active support to WHO's programme.

Dr LEPPO (Finland) said that cardiovascular diseases were a top -priority public health

problem in his country, where their incidence was the highest in Europe. More than half of

all deaths were due to them, and the number of cardiovascular patients had more than doubled
in 15 years, accounting for 25% of all general hospital in- patient days; they had, in fact,

absorbed the entire increase in the country's hospital capacity.
Finland fully recognized that the problem would not be solved by costly but palliative

technology and that prevention was the only real possibility of reducing its extent. Hence,

a large -scale community control programme had been launched in 1972, with much -appreciated
support from WHO. The preliminary results were promising, and final evaluation was under way.
In the light of the experience acquired, hypertension and stroke control programmes had already
been intensified as a part of primary health care. In the light of Finland's experience in
the community control of cardiovascular diseases, he welcomed the orientation of the WHO pro-
gramme and fully endorsed the principles that action should be directed towards community con-
trol programmes and that special attention should be given to the developing countries.

The recommendation that the programme should be oriented primarily towards areas and
countries where cardiovascular diseases were not yet of major public health significance was
very important, because, if smoking habits and diets were not changed, the heart disease prob-
lem might manifest itself when it was already too late to take effective remedial action.

An assessment, by WHO, of the technology used in the control of cardiovascular diseases,
especially a critical evaluation of alternative treatments and clinical management patterns,
would be greatly appreciated. The establishment of an expert committee to review and make
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recommendations on the relationship between diet and cardiovascular diseases, with particular

reference to the role of saturated fats in ischaemic heart disease and to the possibility of
reducing hypertension and stroke by lowering the intake of salt, would also be valuable.

Dr KAPRIO (Regional Director for Europe) said that WHO's cardiovascular disease control
programme in the European Region had begun in 1968 and had been carried out as two five -year
programmes, from 1968 to 1972 and from 1973 to 1977. After continuous evaluation and modifi-
cation, it would now be extended and was expected to become part of a worldwide medium -term
programme for 1978 -1983. A large number of reports had been produced and the major emphasis
was now on community control programmes.

At first the immediate concern had been with ischaemic heart disease. In close colla-
boration with national authorities, the programme had evolved in its second phase to include
the prevention and control, not only of ischaemic heart disease, but also of arterial hyper-

tension, cerebrovascular diseases, rheumatic heart disease and congenital heart diseases.
In the third stage of the programme more attention would be paid to environmental, genetic

and behavioural links between cardiovascular diseases and other chronic diseases such as lung
diseases and diabetes. The importance of smoking, alcohol consumption habits and physical
activity in relation to cardiovascular and chronic diseases in general was now being considered.

Recently, in cooperation with headquarters, the potential European research elements of
the programme had been analysed, and the proposals would in due course be incorporated as the
European contribution to the worldwide WHO cardiovascular diseases programme.

The cardiovascular programme had been of great assistance in helping countries to orient
hospitals and centres of clinical cardiology to expand towards prevention and early treatment.
Primary health care services and general practitioners were now also involved. Rehabilitation
services for cardiovascular patients had been strengthened, and a person who had suffered a
heart attack was now considered after recovery and rehabilitation as normal and fit to resume
work. The outlook was therefore rather more promising than it had appeared in the past.

Dr PISA (Cardiovascular Diseases) said that the comments made during the discussion had
been very timely and that it would be possible to take them into account in the medium -term
programme to be submitted in 1979; if any government or institution wished to make further
proposals, they could be submitted through the regional offices. The major concern was to
strike a balance between biomedical research and health services. That aspect of the problems,
which included "primordial" prevention, would be considered in the discussions already initia-
ted with other organizations. WHO was cooperating with the Advisory Committees on Medical
Research at headquarters and in the regions. The suggestion that a committee of experts
should be convened to study the relationship between diet and cardiovascular diseases had
already been provided for in the preparations for the programme for 1980 -1981.

The basic idea of the future WHO programme was to deal with cardiovascular diseases in
a comprehensive way at the community level. The Secretariat was fully aware that the preven-
tion and control of cardiovascular diseases was the concern, not only of health workers, but
of politicians and of the community as a whole, and that only by concerted efforts could
success be achieved.

Decision: The Committee took note of the Director -General's progress report.

The meeting rose at 18h50.



SEVENTEENTH MEETING

Wednesday, 24 May 1978, at 8h30

Chairman: Mr M. K. ANWAR (Bangladesh)

1. THE ROLE OF THE HEALTH SECTOR IN THE DEVELOPMENT OF NATIONAL AND
INTERNATIONAL FOOD AND NUTRITION POLICIES AND PLANS (continued from
the fourteenth meeting, section 3)

Agenda, 2.6.2

The CHAIRMAN drew attention to the following draft resolution, which represented a
revision of the draft introduced at the twelfth meeting, taking into account the amendments
proposed:

The Thirty -first World Health Assembly,

Having considered the Director -General's report on the role of the health sector in
the development of national and international food and nutrition policies and plans;

Recalling resolutions WHA27.43, WHA28.42 and WHA30.51;
Convinced that malnutrition is one of the major impediments to attaining the goal of

health for all by the year 2000, and that new approaches based on clearly defined
priorities and maximum utilization of local resources are needed for a more effective
action to combat malnutrition;

Noting with concern the continued decline in breast - feeding in many countries while
in certain countries it has been possible to arrest or reverse this trend;

Recognizing that during the first months of life breast - feeding is the safest and
most appropriate way to feed infants, that it should be maintained as long as possible
with timely supplementation and weaning which ideally should be done with locally
available and acceptable foods;

1. THANKS the Director -General for his report;

2. ENDORSES the definition of the functions of the health sector enumerated in the
above -mentioned report, viz:

(a) to stimulate and collaborate in the development of the multisectoral strategy
required to solve nutritional problems;
(b) to assess the nature and magnitude of those problems and to identify the
population groups most exposed to risk which require special attention;
(c) to set norms and standards for nutritional requirements and for the types of
diet necessary to meet them, with utilization of available local products;
(d) to implement direct measures, through the health care systems, for the
prevention, treatment and rehabilitation of the different forms and degrees of
malnutrition;
(e) to organize programmes for food hygiene;
(f) to support activities in other sectors particularly school feeding programmes
and nutritional education through mass media;

3. RECOMMENDS Member States to give the highest priority to prevention of malnutrition
in pregnant and lactating women, infants and young children and to stimulate permanent
multisectoral coordination of nutrition policies and programmes by:

(1) supporting and promoting breast - feeding with educational activities to the
general public; legislative and social actions to facilitate breast - feeding by

working mothers; implementing the necessary promotional and facilitating measures

- 704-
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in the health services; and regulating inappropriate sales promotion of infant
foods that can be used to replace breast milk;
(2) ensuring timely supplementation and appropriate weaning practices and the
feeding of young children after weaning with the maximum utilization of locally
available and acceptable foods; carrying on, if necessary, action -oriented research

to support this approach and the training of personnel for its promotion;

4. REQUESTS the Director- General:

(1) to develop, in cooperation with Member States, a programme of research and
development in nutrition, oriented primarily to the needs of developing countries,
and aimed initially at the prevention of malnutrition in pregnant and lactating
mothers and in young children by promoting adequate maternal nutrition and by
encouraging breast - feeding and timely supplementation and appropriate weaning
practices, with the maximum utilization of locally available and acceptable foods;

(2) to take any necessary measures to coordinate international activities designed
to promote breast - feeding and especially to work in close collaboration with other
United Nations agencies active in this field;

(3) to cooperate with national institutions in their problem -solving research and
training programmes to strengthen their capacity to combat malnutrition and
stimulate technical cooperation among developing countries in this field;
(4) to collaborate with multilateral and bilateral organizations and agencies and
with other intergovernmental and nongovernmental organizations in programmes of
technical cooperation with countries for the development and implementation of
national food and nutrition policies, plans and programmes;
(5) to stimulate the mobilization of scientific and financial resources in support
of a global effort to eliminate malnutrition;

5. URGES governments, multilateral and bilateral organizations and agencies to support
the proposed programme of research and development in nutrition through their technical
and scientific institutions and workers and by financial contributions.

Dr SPAANDER (Netherlands) said that he thought it been agreed

functions of the health sector enumerated in paragraph 2 of the draft resolution should be

omitted. If that was correct, that paragraph should read:

"2. ENDORSES the functions of the health sector in this field, as described in the

report of the Director -General ".

It was so agreed.

Decision: The draft resolution, as thus amended, was approved.1

2. PREVENTION AND CONTROL OF ZOONOSES AND FOODBORNE DISEASES DUE TO ANIMAL Agenda, 2.6.12

PRODUCTS (continued from the fourteenth meeting, section 4)

The CHAIRMAN drew attention to the following draft resolution prepared by the Rapporteur
and reflecting the outcome of the Committee's discussion at the fourteenth meeting:

The Thirty -first World Health Assembly,

Having considered the report of the Director -General on the prevention and control of
zoonoses and foodborne diseases due to animal products;

Recalling resolution EB51.R25 on veterinary public health, adopted by the Executive
Board at its fifty -first session;

Recognizing the progress made in strengthening the veterinary public health services
in Member States for the control of zoonoses and foodborne diseases;

Taking into account that a reorientation of the Organization's zoonoses programme is
under way;

1. WELCOMES the steps taken by the Organization to develop global and regional
strategies, and detailed codes of practice and guidelines, as a basis for national
programmes;

1 Transmitted to the Health Assembly in the Committee's fifth report and adopted, after

amendment, at the thirteenth plenary meeting (see page 291), as resolution WHA31.47.
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2. NOTES with satisfaction the collaboration of Member States and of the United Nations
Development Programme in establishing a network of international centres to provide
essential services for the control of zoonoses;

3. INVITES Member States:

(1) to formulate and implement appropriate countrywide programmes for the control
of zoonoses as an integral part of national health programmes;

(2) to strengthen cooperation between national veterinary and public health services
in improving the surveillance, prevention and control of these diseases; and

(3) to collaborate further in ensuring the appropriate development of zoonoses
centres wherever they are required, and their contribution to national health
programmes;

4. REQUESTS the Director -General:

(1) to continue the reorientation of the veterinary public health programme towards
increased technical cooperation with Member States, including the development of
national, regional and global strategies, and of methods for the surveillance,
prevention and control of zoonoses;
(2) to promote the extension of the network of zoonoses centres in all regions, in
cooperation with the United Nations Development Programme, the Food and Agriculture
Organization and other agencies, so that the necessary support can be provided to
country health programmes dealing with these diseases;

(3) to report on results of this reorientation of the WHO activities in the field
of zoonoses prevention and control in a future biennial report of the Director -General.

Decision: The draft resolution was approved.-

3. PROBLEMS OF THE HUMAN ENVIRONMENT: FOOD HYGIENE (continued from the Agenda, 2.6.17
fifteenth meeting, section 1)

The CHAIRMAN drew attention to the following draft resolution, which incorporated
amendments proposed to the draft introduced at the fourteenth meeting:

The Thirty -first World Health Assembly,

Having considered the reports of the Director -General on the control of food -borne
diseases and on food hygiene;

Recalling resolutions WHA25.59, WHA27.46, WHA30.51 and EB61.R33;
Re- emphasizing the importance of safe food for developing and developed countries,

inter alia, with a view to international exchange and communication;
Considering the interrelationship with the other activities of WHO in the field of

control of food -borne diseases and nutrition policies;
Agreeing with the policy and orientation of the WHO food safety programme as proposed;

REQUESTS the Director -General to develop the food safety programme along the lines

outlined in the report in collaboration with national authorities and with other interested
United Nations agencies and programmes and to report on the progress of the programme to
the Thirty- second World Health Assembly.

Decision: The draft resolution was approved.2

4. FLUORIDATION AND PREVENTION OF DENTAL CARIES (continued from the

sixteenth meeting, section 1)

Agenda, 2.6.14

Professor PACCAGNELLA (Italy) introduced the following draft resolution prepared by a

working group to take into account the amendments proposed at preceding meetings to the
draft proposed by the New Zealand delegate on behalf of a number of sponsors:

1 Transmitted to the Health Assembly in the Committee's fifth report and adopted as
resolution WHA31.48.

2 Transmitted to the Health Assembly in the Committee's fifth report and adopted as
resolution WHA31.49.
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5.

The Thirty -first World Health Assembly,
Aware of the growing prevalence of dental caries throughout the world, and of its

health and socioeconomic consequences;
Bearing in mind that dental caries is affected by a number of factors such as the

consumption of refined carbohydrates, the action of various bacteria, the presence of
dental plaque and the various actions of fluorides;

Noting resolutions WHA22.30, EB53.R30 and WHA28.64 underlining the importance of
this problem;

Recognizing that safe, inexpensive and effective methods of prevention of dental
caries exist, especially by the optimal adjustment of the fluoride content of public

water supplies for which there is widespread experience, but also by other systemic
and topical uses of fluorides, as well as other preventive agents or procedures;

1. URGES Member States to consider, within national plans for the prevention and
control of oral disease, the fluoridation of public water supplies, where and when
appropriate;

2. BELIEVES that, where fluoridation of public drinking -water supplies is not
feasible for technical or other reasons, alternative methods of achieving an optimum
daily intake or application of fluoride should be considered;

3. REQUESTS the Director -General:

(1) to continue to provide technical advice and assistance to Member States
in the prevention and control of dental caries by adjustment of the fluoride
content of public water supplies to the optimal level and by all other
available means, where and when appropriate, and to foster cooperation with and
between such States in this important area of public health;
(2) to report in due course on progress in this matter.

Decision: The draft resolution was approved.
1

EXPANDED PROGRAMME ON IMMUNIZATION Agenda, 2.6.10

The CHAIRMAN noted that the following draft resolution on the Expanded Programme on
Immunization had been prepared by the Rapporteur and placed before the Committee for

consideration along with the Director -General's progress report:

The Thirty -first World Health Assembly,
Having considered the Director -General's progress report on the Expanded Programme

on Immunization;

1. NOTES the accomplishments being achieved in pursuance of resolutions WHA27.57,

WHA29.63, WHA30.53 and WHA30.54 especially with respect to
(1) strengthening national capacities through training in programme management and

in vaccine quality control and production,
(2) improving materials and methods used in the cold chain, and
(3) improving vaccines and vaccine delivery systems through basic and applied

research;

2. RECOGNIZES that the available data pertaining to immunizations and disease

incidence are far from complete, and emphasizes the need to improve information and
reporting systems at both national and international levels;

1 Transmitted to the Health Assembly in the Committee's fifth report and adopted as

resolution WHA31.50.
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3. WELCOMES the establishment of an Expanded Programme on Immunization Global Advisory
Group as an additional means of involving representatives of the Member States in the
guidance of the programme;

4. EMPHASIZES the importance of immunization as a component of related programmes

being supported by the Organization such as Primary Health Care, Maternal and Child
Health, and of such special initiatives as the International Year of the Child;

5. URGES Member States and other potential donors to give particular consideration
to the support of programme implementation at the country level through medium- and

long -term commitments, and acknowledges with thanks those contributions already made
through the Voluntary Fund for Health Promotion, through UNICEF, UNDP and other
international agencies, and on a bilateral basis;

6. REQUESTS the Director -General to continue to pursue the implementation of this
programme as a high priority, so that the goal of providing immunizations for all
children of the world by 1990 may be achieved.

Dr BASSIOUNI (Egypt), describing the state of the immunization programme in his country,
said that there had been no cases of smallpox since 1952. The centres responsible for

immunization against other diseases included 350 maternal and child health centres and more

than 4000 school health units. Immunization services had been extended to all regions of

the country. Over 600 000 children had been immunized against poliomyelitis in recent years,
and the incidence had fallen by 60 %. The tuberculosis and DPT immunization programmes were
being intensified with the cooperation of UNDP, WHO and countries including the Netherlands.
Research on immunization in Egypt had been the subject of the award of a prize to an
eminent Egyptian scientist, and the results had been communicated to WHO.

The main obstacle to the programme was in programme management, and a training
programme had been set up with the cooperation of WHO to overcome it. Egypt was producing

locally a number of the vaccines needed for the immunization programme.

Dr REZAI (Iran) said that the objectives of the medium- and long -term programmes outlined

in the report of the Director -General had been achieved in his country, which was self -
sufficient in the production and quality control of vaccines. Measles, smallpox and BCG
vaccines were produced in sufficient quantities for some to be exported, through WHO, on a non-

commercial basis. Negotiations were under way for the establishment of a regional training
centre for immunization programme managers and cold chain specialists in Iran.

The programme had been very effective in the eradication of smallpox and control of a

number of other communicable diseases. For example, the incidence of measles had fallen

from 124 000 cases in 1966 to 14 000 in 1977. Measles and poliomyelitis immunization
campaigns had started 10 years earlier; those against smallpox, DPT and tuberculosis 20

years earlier. Field trials and serological surveys had shown that the level of maternal
measles antibodies fell to a minimum in about 50% of newborn infants at 5 months; for this

reason there had been considerable infant morbidity under 6 months, especially in rural areas.
Immunization campaigns in mountain villages were performed in two stages, the first at 5 -6

months, the second at 11 -12 months of age.
Iran had an unbroken cold chain system from producer to vaccinee in all urban and most

rural areas; some mountain villages could not be reached for some 6 months of the year, but

it was planned to use helicopters. Most vaccines were transported from the capital to the
provinces by mobile cold store vehicles, poliomyelitis and measles vaccines going by air.
Each province had a store with space for about 6 months' supply at two different temperatures.
He gave details of the methods of refrigeration used at subprovince level and in the field.

Evaluation of the programme in Iran was carried out by three methods: annual incidence
surveys, serological surveys, and pock -mark surveys. The incidence of measles, diphtheria,

pertussis and tetanus had fallen markedly in the past 15 years. Serological surveys had
recently become a matter of routine for the Institute of Public Health Research of Teheran
University and the Razi and Pasteur Institutes. Pock -mark surveys were carried out only if
special circumstances made them necessary.

He had data on the incidence of communicable diseases and doses of vaccine during the last
15 years of the programme in Iran; the data were available for consultation by other delegates.

Dr KARSA (Togo) asked what were the criteria for countries wishing to collaborate in

the Expanded Programme on Immunization, referring to the list of countries by WHO region
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in the footnote to the table in section 2.1.2 of the report and to the institutions listed

in section 3.
Noting the work done in Ghana on the establishment of cold chains, he requested that

the results be communicated to his country.

Dr PLIANBANGCHANG (Thailand) said that as a result of country health programming in
Thailand the national expanded programme on immunization had been organized, in cooperation
with WHO, with the objective of improving the services for smallpox, tuberculosis and DPT
immunization, paying attention to the proper age for immunization and the need for expansion
of population coverage. Efforts were also directed at covering more diseases in accordance
with what was epidemiologically indicated and technically feasible. UNICEF was giving
support, particularly with the development of the cold chain. The Government was giving

the programme high priority, and adequate provisions were made in the budget for the procure-
ment of vaccines. Major obstacles were the limitations of the cold chain system due to
shortage of vaccine insulation boxes and refrigerators, and the lack of trained staff and
financial resources, as well as of accurate data for realistic planning.

His country looked forward to increased international cooperation from WHO and other
sources of support for the programme.

Dr FEDOROV (Union of Soviet Socialist Republics) said that the results of the global
Expanded Programme on Immunization were already encouraging, providing a model for activities
in developing countries. He referred particularly to the first international seminar and
to the guidelines for implementation of the Programme. Obstacles included the elementary
stage of primary health care development in some countries, which it was expected would be
accelerated as a result of the discussions to be held at the International Conference on
Primary Health Care at Alma-Ata, and the high cost of initiating programmes, in particular
the setting up of the cold chain.

Recognizing the particular difficulty of maintaining the potency and quality of
vaccines in tropical conditions, he said that the Soviet Union, in cooperation with WHO, was
developing a measles vaccine for production in Soviet centres that would be especially
adapted for use in hot countries. Vaccines with similar characteristics against other
diseases were expected to follow.

He said that the local production of vaccines in developing countries was a subject in
which a careful approach was needed, with specialized training of the necessary staff.
Where conditions were found to be favourable, the Soviet Union was ready to cooperate in
training specialized staff and in determining the appropriate methods of vaccine preparation.

Referring to the close cooperation between WHO and UNICEF in the global Programme, he
said that in their collaboration at the headquarters level WHO should maintain the principal
responsibility for research.

Dr LUN WAI (Burma) said that his country's immunization programme was one of the main
elements of the People's Health Plan for the next five years. The objective was the
immunization of children against tuberculosis, poliomyelitis and diphtheria, tetanus and
pertussis. Smallpox primary vaccination and revaccination of vulnerable groups at regular
intervals would be continued until the Global Commission declared the world to be smallpox -
free.

Particular attention had been paid to the logistics of the cold chain under the
programme in Burma. Smallpox and diphtheria and tetanus vaccines were produced locally;
BCG, DPT and poliomyelitis vaccines were imported with the cooperation of UNICEF. Training
of the necessary staff had already started, and immunization activities had begun on 1 April

1978. There was a built -in evaluation process in the programme in Burma, which would be

continuously monitored.

Mr NAIDENOV (Bulgaria) pledged his country's support for the global Expanded Programme
on Immunization, the activities of which were expected to lead to rapid reduction in the
morbidity due to some of the communicable diseases, and the immunization of all populations
at risk by 1990.

Bulgaria had a special network of centres for communicable disease immunization.
Immunization against tuberculosis, smallpox, diphtheria, pertussis and tetanus was compulsory
and was available against other infectious diseases. The full coverage that was achieved
in Bulgaria had resulted in a considerable reduction of mortality and morbidity from nearly
all the communicable diseases; in particular, diphtheria epidemics no longer occurred;
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there had been no poliomyelitis cases for several years; and some childhood diseases were
on the decrease. The last case of smallpox had been recorded in 1928.

Bulgaria could produce DPT and freeze -dried BCG vaccine in sufficient quantities for
the supply of other countries, and was also ready to cooperate in immunization campaigns
and training activities, as well as in the quality control of vaccines produced in developing
countries.

Dr KLISINSKA (Yugoslavia) noted with satisfaction that the objectives of the long- and
medium -term programmes had thus far been attained thanks to overall planning. The organiza-

tion of training courses by WHO headquarters and regional offices were a further subject of
satisfaction, together with the seminars that had been held in several regions in 1977.
Yugoslavia, which was mentioned in the report in connexion with research for the preparation
of more stable, potent vaccines, was ready to continue its support to the Programme within
the limits of its possibilities, considering it to be of extreme importance for the
developing countries in particular.

Dr PARMALA (Finland) welcomed the preliminary results of the Expanded Programme on
Immunization. The experience already acquired with regard to immunization against most of
the diseases included in the Programme justified hopes of success in saving millions of lives
and much suffering in due course. However, some of the vaccines had their limitations, and
it must be remembered that even an immunized child could become infected, although by a
milder form of the disease. Even with the development of more potent vaccines, the
Programme would never achieve the eradication of all the diseases covered. There would
therefore be a permanent need for immunization to ensure that every newborn child was
protected, generation by generation. That would require a well organized and strictly
controlled programme of worldwide application, with a network of vaccination posts, an army
of well trained vaccinators prepared for health education and follow -up of adverse reactions,
and local vaccine production. Finland attached the greatest importance to the latter,
which should ensure coverage of coming generations.

Finland fully supported the Expanded Programme and was ready to supply vaccines until
local production was under way, provide advice on the organization of the immunization
network and cooperate in training of vaccinators, as well as to supply expertise and assis-
tance in the planning and establishment of vaccine production plant and cold chain systems.

Dr BAHRAWI (Indonesia) said that by the end of 1977, 17% of all the 3500 subdistricts
in the country had been included in the Indonesian expanded programme of immunization. The
policy was to immunize all infants by two applications of combined DPT antigens, one of BCG,
and one smallpox vaccination. Expectant mothers received two injections of tetanus toxoid
during their first pregnancy, and one booster every three years. Schoolchildren received

BCG immunization when entering and leaving primary school, and in future would also have a
booster of combined diphtheria and tetanus toxoids. The programme centred on rural health
centres, though emphasis was placed on immunization performed at collection points in
selected villages. Indonesia was self -reliant in vaccine production.

The objective was to implement the programme in 80% of all subdistricts by the end of
the third five -year plan (1979- 1984), covering approximately 70% of the entire population.

The Government of Indonesia would contribute 60% of the total budget and hope to receive
financial and technical support from USAID, UNICEF, WHO and other agencies. The constraints
on the programme were managerial, logistic, cultural, and financial; but they were not
insurmountable.

To date, the programme had achieved its objectives, the planned geographical coverage
being surpassed: 60% of the eligible infants had received the full course of immunization,
and activities in manpower development, design and selection of equipment, programme
evaluation, vaccine production and quality control had been carried out. There was a need
for careful planning and sound epidemiological analysis of each disease problem separately.
An estimation of expected disease -reduction rates, requiring accurate morbidity and mortality
rates, would be needed to establish the cost -effectiveness of the programme. The availa-
bility of baseline data, even collected through small -scale surveys, would help to overcome
any misunderstandings that might arise when an improved surveillance system reported an
increased number of cases or deaths at the same time as the programme designed to prevent
them expanded with the improvement of the surveillance system.

His delegation hoped that the Health Assembly would reaffirm its commitment to the
Expanded Programme on Immunization. WHO's role in facilitating the exchange of ideas and
resources would be a determinant factor of success.
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Dr GACS (Hungary) expressed appreciation of the Director -General's report, which provided
the basis for in -depth analysis of the efficacy of immunization campaigns and planned projects.
The Expanded Programme on Immunization was one of the most important of WHO's humanitarian
activities. In his own country, for instance, the six diseases covered by the Programme had
been a scourge until recently; now, however, all children were immunized against diphtheria,
poliomyelitis hardly existed, and tuberculosis was greatly reduced.

His delegation believed that the Programme would shortly prove its success. His
Government endorsed the conclusions of the report and would continue to work with WHO in
implementing the Programme.

Dr SANKARAN (India) said that a vaccine control board had been set up by the Indian
Government to coordinate the work of production laboratories, identify production needs and
deficiencies, ensure quality control, deal with storage and distribution problems, and
ultimately attain self -reliance in vaccine production. The aim of the Indian immunization
programme was to reduce the incidence of diphtheria, pertussis, tetanus, tuberculosis and
poliomyelitis by the end of 1984.

Immunization services now provided by different agencies would be made available under
one roof, thus reducing the number of visits by children to health centres. Surveillance
systems were being developed to collect information on diseases preventable by immunization,
through routine reporting and limited surveys. The 30 000 Indian smallpox staff had been
reoriented for work in the immunization programme, and a manual for field staff had been
prepared.

A cold chain system had been introduced for the storage and distribution of vaccine, and
the training of health workers in vaccine handling and administration was in progress.
Community health education for acceptance of immunization was being promoted; there was
adequate production and distribution of vaccines and strict quality control.

Studies were being conducted on the production of poliomyelitis vaccine. Measles
vaccination would shortly be introduced, and the production of other antigens was proceeding.
An improved cholera vaccine was being tested, particularly on children under five, and
research in producing vaccines for tropical and endemic diseases, such as leprosy, was being
actively pursued.

The Government of India acknowledged with thanks the assistance received from WHO,
and UNDP through the Expanded Programme on Immunization.

Dr SPAANDER (Netherlands) said that his country had accorded much attention to the
Expanded Programme on Immunization and therefore noted with great satisfaction the progress
described in the report, and hoped that the necessary expanded resources would materialize.

The Royal Tropical Institute in Amsterdam and the National Institute for Public Health
at Bilthoven (and not the State Institute for Public Health as mentioned in the Director-

General's report) were among the agencies collaborating in the Programme. Much attention had
been given to stabilizing measles vaccines. It had been discovered and reported to WHO that
stabilization of the pH of the reconstitution fluid considerably enhanced the stability of the
reconstituted vaccine. Regular vaccine courses were given at the National Institute for
Public Health, attended by WHO fellows and workers from laboratories in developing countries.

In addition, experts on WHO fellowships regularly visited the Institute for short periods to
master specific technical aspects. The transfer of technical expertise was an important
factor for the future implementation of immunization programmes.

The Netherlands had provided assistance to several countries in setting up field trials
to improve the efficiency of immunization schedules. Such trials had been carried out in the
Philippines, Mali and Egypt, on DPT and attenuated, live and killed poliomyelitis vaccines.
Within its international technical assistance programme the Netherlands Government was expanding
its production of diphtheria and tetanus vaccines so as to be able to help provide the amounts
needed in immunization programmes. His Government would continue its support for the
Programme.

Dr SMITH (Nigeria) considered the Expanded Programme on Immunization one of the most
important contributions to world health and endorsed the conclusions of the report. In

Nigeria, childhood immunization coverage was very low and the childhood mortality correspon-
dingly high. There was a need to increase coverage, and, with WHO and UNICEF assistance,
two States of the Federation had completed pilot projects and launched a programme. Other
States were anxious to start, and arrangements were now complete for launching a nationwide

programme.
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The vaccines produced in Nigeria were those against yellow fever, smallpox and human
rabies, none of which diseases was included in the Expanded Programme on Immunization.
Nigeria would therefore welcome any cooperation in the supply of vaccines, as well as of

freezers and vehicles. It would also be glad to have WHO's cooperation in helping with

national production of vaccines relevant to the Programme. He added that regional coopera-
tion in vaccine production would go a long way to ensuring an adequate flow of the necessary

supplies. He wished to record his country's appreciation of WHO and UNICEF cooperation in
the programme so far, and suggested that it would be useful if WHO were to assemble informa-

tion on the logistics of cold chains and circulate it to Member States. Although each
country planned its programme, it would also be useful if WHO could provide guidelines on the
appropriate number of immunizations and the intervals between them to ensure adequate

immunity; against pertussis, for instance, one immunization and one re- immunization did

not generate sufficient immunity.
Research connected with the Programme should deal with transfer of technology and low

operating costs. Self- reliance would ensure a lasting impact on health care delivery, and

he noted with satisfaction that that was one of WHO's objectives. There was also an urgent

need for a training manual, and his country would be pleased to receive a copy of the
available manual.

Dr KESSENG MABEN (United Republic of Cameroon) said that the Expanded Programme on
Immunization was welcomed by his Government, and he endorsed the remarks and recommendations

in the report.
His country had launched its expanded programme of immunization in November 1975, and

hoped to immunize 80% of the population of large towns by 1981, under the national economic
and social development plan. The programme would be extended to rural areas in 1981 -1986.

A pilot project was being carried out in Yaoundé. In 1976 preliminary assessments were

also made in four other towns, where it was intended to carry out the expanded programme and,
in parallel, mobile teams in 24 sectors continued their work in rural areas.

By the end of 1976, 35% of the target child population in Yaoundé had received the
six vaccines of the programme and 46 cases of paralysis had been recorded as against 103 in
1975, and measles had decreased slightly. The cost of the programme had been US$ 10 920 or
$ 1.90 per child covered excluding the cost of fuel and vehicles. By the end of 1977, with
68.6% coverage, there had been 39 cases of paralytic poliomyelitis, but some increase of

measles. The cost of the programme in the second year was $ 18 347, including the cost of

fuel, vehicles and salaries. On the whole, then, the immunization programme had therefore

given satisfactory results, and now that methodology and strategy had been drawn up, it was
possible to envisage its extension. It was therefore important to assess the current
situation, undertake a health education campaign, prepare stocks of vaccines, vehicles,
fuel, cold chains and immunization equipment, and determine the optimum ages for immunization.
Research in WHO's Expanded Programme on Immunization should be continued with a view to
associating the maximum number of compatible vaccines and to finding suitable vaccines for
single dosage. Equipment should be cheap, easy to handle and adapted to the environment.

The United Republic of Cameroon was training paramedical personnel but needed vaccine
surveillance and maintenance and repair personnel. It would welcome continued cooperation
with WHO and other agencies in implementing its programme.

Dr DE MENEZES (Cape Verde) welcomed the continuation of the Expanded Programme on
Immunization. His country had a high incidence of infectious diseases which could easily be
prevented by vaccination. It had established a national immunization plan and submitted it
to the WHO Regional Committee for Africa. Part of the programme had been financed by WHO and
it was hoped that such collaboration would increase.

His delegation was glad to note the importance attached by WHO to planning, training,
research on vaccine stability and cold chains, and also to cooperation with governments and
nongovernmental agencies in financing the Expanded Programme on Immunization.

Dr KLIVAROVA (Czechoslovakia) said that vaccination in her country was free and compulsory.
Diphtheria had been eradicated 15 years before, poliomyelitis had been eliminated, and
pertussis and measles reduced as a result of immunization. Pilot studies for a rubella
vaccine were being conducted and immunological studies were made regularly.

On the basis of the results obtained, the immunization scheme was being changed and
expanded, the optimum age for injections determined, and a calendar of immunizations was being

introduced.
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Czechoslovakia had a range of specialists available who could help carry out the Expanded
Programme on Immunization.

Dr BORGONO (Chile) stressed the work of PAHO in immunization programmes in
Latin America and in research aimed at providing valid epidemiological and clinical data.
In Chile programmes covering the whole country had existed for the past 25 years and as a

result poliomyelitis and tetanus had disappeared and the morbidity and mortality of measles

had been greatly reduced. Applied research was being carried out with WHO and PAHO help.
Two problems needed to be considered in WHO's immunization work: that of evaluating

new stabilizers for measles vaccine and that of improving the pertussis component of DPT

vaccine.

Dr AL- SHABENDAR (Iraq) said that his country planned to expand vaccination for

poliomyelitis; all newborn infants and pregnant women would be vaccinated. It was also

intended to vaccinate against cerebrospinal meningitis and tuberculosis. Nevertheless,
immunization against leprosy, smallpox, tuberculosis, poliomyelitis, and measles still needed

further development. He supported the draft resolution.

Dr JADAMBA (Mongolia) said that vaccination against smallpox had been carried out in his
country since the 1930s and the disease had been eradicated in the 1940s. By systematic
immunization and health education the coverage of the population had increased, and now BCG,
DP, DPT, poliomyelitis and smallpox vaccination was compulsory. Mongolia collaborated with
the WHO programme of epidemiological surveillance and held the view that the coverage of the

population should be at least 75 -80% to be effective. For immunization programmes to be
successful there should be an immunological survey of the population, strict control of the
storage and transport of the vaccines and of methods of vaccination, and health education of
the people. To ensure that the population of the world was vaccinated against all preventable
diseases by 1990, WHO and its Member States should define the percentage at risk by the end of

the Sixth General Programme of Work.

Dr KRAUSE (German Democratic Republic) said that his country had been successful in its
immunization programmes and would be glad to put its experience of the organization of
programmes and its vaccination manuals at the disposal of developing countries. It would

also be prepared to send out experts as consultants.

Dr MUKHTAR (Sudan) noted from the progress report that the number of Member States
committed to cooperation with WHO in the expansion of their immunization services was still
relatively small, especially in the African, Eastern Mediterranean and Western Pacific Regions.
Closer cooperation between WHO and Member States and between countries with experience was
needed. Sudan had begun an expanded programme of immunization and would in due course
assess the difficulties that arose.

He hoped that progress in the development of vaccines for tropical conditions referred to

by the USSR delegate would overcome transport difficulties.

Dr WARD -BREW (Ghana) said that his delegation, like others from the less affluent and
less technologically developed countries, had no doubt as to the immense benefits the Expanded
Programme on Immunization could bring by reducing infant mortality and morbidity. In his

country the infant mortality rate was more than 60 -200 per 1000 livebirths and the immunization
coverage only between 10% and 20 %; it was therefore natural that the Expanded Programme on
Immunization should be included among the fundamental health priorities. For some countries
the aim of providing immunization for every child against the six diseases covered by the
Programme by 1990 would pose no problem; for many, however, the support and cooperation of
others would be indispensable.

All the vaccines used in Ghana had to be imported, and when they had to compete for
limited foreign exchange with food items or spare parts for machinery, there could be serious
problems in ensuring their regular availability.

Winning and retaining the support of the public, and even of health service personnel,
could be difficult, and it was not always easy to ensure that the community understood the
Programme and actively participated in it or to persuade mothers to bring their children for

immunization. His delegation was therefore particularly pleased with the publication by
WHO of the first series of guides to assist countries participating in the Expanded Programme
on Immunization in the preparation of manuals for use in immunization programmes at the country

level.
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An area of great concern to immunization workers in Ghana was the cold chain, and research

and development in that field were a priority issue for the success of the programme. In

that connexion his delegation was glad to note the interest shown by the Technology
Consultancy Centre, Ghana, in the design of a suitable cold box for use in the rural areas of
Ghana. Moreover, a 20- minute colour film, produced by WHO in Ghana, illustrating the correct
procedures for vaccine handling from the time of arrival at the airport to immunization at
the periphery, would be a valuable training aid for the Programme. In addition, the
application of enzyme indicators to cold chain management under the Programme was now being
evaluated by WHO, and the results of studies being conducted in Ghana on their use in the
field were expected by the end of 1978.

Finally, his delegation wished to record its gratitude to the Government of Sweden, and
to the Swedish International Development Authority in particular, for their help during the
feasibility studies on the Expanded Programme on Immunization which were being carried out in
Ghana. The success of the Programme would depend in no small measure on the support and
cooperation of individuals and groups from the public and private sectors, as well as on
governmental contributions to the WHO Special Account for the Expanded Programme on
Immunization.

Dr DAVIES (Sierra Leone) noted with interest the proposal that training courses should be
established for middle -level supervisory personnel - a measure which was very important for
the successful implementation of the Programme, as was the production of more stable vaccines.

As indicated in the Director -General's report, her country was officially committed to
the expansion of its immunization services. Its national expanded immunization programme would
be formally launched in September 1978, although it had already been initiated in one district
in mid -April. The programme was completely integrated into Sierra Leone's mother and child
health services. Immunizations were performed by nurses. Endemic disease control teams -
the equivalent of the field mobile teams in other African countries - were actively helping to
supplement mother and child health services by extending the benefits of immunization to areas
at present inaccessible to all other medical services, with the participation of missionary
hospitals and Catholic relief services. The programme would take five years to cover the

entire country. As a start, tetanus toxoid was being used for mothers and DPT and BCG for

children. In the meantime ways and means of equipping a cold chain were being studied.
Immunization against measles would be initiated only when the cold chain was working

efficiently.
There had already been a nationwide programme of immunization for a long time, but it

had had little, if any, impact on childhood diseases other than smallpox and measles.
Smallpox had almost certainly been eradicated, and the incidence of measles had declined
dramatically so long as the immunization had been given as an integral part of the smallpox
eradication programme, but had unfortunately increased as smallpox vaccination had waned.

The problem had not been a lack of vaccines but a lack of proper management. The new

programme, on the other hand, had been very carefully planned. It had been clearly
established that the targets were attainable within the limits of the means available.
Provision had been made for programme monitoring and supervision, with built -in evaluation,
and the authorities were confident that an epidemiologically effective coverage of the nation's
children would at last be achieved.

The close cooperation provided by WHO and UNICEF had been greatly appreciated. Both

agencies had participated fully in planning the programme and had generously provided vaccines
and transport. Other African countries were urged to take advantage of their services, with
a view to reducing the high infant and child mortality rates in the Region.

Dr FERNANDES (Angola) said that his country had carried out an extensive and successful
poliomyelitis immunization campaign in 1976. In 1977 a start had been made with the country's
expanded programme on immunization, which had now been extended to all provinces. Great

importance was attached to children and pregnant women. All children had been immunized
against the major communicable diseases. In 1977 the immunization figures for 1973 - the
last year of colonial domination - had, in fact, been surpassed. There had also been cholera
in several provinces but, as a result of the measures adopted, no case had been recorded

since late 1977. The support provided by WHO and UNICEF and by the WHO Regional Director for

Africa had been greatly appreciated.

Mr EL AFI (Tunisia) said that in his country no case of smallpox had been recorded for

more than 20 years. The national expanded programme on immunization had been initiated in
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1977; 50 -60% of the country's children had been fully immunized, while over 80% had received

one dosage. In 1978 immunization had been integrated into the regular health care system.
Campaigns were carried out only in certain regions where the health infrastructure was still
defective. Nevertheless, difficulties were still being experienced with cold chains and with
transport facilities. He expressed support for WHO's Expanded Programme on Immunization.

Dr KALISA (Zaire) said that, in the light of Zaire's experience, the operational

management of the Expanded Programme on Immunization, especially in countries where basic
health services were not very developed or where logistical support in the form of cold chains
and the availability of competent personnel was inadequate, presented delicate problems.
Consequently, the implementation of the Expanded Programme should be both methodical and
progressive in terms of space and time. High priority should be accorded to the training of
competent personnel to manage and evaluate it. Encouragement should also be given to
research on the preparation of multipurpose vaccines which were heat -resistant and easy to
administer. Single -dose vaccines were the best suited to mass immunization campaigns.

His delegation supported the progress report and wished to become a co- sponsor of the
draft resolution proposed by the Rapporteur.

Dr OZUN (Romania) suggested that, in order to establish a solid and lasting Expanded
Programme, the immunization element in the training of personnel should be integrated into the
national health care system and that, to ensure that the programme was scientifically
evaluated, consideration should be given to the development of a statistical system appropriate
to all countries.

Dr DE CAIRES (United States of America) stressed his Government's continuing agreement
with the concept of promoting emphasis on vaccine -preventable diseases through an expanded
programme on immunization. In 1978, to that end, the United States Government would make a
direct contribution of $ 200 000 to the Voluntary Fund for Health Promotion. His country
would continue to give support to the Expanded Programme on Immunization at headquarters and
field level through donations of services in kind from the Center for Disease Control.
Active consideration was also being given to other ways of extending bilateral support to
more countries, through USAID, to enable them to develop their immunization activities in
cooperation with WHO.

The immunization of the world's children by 1990 and the concurrent development of self -
sustaining routine immunization as part of national health services were equally important
and compatible objectives of the Expanded Programme on Immunization. However, a careful and
pragmatic balance had to be achieved between each country's immunization activities and other
elements in its primary health care system, in accordance with individual requirements.
Self- sustainable immunization services could not be developed independently of a country's
present and future systems for delivering other primary health care services; however, where
a substantial, comprehensive system of primary health care did not already exist, the lack of
resources to develop such a system immediately was not necessarily an obstacle to the
development of interim immunization services. Plans to develop immunization and other primary
health care services must not be allowed to impede each other but should be harmonized as far
as possible. Non -human primates were important for research on, and testing of, the relevant
vaccines.

Dr SHAMSUL HASAN (Pakistan) said that his country was a participant in the Expanded
Programme, for which it had great hopes. He believed that the Programme should give full
support to countries in developing their capacity to produce vaccines. He therefore proposed
the insertion, in the draft resolution proposed by the Rapporteur, of a new operative
paragraph 6 reading as follows:

"6. REQUESTS the Director- General to provide Member States, on request, with
all the technical support needed in implementing the programme, including support
in improving the capability of those countries which have the potentiality to
produce those vaccines locally ".

The existing operative paragraph 6 would be renumbered as operative paragraph 7.

Dr JOSHI (Nepal) said that his country was enthusiastically committed to the Expanded
Programme on Immunization. Poliomyelitis was not yet a problem in Nepal, and only small
quantities of vaccine were needed for selected urban areas. Measles, however, was a serious
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problem, and the cost of vaccine was so high that it was doubtful whether his country could
afford to maintain a programme once it had been initiated. As a small State, Nepal obviously

could not support a vaccine research unit of its own and was obliged to import its supplies.

His delegation endorsed the draft resolution before the Committee.

Mr TEKA (Ethiopia) associated himself with the question put by the delegate of Togo
concerning the criteria adopted for the list of countries committed to the expansion of their

immunization services in the progress report.

Dr ACUNA (Regional Director for the Americas) expressed the Director -General's

appreciation of delegates' comments. He pointed out that the Expanded Programme on
Immunization had to be viewed in the context of the primary health care delivery services, of
which it constituted a major component in most developing countries, and of their national

priorities.

Dr HENDERSON (Programme Manager, Expanded Programme on Immunization) thanked speakers

for their observations and offers of support. In order to save time, he proposed to discuss
specific questions individually with the delegates directly concerned.

The question of the criteria used for the inclusion of countries appearing in the list in
the progress report, however, called for an immediate reply. The list was, in fact, a prelim-
inary list, and since its compilation other countries had indicated their wish to be included.
The basic criterion applied was simply the existence of an understanding with the regional
office that the country concerned was generally committed to the Programme. Other criteria
were worked out on a regional basis. Any Member States which wished to be included could
take the matter up with their respective regional office.

The statements made in the Committee had clearly indicated that Member States were giving
the Expanded Programme on Immunization a high priority and left no doubt that, with the
support of UNICEF, UNDP and other international agencies, means would be found to bring the
Programme to a successful conclusion. The Expanded Programme on Immunization was a part
of primary health care, the content of which had to be selected by communities; immunization
services might not always be chosen as part of that content, at least initially. Yet when
they were chosen, it was imperative that they should be delivered effectively, since their
enormous preventive impact was double- edged. If mothers were promised that the target
diseases could be prevented through immunization, and subsequently impotent vaccines were
administered or the coverage was insufficient to reduce disability and death among their
children, the community would become disillusioned about the value of all preventive health
services.

The material support being given to the Programme through contributions to the Voluntary
Fund for Health Promotion and on a bilateral basis was encouraging; it would need to continue
and to grow if the current rate of progress was to be maintained. Equally encouraging was
the support being generated from national expanded programmes on immunization, from which a
host of innovative ideas for programme improvement were already beginning to emerge. The

outlook for the achievement of health for all by the year 2000 was encouraging.

The CHAIRMAN invited the Committee to consider the draft resolution before it, as
amended by the delegate of Pakistan.

Decision: The draft resolution, as amended by the delegate of Pakistan, was approved.1

6. SMALLPDX ERADICATION: CURRENT STATUS AND CERTIFICATION Agenda, 2.6.9

Dr VIOLAKI -PARASKEVA (representative of the Executive Board) said that in January 1978
the Executive Board had noted that the last known case of smallpox in the world had been

reported from the town of Merka in Somalia. However, WHO could not categorically consider

that to be the last case of smallpox until two years had elapsed with no further cases having

been detected. In order to be able to confirm that two years had elapsed with no cases of

smallpox being detected anywhere in the world, despite adequate surveillance systems, the
Executive Board, at its sixty -first session, had requested, in resolution EB61.R10, that the

1 Transmitted to the Health Assembly in the Committee's fifth report and adopted as

resolution WHA31.53.
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Director -General should establish an international commission for the global certification of

smallpox eradication. The Global Commission was functioning in accordance with the

recommendations of the Consultation on Worldwide Certification of Smallpox Eradication.
Those recommendations had been endorsed by the Executive Board at its sixty -first session.
The method of certification was clear, but full support from, and the cooperation of, all
countries of the world were absolutely essential to bring about the confirmation of smallpox
eradication by the end of 1979. Irrefutable evidence must be available from all areas of
the world.

The Executive Board had noted that the primary concern of the smallpox programme had been
to eliminate the naturally occurring disease which resulted from human -to -human transmission.

That signified eradication of the causative virus in its natural state, since there were no
subclinical cases and no animal reservoirs other than human. Once smallpox eradication had
been certified, the only source of smallpox virus would be in laboratories. Therefore, in
order to minimize the risk of contamination, the number of laboratories retaining the virus
would be reduced to four and stringent safety standards would be imposed on them.

In response to the concern expressed regarding the availability of smallpox vaccine in
the unlikely event of a reappearance of the disease, the Board had been informed that a global
reserve of vaccine, sufficient to vaccinate 200 -300 million persons, was being established,

initially with storage centres in New Delhi and in Geneva. Experience over the past 10 years
had demonstrated that vaccine could be delivered anywhere in the world within 48 hours.

Several members of the Executive Board had requested guidance regarding vaccination
policy and had been informed that, once global certification of eradication had been confirmed,
international vaccination certificates for smallpox could be abolished. At present, however,
WHO could only present the current epidemiological situation and it was for individual
countries to evaluate the possible risk of smallpox importation as compared with the cost of
administering vaccine and treating a number of complications inevitably arising from
vaccination. In addition, as recommended by the Twenty -ninth Health Assembly, vaccination
certificates from travellers should be required only from people coming from a smallpox -
infected area within the previous 14 days. Since 1 January 1978, as reported in WHO's
Weekly Epidemiological Record, there had been no areas in the world considered to be infected
with smallpox.

Dr LADNYI (Assistant Director -General) recalled that 20 years had elapsed since 1958,
when the Eleventh Health Assembly had approved a resolution calling for worldwide smallpox
eradication. At that time the disease had been present in 59 countries, and in addition
many other areas had had imported cases. In December 1977 an international commission had
certified the eradication of smallpox in Bangladesh, where the last case of variola major in
that country - and, indeed, in all Asia - had been identified on 16 October 1975. No cases
of smallpox had been reported anywhere in the world for almost seven months, the last one
being in Somalia, where onset of rash had occurred on 26 October 1977. Repeated search
operations had failed to detect any further cases of smallpox in that country or in the
surrounding areas, including Ethiopia, Kenya and Djibouti.

Assuming that the current epidemiological situation continued, it would appear that the
global eradication programme had reached a turning point: instead of interrupting smallpox
transmission, the task would be to prove that such transmission had, in fact, been interrupted.
Therefore, in accordance with resolution EB61.R10, the Director -General had already established
the Global Commission for the Certification of Smallpox Eradication to assess the current
situation and to report its final conclusions to the Health Assembly. The Member States of WHO
would be able to celebrate an unprecedented victory for preventive medicine. The considerable
support provided by Member States in reaching the final stages of the global programme had
been greatly appreciated, and it was hoped that such support would continue during the follow-
ing two -year period pending its completion.

In conclusion he drew attention to certain errors and misquotations in paragraph 8.52 on
page 96 of the Report of the Director -General on the Work of WHO, 1976 -1977. The paragraph
should read as follows:

"Ethiopian smallpox search operations in the Ogaden were virtually interrupted
from July 1977 and surveillance activities were maintained at a low level by local
workers. There had been no evidence of smallpox. However, months of continuing
search will be needed in order to ensure that foci are completely eliminated.
Ethiopia recorded its last known case in August 1976."
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Dr BORGOÑO (Chile) proposed that the draft resolution contained in the Director -General's
report should be amended by the addition of a recommendation to countries to collaborate with
the Organization in trying to achieve the goal of having only four laboratories in the world
stocking variola virus, and to take the necessary security measures to ensure that smallpox
was not reintroduced from laboratory sources.

Dr FEDOROV (Union of Soviet Socialist Republics) noted that the thirtieth anniversary of
the Organization coincided with the end of the smallpox eradication programme, to which his
country had contributed from the outset. The absence of any cases of smallpox for six months
was evidence of success, although it would be some time before complete eradication could be
confirmed. The latest figures given in the WHO Weekly Epidemiological Record testified to the
good work carried out by both national and international staff in the field, and also by the
Global Commission.

He stressed the importance of making known in WHO publications the experience gained in
the smallpox eradication programme throughout the world. That experience would be most useful
for the successful implementation of other large -scale programmes in the health field.

Although the smallpox eradication programme itself was now reaching completion, the
possibility of a return of the disease in the future should not be overlooked. Research work
on the smallpox virus in order to detect the existence of possible reservoirs would have to be
continued in the WHO collaborating centres and notably in equatorial Africa. His country
would continue its support of that work within the framework of WHO.

Dr HOPKINS (United States of America) congratulated WHO and the many workers throughout
the world who had contributed to the achievements summarized in the report. One could now feel
justifiably confident that the unattainable had at last been attained.

His delegation proposed that the first line of the last preambular paragraph of the draft
resolution suggested in the Director -General's report should be amended to read "Recognizing
that for six months reported incidence of smallpox throughout the world has been nil . . . ".

Over- confidence at the present critical stage could threaten surveillance for the next 18
months and erode the basis of support for the programme over that period.

Since the only known sources of variola virus were now at the 16 laboratories mentioned
in the report, and since WHO's goal was to reduce the number of laboratories retaining smallpox
vaccine to not more than four by 1980, he proposed that a further operative paragraph be added
reading as follows: "REQUESTS all laboratories except WHO collaborating centres to destroy or
transfer remaining stocks of variola virus to a collaborating centre ".

Dr TEKA (Ethiopia) said the smallpox eradication programme in his country had begun in
1971, two years later than in other countries where the disease had been endemic. The programme
had had to cover a population of 30 million spread over a large country which included much
difficult mountainous terrain. Each of the 14 regions had been covered by two teams of two to
three persons, each with a vehicle.

By July 1971 activities were focused on the south -western regions, including Addis Ababa,
and on Eritrea. During that period 26 329 cases of smallpox had been documented, and that
figure was thought to represent only one -tenth of actual cases occurring. Since then the
programme had continued to be expanded and the incidence of smallpox had steadily declined,
the last case being recorded in August 1976.

At that point the programme had been changed over to a maintenance phase, with the
objectives of locating any hidden foci, containing any outbreaks that might be detected, and
documenting all activities carried out. Routine surveillance on a regular basis had been
supplemented by special surveillance campaigns which covered areas that were difficult of
access because of mountainous terrain or poor communications.

In 1977, a total of 9991 rumours had been recorded, but of these 3774 cases had been
chickenpox and 6217 other skin diseases. During that year 1 895 258 primary vaccinations had
been given, making a total of vaccinations given since the beginning of the programme over the
whole country of 15 396 154, or about 54% of the population.

Although because of the war the programme in the Ogaden had had to be discontinued after
the last case between August 1976 and July 1977, a full 10 months, there had been a very
extensive surveillance programme which had covered that whole area assisted by helicopter.
Some 500 people had been deployed. During that time a number of rumours had been checked
and 180 specimens had been collected; all had been negative for smallpox.

Surveillance in Ethiopia would continue over the next 18 months, giving priority to the
Ogaden area because there had been a 10 -month lapse in the programme in that region and because
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the nomadic nature of the people increased the risk of infection being brought in from neigh-
bouring countries. The only region not now under routine surveillance was Eritrea. Activity
there since the end of 1974 had been restricted to monitoring existing health facilities and to
collection of rumours in the course of vaccination campaigns in major towns. However, it
would seem unlikely that any smallpox existed in Eritrea, for three reasons: because two years
of surveillance throughout the region following the last case had failed to detect any evidence
of continuing transmission; because the Tigre area had been free of smallpox since November

1972; and because Eritrea's network of health services and its level of vaccination immunity
had been better than anywhere else in the country before the campaign began. It was planned
to carry out a special search as soon as practicable, and if possible to establish routine

surveillance. He believed that Ethiopia would be ready to receive the Global Commission by
October 1979, and it was to receive visits from that Commission in June and November 1978.

His delegation supported the draft resolution contained in the report. He thanked

Dr Ladnyi for correcting the misleading information given in the Director -General's biennial

report. In conclusion, he thanked the WHO Smallpox unit for its efficient work.

Dr REZAI (Iran) said that smallpox had been eradicated in his country more than seven

years earlier. His Government was now carrying out a special plan to confirm smallpox eradi-

cation as part of the evidence needed for presentation to the Global Commission appointed by

WHO.
The plan, which had been initiated in March 1970, included four specific programmes. The

first was chickenpox surveillance, under which all chickenpox cases had to be reported on a

weekly basis. The second was epidemiological investigations of chickenpox outbreaks associated
with at least one death; in all such cases epidemiological reports were prepared to eliminate

all possibility of smallpox. The third was examination of specimens of all rash and fever
cases by a recognized WHO laboratory in Geneva. The fourth programme was a special facial scar

survey in randomly selected villages in vulnerable border areas.
Two members of the Global Commission were expected to visit his country in November 1978

to see the plan in operation.

Dr DERIA (Somalia) said that since March 1977 a total of 947 outbreaks of smallpox in his
country had been reported to WHO, resulting in 3229 cases and 12 recorded deaths. The last

known case of smallpox had been in October 1977. Since then, the Somali eradication programme
had been geared to detecting smallpox foci in many parts of the country by monthly house -to-
house searches in a "risk" region, and on a two -monthly basis in regions which had not recorded
smallpox in previous years. During the last six searches that had been carried out between
October 1977 and March 1978, an average of 601 specimens had been collected per search and
5915 rumours investigated; 27% had been chickenpox, 10% measles, and the rest miscellaneous
skin diseases, but none had been smallpox.

Since January 1978, 74 reporting units had been established throughout the country, each
incorporating a rumour register for recording fever and rash cases. Those units submitted
weekly reports from the districts to the regional offices of the eradication programme, which
in turn reported to headquarters; from there weekly bulletins were sent to WHO in Geneva.
The surveillance agents acted as supervisors during each search, and in the intervening periods
covered areas which had not been fully investigated previously. At present, about 1250 field

workers with 51 vehicles were working for the eradication programme, and 19 WHO epidemiologists
were also in the field.

With a surveillance programme of such wide scope, it was unlikely that any smallpox foci
had been overlooked, and he was reasonably confident that transmission had been successfully

interrupted in Somalia. However, his country was aware of the danger of complacency, and was
determined to keep the programme in its present form until final certification of smallpox -free
status towards the end of 1979.

He was grateful for WHO's cooperation with his Government in the programme and hoped that
that cooperation would continue until the desired goal was achieved. He supported the draft

resolution contained in the report.

Dr MOCUMBI (Mozambique) said the victory of man over smallpox was a demonstration of how
victories could be won over other diseases if the resources of modern technology were utilized

for peaceful and humanitarian purposes. Although there had been no cases in Mozambique since
1969, the Government had decided to include vaccination in the mass immunization campaign which
was now reaching its final stage, thus contributing to the worldwide smallpox eradication
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programme. These would be the last smallpox vaccinations to be carried out in the country.
The high percentage of vaccination coverage demonstrated the confidence of the people of
Mozambique in their Party and Government. It was only by mobilizing the masses and persuading
them to participate actively in the fight against disease that the promotion of health could be
achieved.

He supported the Executive Board's suggestion that the number of laboratories possessing
live smallpox virus should be reduced to four, located in strategic points throughout the world
under the strict control of WHO. He supported the measures proposed by the Director -General

for sufficient stocks of smallpox vaccine to be kept in reserve to meet any possible emergency
needs. He suggested that one centre for the storage of such vaccine should be in Africa, and
more specifically in Ethiopia, since it was in that part of the world that the final battle
against smallpox was being fought.

Although Mozambique was one of the countries in southern Africa which had just been
declared smallpox -free by an international commission, he wished to confirm his Government's
policy in regard to vaccination requirements for visitors to Mozambique. Any change in that
policy would be determined by developments in the world eradication programme.

In conclusion, he supported the draft resolution contained in the report.

Dr PLIANBANGCHANG (Thailand) said that his country had been smallpox -free for more than
20 years with the exception of one imported case in 1965, and had maintained careful sur-

veillance of the disease. However, in figure 1 of Weekly Epidemiological Record, Vol. 53,
No. 18, for 5 May 1978, it was indicated that for global certification Thailand required a
special visit or documentation in 1978/1979. He would appreciate clarification from the
Secretariat on that point.

His delegation supported the draft resolution contained in the report.

Dr LUN WAI (Burma) said Burma was one of the countries in which smallpox had been certi-

fied as eradicated in 1977. However, it did not intend to slacken its efforts, and vulnerable

groups were still being vaccinated to ensure that eradication was complete.
His delegation endorsed resolution EB61.R10 of the Executive Board, and supported the

draft resolution contained in the report.

Dr SMITH (Nigeria) said no cases of smallpox had been reported in his country since

June 1970. Certification of smallpox eradication had been carried out in Nigeria by an

international commission set up by WHO in 1976. Surveillance was being continued, and all

specimens collected had so far been negative for smallpox.
Since vaccination against smallpox was a complex procedure and the probability of

becoming infected was now slight, it would be useful if WHO could lay down clear guidelines

for Member States in respect of routine smallpox vaccination. A cost /benefit analysis would

be helpful in that connexion.
His delegation wished to become a co- sponsor of the draft resolution under consideration.

He proposed that in operative paragraph 1 the phrase "successful eradication campaign" should

be amended to read "effective eradication campaign ". He endorsed resolution EB61.R10, and

expressed appreciation to WHO and USAID for their cooperation in Nigeria's smallpox

eradication programme.

Dr ARITA (Smallpox Eradication), replying to the question raised by the delegate of

Thailand, said that the 1977 Consultation on Worldwide Certification of Smallpox Eradication
had recommended that Thailand receive a special visit or certification. It was important to

realize that although some countries might be satisfied that they were smallpox -free, elements

of doubt might exist among the rest of the world community, and concrete evidence was needed

to provide reassurance that the disease had indeed been eradicated.
He had received information the previous week that the 16 laboratories retaining variola

virus had now been reduced to 14, and that by the end of 1978 at least three of those
laboratories would either have destroyed those stocks or transferred them to WHO collaborating

centres. Thus, at the end of 1978 the number of laboratories retaining stocks was expected

to be around 10, and it was planned to continue to reduce their number.

Concerning the points raised by the delegates of Iran, Ethiopia and Somalia, WHO had

three main methodologies in certification activities. These were, firstly, good documentation
of eradication activities carried out in the past; secondly, search operations either in

priority areas or over entire countries; and thirdly, special field operations, including a
survey of facial pockmarks and collection of specimens from patients with rash and fever, for
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laboratory confirmation. In the 31 countries in which certification activities were to take
place, one of these methods or a combination of them would be employed.

The CHAIRMAN invited the Committee to consider the draft resolution contained in
paragraph 10 of the Director -General's report, as well as the amendments submitted thereto.

Dr CHRISTENSEN, Secretary, drew attention to a typographical error in the penultimate
line of operative paragraph 3 of the draft resolution. The words "so that these activities"
should be inserted between the word "Eradication" and the words "can be completed ".

He then read out the amendments proposed by the delegates of Nigeria and the United States

of America. He understood that the delegate of Chile was satisfied that his amendment was
covered by the new operative paragraph proposed by the United States delegate and that he would
not press his own suggestion.

Decision: The draft resolution, as amended, was approved.I

7. COORDINATION WITHIN THE UNITED NATIONS SYSTEM (continued) Agenda, 3.13

Activities financed from extrabudgetary sources within the United Agenda, 3.13.2

Nations system (continued from the sixteenth meeting, section 3)

Dr KILGOUR (United Kingdom of Great Britain and Northern Ireland) said that he had sought

a compromise with the delegation of the USSR in relation to the amendment introduced by that

delegation, at the Committee's sixteenth meeting, to the draft resolution proposed by the
Rapporteur and presented at the same meeting. Unfortunately no compromise had been found.

It seemed to him that the help of UNDP, the World Bank and other agencies was of vital
importance to WHO's programmes and should be duly recognized in the text.

Dr SMITH (Nigeria), agreeing with the United Kingdom delegate, said that failure to
mention UNDP and the World Bank might have serious consequences for the developing countries.

He appealed to the USSR delegation to withdraw its amendment.

Dr DE CAIRES (United States of America) said that co- sponsorship was a key element in
the success of WHO programmes and the aid of UNDP and the World Bank in the Special Programme
for Research and Training in Tropical Diseases was vital. It would be inappropriate to omit

any reference to them, as the Soviet delegation's amendment proposed.

Dr FETISOV (Union of Soviet Socialist Republics) said that the draft resolution was
concerned with coordination within the United Nations system and it would be invidious to

mention individual agencies within that system. Agencies not mentioned might justifiably be

upset because they had not been mentioned. Moreover, the aid given by such agencies might
in fact represent a larger proportion of their budget than the aid given by the agencies

mentioned. Finally, while mention of aid for specific programmes was justified in a
resolution dealing with specific programmes, it was not in one dealing with cooperation in

general. He therefore thought that his delegation's amendment should be accepted.

Professor VANNUGLI (Italy) thought that there could be no possible harm in leaving the

original paragraphs of the draft resolution. WHO could not carry out the programmes

mentioned in it without the aid of the other agencies mentioned, and an expression of
appreciation might induce them to help still further.

Professor HALTER (Belgium) said that, since the Soviet and the United Kingdom delegations
could not agree, it was unlikely that agreement would be reached in the Committee. He

therefore moved that the debate should be closed and the amendment put to the vote.

As there were no objections to the Belgian delegate's proposal, the CHAIRMAN declared

the debate closed.
He put the USSR amendment to the vote.

Decision: The USSR amendment was rejected by 61 votes to 10, with 14 abstentions.

1 Transmitted to the Health Assembly in the Committee's fifth report and adopted as

resolution WHA31.54.
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The CHAIRMAN asked if the Committee approved the draft resolution as a whole.

Decision: The draft resolution was approved. 1

The DIRECTOR- GENERAL said that the first four operative paragraphs of the draft
resolution that had just been approved had different aims. The first sought to cover all
the agencies within the United Nations system. The second specifically referred to the
co- sponsorship of a major breakthrough programme that would cost some US$ 30 -35 million
annually - a programme that had been the subject of resolution WHA30.42. The third aimed at
fostering UNDP interest in health. The fourth expressed the hope that further support would
be forthcoming for other programmes than those mentioned. He hoped that the explanation of
the different aims would satisfy Member States.

Assistance to newly independent and emerging States in Africa (continued Agenda, 3.13.3
from the sixteenth meeting, section 3)

Mr NATARAJAN (India) recalled that at the Committee's previous meeting he had drawn
attention to a draft resolution on the liberation struggle in southern Africa proposed by the
working group set up at the ninth meeting.

As a result of the misgivings expressed and the amendments proposed by the French
delegation during the earlier discussion, he had consulted other members of the working group
about the drafting of operative paragraph 3(2), and they had between them redrafted it to read
as follows, in order better to express the group's intentions:

(2) to give, in collaboration with the United Nations, its specialized agencies and
other bodies, all necessary support in the health sector to national liberation movements
recognized by the Organization of African Unity, including technical cooperation in this
sector for training and research as well as support to the prevention and control of
communicable diseases and medical supplies needed for treatment of the populations
concerned.

As there were no comments on the amended draft resolution, the CHAIRMAN put it to the
Committee.

Decision: The draft resolution, as amended, was approved.2

Mr ANDREW (United States of America) said that the resolution contained political
statements that were unconnected with health and fell within the purview of the United Nations
Security Council, not of WHO. It was undesirable that WHO, an organization concerned with
health, should concern itself with political matters, and he hoped that Member States would
refrain from introducing them into health concerns. He had not, however, insisted that there
should be a vote on the resolution, since its fundamental aim was health.

Sir Henry YELLOWLEES (United Kingdom of Great Britain and Northern Ireland) also regretted
the introduction into the resolution of political matters that were not the concern of WHO.
The task of the working group had not been easy, and doubtless the final draft was the best it
could achieve. Nevertheless, it should be borne in mind that political matters were dealt with
elsewhere within the United Nations system.

Dr BARROMI (Israel) expressed the same reservations about the resolution. His country
favoured humanitarian action to refugees and the victims of oppression, but regretted that WHO
should indulge in the politics that so bedevilled United Nations agencies.

1 Transmitted to the Health Assembly in the Committee's fifth report and adopted as
resolution WHA31.51.

2 Transmitted to the Health Assembly in the Committee's fifth report and adopted as
resolution WHA31.52.
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8. FIFTH REPORT OF COMMITTEE B

Professor BENADOUDA (Algeria), Rapporteur, read out the draft fifth report of the Committee.

Decision: The report was adopted (see page 731).

9. CLOSURE

The CHAIRMAN, after expressing appreciation for the privilege of presiding over the
Committee's deliberations, felt that it would be appropriate for all to have a closer look at
the real state of affairs in world health at the present juncture.

The increasing disparities in the provision of health services among sections of the
population within a country, as well as among differing geographical regions, had become a
matter of grave concern. There had no doubt been improvements in the health status of the
people of the world as a whole, but those discrepancies were an eloquent commentary on the
prevailing methods of health care. It was worth trying to identify what were the inadequacies
in that health care system, if it had not been able to cover the needs of a large section of
the people in spite of being in existence for several decades. The questions arose whether
there was an inherent fault in the existing tools, whether institutions dedicated to serving
the fortunate few outnumbered those needed by the people, and whether all drugs prescribed
were really necessary or responded to commercial aims.

Medical care was gradually yielding to a wider concept of health services, and there was
an increasing realization of the necessity of community participation in the planning and
implementation of such services. Experience had shown that health was a multisectoral and

multidisciplinary activity and that participation of other related elements was essential for
the success of any comprehensive health programme. He wondered whether health programmes
adequately recognized that aspect and whether WHO could itself stimulate such wider
participation. There was an urgent need to resolve some existing contradictions between what
was done and what was professed as that would be helpful in improving both the quality and
coverage of health care delivery systems.

Recent years had seen a move towards more equitable participation by the various regions
in the activities of WHO, and that move taken by the Director -General would certainly enhance
the confidence of the large majority of the world and give them a real sense of participation
in the action of that great Organization. Manpower, as well as the situation in respect of
supplies and services, were of course a problem in the developing countries. There was
perhaps a case for examining whether the predominantly high proportion of funds available
under some projects for the provision of experts and advisers, thereby limiting the sums
available for other supplies and services, might not be counterproductive and leave the
countries concerned increasingly dependent on experts and advisers.

The greatest present need was the explicit expression of the combined will and
determination of world leaders in favour of providing all with their inalienable right to
adequate health care facilities, coupled by the realization that economic development, without
social development to improve the quality of life, might create an even greater crisis for
mankind. It was the duty of all participants in the World Health Assembly to endeavour to
meet at least part of the rising expectations of growing numbers of people by making the world
a healthier place.

After the customary exchange of courtesies, he declared the work of the Committee
completed.

The meeting rose at 13h35.
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The texts 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 Official Records No. 247.

COMMITTEE ON CREDENTIALS

FIRST REPORTI

§31/55 - 9 May l977

The Committee on Credentials met on 9 May 1978.
Delegates of the following Members were present: Angola, Austria, Burma, Congo, Finland,

Jamaica, Jordan, New Zealand, Nicaragua, Romania, Swaziland, Yemen.
Dr Z. M. Dlamini (Swaziland) was elected Chairman, Dr E. J. Bernheim (Nicaragua) Vice -

Chairman, and Ms H. Roos (Finland) Rapporteur.
The Committee examined the credentials delivered to the Director -General in accordance

with Rule 22 of the Rules of Procedure of the Health Assembly.

1. The credentials of the delegates and representatives of the Members and the Associate
Member below were found to be in conformity with the Rules of Procedure; the Committee
therefore proposes that the Health Assembly should recognize their validity: Albania;
Algeria; Angola; Argentina; Australia; Austria; Bahrain; Bangladesh; Belgium; Benin;

Botswana; Brazil; Bulgaria; Burma; Burundi; Canada; Cape Verde; Central African Empire;
Chad; Chile; China; Colombia; Comoros; Congo; Costa Rica; Cuba; Cyprus; Czechoslovakia;
Democratic People's Republic of Korea; Denmark; Ecuador; Egypt; El Salvador; Ethiopia;
Fiji; Finland; France; Gabon; Gambia; German Democratic Republic; Germany, Federal
Republic of; Ghana; Greece; Guatemala; Guinea; Guinea -Bissau; Haiti; Honduras; Hungary;
Iceland; India; Indonesia; Iran; Iraq; Ireland; Israel; Italy; Jamaica; Japan;
Jordan; Kenya; Kuwait; Lao People's Democratic Republic; Lebanon; Lesotho; Liberia;
Libyan Arab Jamahiriya; Luxembourg; Madagascar; Malawi; Malaysia; Maldives; Mali; Malta;
Mauritania; Mexico; Monaco; Mongolia; Morocco; Mozambique; Nepal; Netherlands;
New Zealand; Nicaragua; Niger; Nigeria; Norway; Oman; Pakistan; Panama; Papua New
Guinea; Paraguay; Peru; Philippines; Poland; Portugal; Qatar; Republic of Korea;
Romania; Rwanda; Samoa; Sao Tome and Principe; Saudi Arabia; Senegal; Sierra Leone;
Singapore; Somalia; Spain; Sri Lanka; Sudan; Suriname; Swaziland; Sweden; Switzerland;
Syrian Arab Republic; Thailand; Togo; Tonga; Trinidad and Tobago; Tunisia; Turkey;
Uganda; Union of Soviet Socialist Republics; United Arab Emirates; United Kingdom of Great
Britain and Northern Ireland; United Republic of Cameroon; United Republic of Tanzania;
United States of America; Upper Volta; Uruguay; Venezuela; Viet Nam; Yemen; Yugoslavia;
Zaire; Zambia; and Namibia.

2. The Committee examined notifications from the following countries; Bolivia; Democratic
Yemen; Guyana; Ivory Coast; Mauritius, which while indicating the composition of their
delegations could not be considered as constituting formal credentials in accordance with the
provisions of the Rules of Procedure. The Committee expressed its concern at this situation

Approved by the Health Assembly at its fourth plenary meeting.
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and urges the delegations mentioned above to provide the Assembly with formal credentials

without delay. Nevertheless, the Committee recommends to the Health Assembly that these
delegations be provisionally recognized with full rights in the Health Assembly pending the

arrival of their formal credentials.

SECOND REPORT'

2Á31/63 - 17 May 197

The Committee on Credentials met on 17 May 1978.
The Committee examined the formal credentials from the following countries: Bolivia;

Democratic Yemen; Guyana; Ivory Coast and Mauritius, which were seated provisionally in the

Assembly pending the arrival of their formal credentials. The credentials of the delegates
of these countries were found to be in conformity with the Rules of Procedure and the Committee
therefore proposes that the Assembly should recognize their validity.

COMMITTEE ON NOMINATIONS

FIRST REPORT2

/31/50 - 8 May 197

The Committee on Nominations, consisting of delegates of the following Member States:
Algeria; Belgium; Cape Verde; China; El Salvador; France; Gabon; Guatemala;
Indonesia; Kenya; Kuwait; Mauritius; Mexico; Mongolia; Nigeria; Pakistan; Paraguay;

Philippines; Sudan; Tunisia; Union of Soviet Socialist Republics; United Kingdom of Great
Britain and Northern Ireland; United States of America and Upper Volta met on 8 May 1978.
Professor J. Sulianti Saroso (Indonesia) was elected Chairman.

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 Mr Kamaluddin Mohammed
(Trinidad and Tobago) for the office of President of the Thirty -first World Health Assembly.

SECOND REPORT2

2Á31/51 - 8 May 197

At its first meeting held on 8 May 1978, 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: Dr U. Frey (Switzerland), Dr H. A. Gezairy (Saudi
Arabia), Dr A. Tanaka (Japan), Professor Y. Sujjavanich (Thailand),
Dr D. A. Missontsa (Congo);

Committee A: Chairman, Dr A. -R. A. Al -Awadi (Kuwait);
Committee B: Chairman, Mr M. K. Anwar (Bangladesh).

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
16 countries: China; Colombia; Czechoslovakia; El Salvador; France; Ghana; Jordan;
Mauritius; Mozambique; Nicaragua; Sao Tome and Principe; Senegal; Tunisia; Union of
Soviet Socialist Republics; United Kingdom of Great Britain and Northern Ireland and the
United States of America.

1 Approved by the Health Assembly at its tenth plenary meeting.

2 Approved by the Health Assembly at its second plenary meeting.
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THIRD REPORT 1

2Â31/52 - 8 May 197

At its first meeting held on 8 May 1978, the Committee on Nominations decided to propose
to each of the main Committees, in accordance with Rule 25 of the Rules of Procedure of the
Assembly, the following nominations for the offices of Vice -Chairman and Rapporteur:

Committee A: Vice- Chairman: Dr N. N. Mashalaba (Botswana); Rapporteur: Dr L. A. Valle
(Bolivia);

Committee B: Vice -Chairman: Dr J. -M. Kyelem (Upper Volta); Rapporteur:

Professor A. Benadouda (Algeria).

GENERAL COMMITTEE

REPORT2

2731/57 - 15 May 197

Election of Members entitled to designate a person to serve on the Executive Board

At its meeting held on 15 May 1978, the General Committee, in accordance with Rule 102 of
the Rules of Procedure of the Health Assembly, drew up the following list of 15 Members, in
the French alphabetical order, to be transmitted to the Health Assembly for the purpose of the
annual election of 10 Members to be entitled to designate a person to serve on the Executive
Board:

Bahamas, Bahrain, Burma, Burundi, Cape Verde, China, Comoros, Spain, France, Malta,
Mexico, Netherlands, Chad, Tonga, Union of Soviet Socialist Republics.

The General Committee then recommended the following 10 Members which, in the Committee's
opinion, would provide, if elected, a balanced distribution on the Board as a whole:

Bahrain, Burma, Burundi, Cape Verde, China, Comoros, France, Mexico, Chad, Union of Soviet
Socialist Republics.

COMMITTEE A

FIRST REPORTS

Committee A held four meetings on 10, 11 and 15
Dr A. -R. A. Al -Awadi (Kuwait).

On the proposal of the Committee on Nominations
Vice -Chairman, and Dr L. A. Valle (Bolivia) Rapporte

It was decided to recommend to the Thirty -first
resolutions relating to the following agenda items:

2.5 Programme development:
2.5.1 Medium -term programming for the implementation of the Sixth General Programme of

Work covering a Specific Period (1978 -1983 inclusive) [dHA31.127
2.5.3 Development of health programme evaluation HA31.1)7
2.5.2 Country health programming 4RA31.127

§3159 - 17 May 197

May 1978 under the chairmanship of

, Dr N. N. Mashalaba (Botswana) was elected
ur.

World Health Assembly the adoption of

1 See pp. 311 and 537.

2 See verbatim record of the tenth plenary meeting, section 4.

3 Approved by the Health Assembly at its tenth plenary meeting.
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SECOND REPORT1

27,31/64 - 19 May 197

During its fifth, sixth and seventh meetings held on 16 and 17 May 1978, Committee A
decided to recommend to the Thirty -first World Health Assembly the adoption of resolutions

relating to the following agenda items:

2.5.4 Development of information systems programme 25HA31.20.7

2.6.6 Medium -term programme for mental health 211A31.2.17

2.2.2 Budget level and Appropriation Resolution for the financial year 1979 HA31.27
2.3 Tentative budgetary projections for the biennium 1980 -1981 HA31.27

THIRD REPORT2

§31/67 - 22 May 19787

During its eighth, ninth, tenth, eleventh, twelfth and thirteenth meetings held on
18, 19 and 20 May 1978, Committee A decided to recommend to the Thirty -first World Health
Assembly the adoption of resolutions relating to the following agenda items:

2.4 Procedures for introducing changes into the Sixth General Programme of Work
covering a Specific Period (1978 -1983 inclusive) THA31.37

2.2 Programme budget for 1978 and 1979 (financial year 1979):

Monitorio of the implementation of programme budget policy and strategy

HA31.3jj
2.6.1 Drug policies and management:

Action programme on essential drugs 211A31.327
Drug policies and management: Medicinal plants / HA31.37

2.6.3 Appropriate technology for health 2gilA31.347

FOURTH REPORT2

LA-31/68 - 23 May 19787

During its fourteenth and fifteenth meetings held on 22 May 1978, Committee A decided to
recommend to the Thirty -first World Health Assembly the adoption of resolutions relating to

the following agenda items:

2.6.4 Development and coordination of biomedical and health services research

211A31.357
2.6.7 Medium -term programme for health manpower development 211A31.3.67

2.6.5 Special Programme of Research, Development and Research Training in
Human Reproduction 211A31.317

FIFTH REPORT3

/31/70 - 24 May 197

During its sixteenth and seventeenth meetings held on 23 May 1978, Committee A decided to
recommend to the Thirty -first World Health Assembly the adoption of resolutions relating to
the following agenda items:

1 Approved by the Health Assembly at its eleventh plenary meeting.
2
Approved by the Health Assembly at its twelfth plenary meeting.

3
Approved by the Health Assembly at its thirteenth plenary meeting.
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2.6.18 Technical activities and questions identified for additional examination
during the review of the proposed programme budget and of the Executive Board's
report thereon:

Four resolutions were approved with the following titles:

Technical cooperation among developing countries HA31.4j7
Education of people in community health HA31.42
Managerial process for health development HA31.43
Programme on diarrhoeal diseases control HA31.44

2.6.8 Malaria control strategy 211A31.4.57

SIXTH REPORT 1

27i31/72 - 24 May 1977

During its eighteenth meeting held on 24 May 1978, Committee A decided to recommend to
the Thirty -first World Health Assembly the adoption of resolutions relating to the following

agenda items:

2.6.18 Technical activities and questions identified for additional examination during
the review of the proposed programme budget and of the Executive Board's report
thereon:

Two resolutions were approved with the following titles:

Maternal and child health HA31.55
Health hazards of smoking HA31.56

2.6.11 Control of sexually transmitted diseases:

Two resolutions were approved with the following titles:

Control of sexually transmitted diseases 2171HA31.517

Control of endemic treponematoses WHA31.57

COMMITTEE B

FIRST REPORT2

/31/58 - 16 May 197

Committee B held its first, second, third and fourth meetings on 10, 11 and 15 May 1978
under the chairmanship of Mr M. K. Anwar (Bangladesh).

On the proposal of the Committee on Nominations, Dr J. -M. Kyelem (Upper Volta) was elected
Vice -Chairman, and Professor A. Benadouda (Algeria), Rapporteur.

It was decided to recommend to the Thirty -first World Health Assembly the adoption of
resolutions relating to the following agenda items:

3.2 Review of the financial position of the Organization:
3.2.1 Financial report on the accounts of WHO for 1977, report of the External Auditor,

and comments thereon of the Committee of the Executive Board to Consider Certain
Financial Matters Prior to the Health Assembly 47HA31.7

3.2.2 Status of collection of annual contributions and of advances to the Working
Capital Fund HA31.7

3.3 Use of casual income to reduce adverse effects of currency fluctuations on the
programme budget ZHA31.2.7

3.5 Supplementary budget for 1978 HA31.7
1.8 Method of work of the Health Assembly and of the Executive Board HA31.7

1 Approved by the Health Assembly at its thirteenth plenary meeting.

2 Approved by the Health Assembly at its eighth plenary meeting.
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[31/62 - 16 May 197

During its fourth, fifth and sixth meetings held on 15 and 16 May 1978, Committee B

decided to recommend to the Thirty -first World Health Assembly the adoption of resolutions
and decisions relating to the following agenda items:

3.4 Documentation and languages of the Health Assembly and the Executive Board

riHA31.l 7
3.6 Scale of assessment:

3.6.1 Assessment of new Members and Associate Members HA31.17
3.6.2 Assessment of Angola 2WHA31.15

3.6.3 Scale of assessment for 1979 HA31.16

3.7 Appointment of the External Auditor 31.1

3.8 Working Capital Fund:

3.8.2 Advances made for the provision of emergency supplies to Member States as
authorized by resolution WHA28.25, part C, para. 2(2) IDecision lj7

3.9 Organizational studies by the Executive Board:

3.9.2 Future organizational study Decision 127

3.11 Amendment to Article 74 of the WHO Constitution (item proposed by the Government

of Kuwait) 211A31.1S7
3.12 Agreement with the Islamic Development Bank HA31.127

THIRD REPORT2

x31/66 - 22 May 19787

During its seventh, ninth, tenth, eleventh and twelfth meetings held on 17, 19 and
20 May 1978, Committee B decided to recommend to the Thirty -first World Health Assembly the
adoption of resolutions and decisions relating to the following agenda items:

3.2 Review of the financial position of the Organization:

3.2.3 Members in arrears in the payment of their contributions to an extent which may
invoke the provisions of Article 7 of the Constitution 25HA31.247

3.13 Coordination within the United Nations system:

3.13.4 Health assistance to refugees and displaced persons in Cyprus 21.1A31.257

3.13.5 Health and medical assistance to Lebanon 211A31.262

3.9 Organizational studies by the Executive Board:

3.9.1 Organizational study on WHO's role at the country level, particularly the role

of the WHO representatives 2 HA31.227
3.14 United Nations Joint Staff Pension Fund:
3.14.1 Annual report of the United Nations Joint Staff Pension Board for 1976

Ziecision 157
3.14.2 Appointment of representatives to the WHO Staff Pension Committee [Decision 17
2.6 Review of specific technical matters:
2.6.16 WHO's human health and environment programme:

Evaluation of the effects of chemicals on health 2HA31.2137
Evaluation of the effects of biological environmental factors on health 217HA31.297

Approved by the Health Assembly at its tenth plenary meeting.

2 Approved by the Health Assembly at its twelfth plenary meeting.
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FOURTH REPORT1

/31/69 - 23 May 197

During its thirteenth and fourteenth meetings held on 22 May 1978, Committee B decided to

recommend to the Thirty -first World Health Assembly the adoption of resolutions relating to

the following agenda items:

3.10 Health conditions of the Arab _population in the occupied Arab territories,

including Palestine IHA31.3/
3.13 Coordination within the United Nations system:

3.13.1 General matters 25HA31.3.87

3.13.6 United Nations Water Conference 2HA31.402

FIFTH REPORT2

2731/71 - 24 May 197

During its sixteenth and seventeenth meetings held on 23 and 24 May 1978, Committee B
decided to recommend to the Thirty -first World Health Assembly the adoption of resolutions

relating to the following agenda items:

3.13 Coordination within the United Nations system:

3.13.3 Assistance to newly independent and emerging States in Africa:
Special programme for health cooperation with Lesotho 25HA31.4g

2.6 Review of specific technical matters:
2.6.2 The role of the health sector in the development of national and international

food and nutrition policies and plans3

2.6.12 Prevention and control of zoonoses and foodborne diseases due to animal

products 2FIHA31.47
2.6.17 Problems of the human environment: Food hygiene j HA31.47
2.6.14 Fluoridation and prevention of dental caries 25HA31.5Ó7

3.13 Coordination within the United Nations system:

3.13.2 Activities financed from extrabudgetary sources within the United Nations

system JHA31.5.17
3.13.3 Assistance to newly independent and emer ing States in Africa:

Liberation struggle in southern Africa WHA31.5.27

2.6 Review of specific technical matters:
2.6.10 Expanded Programme on Immunization 2HA31.587
2.6.9 Smallpox eradication: Current status and certification 21HA31.57

REPORT OF COMMITTEE B TO COMMITTEE A
4

J31/60 - 17 May 19787

During the course of its fourth meeting held on 15 May 1978 Committee B reviewed the
amount of casual income available from miscellaneous income and the cash portion of the
Assembly Suspense Account in the light of a report by the Director -General and of the
recommendations of the Executive Board at its sixtieth session on documentation and languages

Approved by the Health Assembly at its twelfth plenary meeting.

2 Approved by the Health Assembly at its thirteenth plenary meeting.

3 The text recommended by the Committee (see p. 705) was amended by the Health Assembly
at its thirteenth plenary meeting (see p. 291) and adopted as resolution WHA31.47.

4 This report was before Committee A at its seventh meeting when it considered the budget
level and the Appropriation Resolution for 1979; the recommendation contained therein was
incorporated in the draft resolution on the subject submitted by Committee A in its second
report to the Health Assembly (see p. 728).
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of the Health Assembly and the Executive Board.} It also took into consideration the
estimated reimbursement of programme support costs for activities financed by the United

Nations Development Programme.
On the basis of its review, and taking account of its recommendation to maintain in 1979

and future years the status quo regarding the translation and publication of the verbatim
records of the Health Assembly and the summary records of the Executive Board and the main
committees of the Health Assembly - as a consequence of which an amount of US$ 610 000 would
need to be added to the effective working budget for 1979 - Committee B recommends to
Committee A that income in the amount of US$ 3 210 000 be used to help finance the 1979 budget.
The amount of US$ 3 210 000 is composed of the estimated reimbursement of programme support
costs for activities financed by the United Nations Development Programme in the amount of
US$ 2 600 000, and the amount of US$ 610 000 of available casual income. The Committee
further recommends that the proposed effective working budget for 1979 be increased by
$ 610 000.

1
WHO Official Records, No. 242, 1977, p. 8 (resolution EB60.R7).
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training, 517, 518

Diphtheria, 708, 709, 710, 711
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531, 533
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Health services
Regions, African, 130, 139, 143, 147, 151, 154,

190, 206, 247 -248, 264 -265

Americas, 137, 141 -142, 149, 181, 188, 267 -268

Eastern Mediterranean, 84, 85, 88, 169, 170,
218, 260, 649, 650 -651, 652, 653 -654, 655

European, 96 -97, 106, 133, 196
South -East Asia, 209

Western Pacific, 244 -245, 332 -333

Health services research, 52, 58, 64, 92 -93, 156-
157, 168, 193, 457 -469, 480 -481

task force, South -East Asia, 447
Hepatitis, viral, 531, 631
Holy See, 250 -251

Honduras, 268 -269

Housing, 66, 451
Human genetics, 679 -680

Human rights, 394, 462, 587 -588, 589, 606, 648,

658

Human reproduction, 246, 451
research and training, centres, 471, 474, 475

Americas, 117, 136, 149, 181, 189, 198 -199,

214 -215, 216, 260, 267 -268

special programme, 65,

464, 469 -479, 492

152, 251, 457, 458,

Eastern Mediterranean, 89, 169,

651, 655

262, 650, advisory groups, 471,
financing, 469, 470,

478

471, 474, 475, 478,

European, 76, 78, 97, 121, 162, 193, 196, 396 479

South -East Asia, 163 -164 Hungary, 161 -162, 642 -643, 678 -679, 693 -694, 711

Western Pacific, 171, 172, 174, 197, 213 Hydatidosis, see Echinococcosis

systems, 68
team approach (multidisciplinary), 391, 393,

394, 396, 397, 399, 400, 402, 406
Health economics, 112, 133, 168, 173, 323

Health education, 71 -72, 79 -80, 81 -82, 130, 148,

152, 175, 225, 259, 265, 273, 505 -507
birth defect surveillance, 678

cardiovascular diseases, 694, 695, 702

Hydrocephalus, 680

Immunization, 58, 66, 67, 206

evaluation, 283 -285, 709, 714

Expanded Programme, 53, 64, 67, 78, 109, 116,
193 -194, 195, 218, 283, 448, 707 -716



750 THIRTY -FIRST WORLD HEALTH ASSEMBLY, PART II

Immunization, Expanded Programme (continued)

criteria for collaboration, 708 -709, 716

financing, 663, 697, 709, 712, 715, 716
Regions, African, 67, 139, 140, 141, 144,

146, 147, 153, 155, 176, 179, 180, 190,
211, 243, 246, 249, 596, 712, 713, 714

Americas, 124, 142, 183, 189, 214, 216,
270, 713

Eastern Mediterranean, 84, 251, 655, 708,
713, 714, 715

European, 87, 712, 713
South -East Asia, 93, 165, 209, 461, 709,

710, 715 -716

Western Pacific, 212, 244, 713
integration into national primary health care

services, 715, 716
research, 707, 708, 710, 712, 715
training, 707, 708, 709, 710, 711, 712, 714, 715

India, 122 -124, 321, 330 -331, 338, 346, 359, 368,

388, 392, 433, 454, 460 -461, 471, 484 -485,

512, 518 -519, 530, 588, 631, 641, 669, 674,
682, 686, 711

Indicators of health status, 340, 341, 342 -343,
344, 393, 666

Indonesia, 184 -185, 323 -324, 335, 343, 357, 372,

446 -447, 461, 489 -490, 577, 619, 642, 682,

700, 710

Industrialization, health aspects, 67, 399, 630,
632, 633, 687

Infant foods and feeding, 65, 152, 450, 518, 520,
638 -639, 641, 643, 704, 705

Infant mortality, 64, 123, 130, 134, 142, 165,
182, 200, 213, 216, 246, 252, 262, 450, 472,
498, 511, 512, 519, 588, 639, 644, 647, 655,
678, 679, 681, 713

Infertility, 469, 472, 474, 476, 477, 528, 532,

533, 534
Information systems, 171, 199, 272, 314, 317,

319, 322, 324, 326, 328, 334, 337, 340, 342,
370, 465, 514, 515, 678

WHO programme, 52, 195, 222, 314, 316, 346 -357
training, 326

Insecticides, 501 -502

see also Malaria, insecticides
Institute of Nutrition of Central America and

Panama (INCAP), 189
Inter -Agency Consultative Board, 587
Inter -agency water resources board, proposed, 617
Inter -American Development Bank, 124, 149, 189-

190, 252, 597

International Agency for the Prevention of
Blindness, 68

International Agency for Research on Cancer
(IARC), 87, 109, 117, 636

International Anti- Apartheid Year (1978), 46, 662
International Bank for Reconstruction and

Development (IBRD) (World Bank), 155, 208,
458, 517, 595, 597, 598, 616, 721

International Center for Contraceptive Research,
New York (USA), 471

International Children's Centre, 473
International Classification of Diseases, 357
Ninth Revision, 153, 679, 683
Tenth Revision, 679

International Cold Chain Congress, Quito (1978),
270

International Commission on Microbiological
Specifications for Food, 673

International Committee of the Red Cross, 103,
153, 252, 609, 612, 655, 698

International Conference on Primary Health Care,
Alma -Ata, USSR (1978), 53, 55, 68, 70, 79
86, 92, 95, 103, 110, 118, 127, 157, 166,

196, 205, 219, 223, 296, 365, 431, 511,

587, 588, 589, 590, 595, 597, 598 -599, 709
International Congress of Pharmacology, 77
International Congress on the Teaching of Human

Rights, Vienna (1978), 394
International Council of Scientific Unions, 464

International Dental Federation, 688
International Drinking -Water Supply and Sanitation

Decade (1980- 1990), 67, 153, 206, 616 -617,

618, 620, 621, 631, 633, 635, 664

International Federation of Pharmaceutical
Manufacturers Associations, 425

International Health Regulations, 592 -593

International Labour Organisation (Office) (ILO),
153, 569, 590, 595, 626, 672

International Pharmaceutical Federation, 435
International Planned Parenthood Federation, 473
International Register of Potentially Toxic

Chemicals, 596, 636
International Society and Federation of

Cardiology, 693
International symposium on the child in the world

of tomorrow, Athens (1978), 511
International Union of Pharmacology, 636 -637
International Union against Tuberculosis, 130
International Year of the Child (1979), 67, 76 -77,

80, 103, 105, 124, 368, 510, 511, 512, 513,
587, 588, 589, 662

International Year for Disabled Persons (1981),
588, 589, 662

Interpretation, 556, 557
Intrauterine devices, 473, 476
Ionizing radiation, 621
Iran, 494 -495, 617, 628, 642, 708, 719

Iraq, 84 -86, 332, 371, 485, 525, 532, 713
Ireland, 463, 672, 682, 692
Islamic Development Bank, agreement, 299, 582 -584
Isotopes, medical uses, 114
Israel, 261 -262, 519, 680 -681

Italy, 340, 386, 400, 423 -424, 523, 628, 691
condolences on the death of Aldo Moro, 81, 101,

157 -158, 537

Jacques Parisot Foundation, award of medal,
281 -285

Jamaica, 198 -199, 398

Japan, 138, 525 -526, 627 -628, 684

Joint Inspection Unit, 340, 341, 344
Jordan, 651 -652

Kenya, 175 -177, 348, 369 -370, 466, 477, 632,

700, 717

Laboratory animals, 464, 715
Laboratory services, 448, 670, 671
Languages, use in WHO, 72, 78, 87, 137, 295, 376,

378, 382, 547 -548, 555 -558, 561 -565, 566

Lao People's Democratic Republic, 212 -213
Lasers, medical uses, 114
Latin American centres of educational technology

in health, Rio de Janeiro and Mexico City, 407

League of Red Cross Societies, 612, 698
Lebanon, 612 -616, 618 -619, 646, 647, 650, 653,

656

Léon Bernard Foundation, award of medal and prize,

231 -238

Leprosy, 140, 167, 273, 460, 713
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Lesotho, 191, 603- 604, 607 -608, 697 -698

Liberation movements, national, 600, 601, 602,

604- 605, 606, 607, 698, 699, 722
participation in work of the Health Assembly, 46

Liberia, 210 -211, 500

Libyan Arab Jamahiriya, 256
Long -term planning, 270

Malaria, eradication and control, 53, 120, 123,

235
control strategy, 119, 235, 481 -492, 493 -503,

508 -510

drugs (antimalarials), 66, 483, 484 -485, 486,

488, 493, 509
resistance of parasites, 63, 483, 486, 489,

490, 491, 494, 496, 499, 501
environmental measures, 482, 483 -484, 495,

502

integration into health services, 483, 485,
486, 488, 489, 491, 498

Regions, African, 130, 132, 140, 146 -147, 153,

234, 258, 273, 483, 486, 488, 489, 494,
495, 497, 498, 499, 500

Americas, 118, 142, 183, 190, 214, 216,
260 -261, 294, 485, 486, 487, 494, 496-

497

Eastern Mediterranean, 63, 84, 88, 262, 485,
493 -494, 494 -495, 502

European, 76, 106, 232, 487, 490, 498, 598
South -East Asia, 93, 119, 123, 134, 484,

486, 489, 491, 499
Western Pacific, 175, 212 -213, 244, 272,

491, 495 -496

financing, 483, 485, 488 -489, 493, 497, 500,

509, 597
training, 63, 140, 153, 482, 484, 489, 490,

492, 494, 496, 497 -498, 499, 500, 501
importation of cases, 491, 493, 494 -495

insecticides, 482, 484, 485, 486, 493, 495
resistance of anophelines, 63, 484, 489, 490,

491, 494, 495, 496, 497, 499
larvicides, 485, 495, 498

research, 53, 234, 235, 272, 466, 482, 484, 486,
487, 490, 491, 492, 494, 496, 498, 499,

500 -501

resurgence, 116, 119, 482, 487, 490, 491, 496,
498, 500

vaccine, trials, 66, 235, 260 -261, 482, 489,
497, 498, 500

vectors, 484, 487
biological control, 488, 490, 502

Malariologists, 487, 494, 498
Malaysia, 115 -116, 437

Maldives, 209 -210, 519
Mali, 150 -151

Malnutrition, 52, 66, 130, 146, 150, 183, 247,
253, 408, 510, 518, 519, 637, 638, 639, 640,

641 -642, 645, 647, 666, 668
Malta, 96 -98

Manpower development, management and planning,
58, 60, 68, 80, 103, 111, 136, 156, 194, 206,

236, 299

curricula and teaching methods, reform, 409

information exchange, proposed WHO network, 393,
405, 409, 412

medium -term programme, 390 -414, 481

guidelines, 409, 411
regional directories of training institutions,

407

Regions, African, 127, 144, 147, 152, 155, 179,
201, 203, 207, 243, 246, 263 -264, 273, 391,

394, 401, 408

Americas, 142, 149, 182, 199, 203, 216, 253,
260, 398, 400 -401, 402 -403, 404, 407

Eastern Mediterranean, 63, 71, 85, 169, 227,
259, 262, 319, 406 -407, 649

ministerial consultation, Teheran (1978),
319, 396, 406, 409

European, 76, 86, 107, 111, 112, 225, 393,
397, 399, 405, 406, 408 -409

South -East Asia, 165, 209, 392, 407 -408

Western Pacific, 114, 185, 213, 245, 399, 401
validation of studies, 395
see also Continuing education; Medical education;

Teaching materials

Maternal and child health, 510 -513, 521 -522, 640
641 -642, 643

integration in primary health care, 68, 510,
511

medium -term programme, proposed, 512

Regions, African, 99, 148, 152, 472, 714
Americas, 117, 166, 202, 252, 269

Eastern Mediterranean, 649, 655
European, 86, 400
South -East Asia, 134, 165

Western Pacific, 213, 216, 476
see also Birth defect surveillance;

Infant mortality

Maternal mortality, 182, 216, 246, 252, 472, 511,
641

Mauritania, 190
Mauritius, 91

Measles, 142, 639, 712, 713, 715 -716

vaccine and vaccination, 146, 153, 223, 708,
709, 711, 713, 714, 716

Medical education, 80, 113, 136, 156,,219, 406,
410

curriculum, methods and programmes, reform,

332, 334, 336 -337, 345, 394, 404, 407,
414, 642

recognition of qualifications, 394
Regions, Americas, 398

Eastern Mediterranean, 71, 85, 89, 169
European, 96, 97, 106 -107, 162, 225, 627
South -East Asia, 392, 408

Western Pacific, 114, 174, 213, 399
Medical ethics, 460, 462, 463, 464, 465, 466, 468,

473, 474, 479, 587 -588, 681, 682
Medical records, 72

Medicinal plants, 207, 213, 258, 280, 132, 423,
429, 433, 434, 436, 440, 441 -445, 451, 453

classification and nomenclature, 441, 442 -443,
453

Medicinal substances, traditional, animal and
mineral, 443, 444

Mediterranean, pollution, 87, 108
coastal water control project, 629

Medium -term programming, 109, 151, 197, 314, 315,
316 -321, 342, 357, 514, 515, 516

guidelines, 316, 317, 318, 336
working group (1978), 115

Membership of WHO, 43, 56
Meningitis, see Cerebrospinal meningitis
Mental health, 70, 104, 111, 112, 119, 123 -124,

679

integration into general (primary) health care,

358 -359, 360, 361, 362, 365, 368, 369,
370, 372

medium -term programme, 111, 119, 358 -375

nursing, 362, 369

Regions, African, 140, 144, 153, 258, 360, 363,
364, 369 -370, 374

Americas, 167, 183, 260, 362, 366, 368 -369

Eastern Mediterranean, 254, 371, 652, 654
European, 119, 361, 362, 363, 365, 366, 367,

371, 372
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Mental health (continued)

South -East Asia, 93, 359 -360, 367, 368, 372

Western Pacific, 358, 359
research, 361 -362, 364, 366, 367, 463

special programme, 68, 364, 371

training, 366, 367
general health workers, 359, 361, 362, 363,

365, 371, 373
international centre, 370

Mental retardation, 368, 369 -370
Mexico, 117 -118, 470, 486, 621 -622
Microorganisms, safe handling, 465
Middle East, occupied territories, health

conditions, 170, 288 -289, 296, 646 -661

licenses for medical practice, 649, 652, 655 -656
see also Special committee of experts

Midwives, 402, 476
see also Traditional health workers, birth

attendants

Migrant birds, 670
Migration, health aspects, 365, 490, 491, 494 -495,

499, 640
Migration of health personnel, 52, 63, 156, 392,

394, 395, 402, 405, 407, 408, 410, 649, 651
Mongolia, 195 -196, 607, 713
Monkeypox, 155, 205
Morocco, 106 -108

Moxibustion, 450
Mozambique, 249 -250, 315, 325, 396 -397, 421 -422,

449 -450, 472, 488, 526, 572, 595 -596, 597,

600, 601, 604, 632, 656, 689, 719 -720
Mycology, 460
Mycoses, 673

see also Air pollution, biological factors

Namibia, 566, 601
Narcotic drugs, 360, 367
National coordinators, see Programme coordinators
National staff, employment in WHO programmes,

52, 55
Nepal, 164 -165, 326 -327, 335, 341 -342, 352, 409-

410, 443, 491 -492, 715 -716

Netherlands, 109 -110, 474, 677, 711
New International Economic Order, 44, 56, 59, 61,

69, 94, 192, 423, 454, 579, 586
New Zealand, 256 -257, 332, 358, 524, 532, 682, 686

Nicaragua, 149 -150

Niger, 143 -145, 574 -575

Nigeria, 139 -141, 333 -334, 370, 401, 448, 465,

499 -500, 711 -712, 720

Noncommunicable (chronic degenerative) diseases
68, 78, 84, 137, 171, 176, 253, 254, 524,

631

Nonproprietary names for pharmaceutical
preparations, 422, 424, 435, 438, 443

Norwegian Agency for International Development,
485

Nuclear medicine, 108

Nuclear weapons, 78, 119, 121 -122, 126, 161

Nursing personnel, 85, 125, 191, 223, 253, 262,
401 -402, 407

Nutrition, 58, 64 -65, 67, 68, 152, 216, 258, 599,
666, 702

development of national policies, 53, 67 -68,

146, 149, 181 -182, 189, 202, 211, 260, 270,
519, 637 -645, 665 -668, 704 -705

integration in health programmes, 638, 641,
645, 665

interregional seminar (1977), 641, 666
'search, 637, 638, 640, 641, 642, 665, 667,

668, 705

supplementary feeding programmes, 253, 666
training, 638, 641, 642, 643, 666, 667, 705

Occupational health, 87, 140, 216, 629

agricultural workers, 672
Official Records, 557, 558, 563

Oman, 169
Onchocerciasis, 207 -208, 273

control programmes (West Africa), 131, 140, 144,
150 -151, 598

financing, 663, 697
Operational research, 236, 246, 466
Opium, 77
Oral (dental) health, 153, 182

prevention of dental caries, 684 -692, 706 -707

research, 685
Organization of African Unity (OAU), 561, 600
Organization for Coordination in the Control of

Endemic Diseases in Central Africa, 273
Organization for Coordination and Cooperation in

the Control of Major Endemic Diseases, 143,
201

Organization for Economic Cooperation and
Development (OECD), 626

Organizational studies by the Executive Board,
interrelationship between the central
technical services of WHO and programmes
of direct assistance to Member States, 578

role of WHO expert advisory panels and
committees and collaborating centres in
meeting the needs of WHO regarding expert
advice and in carrying out technical
activities of WHO, 468, 581

role of WHO in training in public health and
health programme management, including
the use of country health programming,
357, 581 -582

WHO's role at the country level, particularly
the role of the WHO representative, 570 -581,

624 -625

ORSTOM (French office for scientific and technical
research overseas), 273

Pakistan, 218 -219, 328, 715
Palestine Liberation Organization (PLO), 169 -170,

650 -651, 652, 653

Palestine refugees, see Refugees
Palestinian Red Crescent Society, 170, 647, 649,

651

Pan American Health Organization (PAHO), 580, 581
PAHO/WHO consultative group on research policy,

recommendation, 463
Pan American Zoonoses Center, 671, 672
Panama, 141 -143, 494, 505

Papua New Guinea, 173 -174

Paraguay, 183 -184

Paramedical personnel, see Auxiliary personnel
Parasitic diseases, foodborne,

Payroll, processing, 544

Pertussis, 142, 146, 708, 709,
Peru, 472

Pesticides, 490, 509, 627, 628,

Pharmaceutical production, 83,

666

711, 712,

676, 677

280 -281,

713

424, 435
local, 54,

191,

433,

83 -84, 84, 95,

223, 243, 253,
434, 436, 437,

107,

279,

482

139,

418,

145,

419,

171,

422, 432,

Pharmaceuticals, see Drugs
Philippines, 271 -272

Placebos, 466



SUBJECT INDEX 753

Plague, 244, 669
Poland, 156 -157, 406, 438, 445, 466, 667, 686 -687,

702

Poliomyelitis, 708, 709, 711, 712, 713, 714, 715

see also Immunization, Expanded Programme

Portugal, 133, 231 -232, 323, 372, 473, 640
Postgraduate training, 63, 162, 345, 394, 399,

402, 406
Pregnancy, risk factors, 681, 682, 683

spacing, 472, 473, 477
see also Birth defect surveillance

President bf the Thirtieth World Health Assembly,
address, 46 -48

see also TAPA, S. in the Index of names
President of the Thirty -first World Health

Assembly, election, 49
presidential address, 101 -104

see also MOHAMMED, K. in the Index of names
Primary health care, 53, 55, 57 -58, 59, 64, 68,

69 -70, 81, 83, 95, 103, 126 -127, 135 -136,

156 -157, 163, 191, 196, 205, 228, 237, 255,
256, 296, 506, 601

integration of individual programmes, 57, 60,
68, 358 -359, 360, 361, 362, 365, 368,
369, 370, 372, 482, 510, 511, 517, 519,
520, 619, 715, 716

international conference, Alma -Ata, USSR (1978),

53, 55, 68, 70, 79, 86, 92, 95, 103, 110,
118, 127, 157, 166, 196, 205, 219, 223,
296, 365, 431, 511, 587, 588, 589, 590,
595, 597, 598 -599, 709

joint study on community involvement
(UNICEF/WHO), 152

Regions, African, 139, 143, 150, 151, 155,
175, 179, 180, 200 -201, 203, 205, 207,
211, 222 -223, 248, 249, 265, 396 -397, 449

Americas, 124, 167, 181, 189, 198, 202, 214,
252, 260, 267, 269, 270, 368, 407, 597

Eastern Mediterranean, 63, 88, 251, 259, 465,
599

European, 78, 86, 95, 106, 126, 133, 192, 466
South -East Asia, 92, 122 -123, 164 -165, 184,

209, 330 -331

Western Pacific, 115, 172, 186, 197, 212,
272, 534

training, 391, 394, 406, 408, 409, 410
see also Drugs, listing of essential substances

Primates, non -human, for medical research, 715
Profiles, programme and project, 340, 346, 347,

349, 352
Programme budget, for 1977, increase, 540 -541, 543

for 1978 and 1979, 53, 54, 218
programme reductions, 378
revised 1979, 54, 376 -385

additional requirements, 376, 377, 385, 551
increase, 382, 385, 556

supplementary budget for 1978, 378

for 1980 -1981, 54 -55, 385 -389, 701

effect of currency fluctuations, 54, 77, 83,
220, 377 -378, 379, 380, 381, 382, 383,

384, 385, 386, 387, 551 -553
harmonization of presentation in United Nations

system, 591

level, stabilization, 54 -55, 299, 313, 379, 380,

381, 382, 383, 386, 387, 545, 554
national programme budgeting, 59, 60, 356,

386 -387, 514

policy and strategy, 52, 53, 57, 60, 154,
416 -418, 427 -429

monitoring, 313, 417
policy for technical cooperation, 311 -314
review procedure, 301 -302, 543

savings, 380, 382, 383, 385, 386, 540,
554, 561, 562, 563, 564

unliquidated obligations, 540, 541, 542 -543

Programme coordinators, 328, 570, 571, 572 -573,
576, 577 -578, 579, 580, 597, 599, 624
national, 145, 221

criteria for selection, 571, 574, 575, 577

training, 571, 572, 574
Programme of WHO, general development, 77, 94 -95,

311, 314 -357

long -term perspectives, 270

Project costs, accounting, 538, 541, 543 -544

Psychiatry, 358, 359, 360, 361, 363, 365, 366,
369

Psychosocial factors and health, 109, 111, 112,

119, 358 -469, 695

see also Mental health
Psychotropic drugs, 368, 371
Public health training, 63, 89 -90, 107, 144,

147, 237, 345, 396, 407
organizational study, 357, 581 -582

Publications, 476, 540, 563

Rabies, 87, 669, 672

second European conference, Frankfurt (1977),
670

vaccine, 669, 670, 673, 712
Racism and racial discrimination, 44, 95, 201,

698, 699

World Conference, 44
see also Apartheid

Reagents, diagnostic, 670, 673
Red Cross, see Dunant, H.; International

Committee of the Red Cross; League of
Red Cross Societies

Reference centres, evaluation of health programmes,

339 -340

health planning, 326
Refugees and displaced persons, health conditions,

85, 170, 247, 722
Cyprus, 255, 610 -611

Middle East, 646 -661
Southern Africa, 220, 252, 601, 605

Regional Committee for Europe, 460
Regional committees, strengthening of role, 61,

460, 469
Regional Director for South -East Asia,

reappointment, 82
Regional Directors' Development Programmes, 54,

312, 377, 554, 605

Regional Office for Africa, 539, 540, 541

Regional Office f,r the Western Pacific, host
agreement, 312

Regionalization of activities and resources,
57, 91, 94, 121, 219, 245, 318, 379, 385,
542, 579

Rehabilitation, of the disabled, 152

cardiovascular diseases, 693, 694, 702, 703
nutrition, 144

Representatives, WHO, 328, 570 -581, 624 -625
Republic of Korea, 171 -172, 455, 533 -534

Research, 57, 58, 60, 68, 114, 135, 140 -141,
167, 176 -177, 183, 193, 246

development and coordination, 52, 185, 417,
457 -469, 480 -481

financing, 457, 459 -460, 464, 468
establishment of research and training

centres, 143, 462

human subjects, ethical aspects, 474, 479
information project, Eastern Mediterranean

Region, 72

standardization of methods and nomenclatures,
465, 468 -469

see also Health services research; Human
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Research (continued)
reproduction; Tropical diseases, and

under other subjects of research

Research workers, status, 463, 469
Rockefeller Foundation, 463
Romania, 192 -194, 326, 339 -340, 405, 499, 635,

665, 690, 701
Rubella, 681, 683, 712
Rural health and development, 91, 92, 114, 150,

165, 166, 174, 175, 181, 186, 190, 191, 196,
206, 211, 214, 215, 222, 225, 245, 248, 252,

259, 270, 328, 333, 392, 399, 449, 450

Rwanda, 258, 371, 434

Salmonellosis, 517, 673, 677
Salt, fluoridation, 686, 690 -691
intake in diet, 703

Samoa, 197
Sanitary and public health engineering, 72, 628
Sanitation, 58, 67, 216, 243, 244, 249, 273, 450,

518, 596, 598, 616, 617, 619, 620, 621, 630,

631, 632, 633, 647, 664
incorporation of measures in primary health care,

619

see also Environmental health; Excreta disposal;

International Drinking -Water Supply and

Sanitation Decade; Wastes, disposal

Saudi Arabia, 522, 577

Schistosomiasis, 88, 153, 273, 450
research, 63, 221

Schizophrenia, 367
Security Conference, see Conference
Self- medication, 116, 187, 431
Senegal, 222 -223, 533, 692

Sewage treatment, 631, 655
see also Excreta disposal; Sanitation; Wastes,

disposal

Sexually transmitted diseases, 87, 124, 244, 477,
528 -536

research, 529, 530
training in prevention and control, 530, 533

Shigellosis, 517

Shousha, Dr A. T., Foundation, award of medal and
prize, 226 -230

Sierra Leone, 1 -77 -178, 714
Singapore, 187

Smallpox, eradication, 45, 46, 47, 53, 69, 77 -78,
83, 87, 91, 109, 118, 120, 127, 144, 153, 176,
197, 236, 249, 252, 716 -721

certification, 153, 155, 165, 180, 185, 716 -717,
720 -721

global, establishment of an international

commission, 53, 717
worldwide, consultation, 717, 720

research, 718

surveillance, Ethiopia, 717
vaccination and vaccine, 44, 53, 708, 709, 710,

712, 713, 714, 717, 719 -720
virus -storing laboratories, reduction in number,

717, 718, 720
Smoking and health, 86, 109 -110, 117, 254, 522 -528,

695, 702, 703
Fourth World Conference, Stockholm (1979), 110,

524

research, 526, 527
Social medicine, 237, 282

Social pharmacology, 438
Social security, 181, 217, 268, 398, 472
Socioeconomic development and health, interrelation,

58, 59, 71, 86, 95, 98, 102, 104, 112, 115 -116,
118, 130, 133, 185, 188, 195, 199, 220, 237,
262, 278 -279, 329, 356, 360, 482, 483, 490 -491,

508, 528, 534, 579, 590, 632, 638, 642, 650, 685

Somalia, 251 -252, 717, 719

South Africa, 601, 697
South -East Asia Region, regional budget, 379, 388

Southern Africa, 603 -609, 698, 699

Spain, 86 -87, 365, 395 -396, 437, 491, 629, 670, 676,
679, 690

Spanish language, 87, 137
Special Account for Disasters and Natural

Catastrophes, 605
Special committee of experts to study health

conditions in the occupied territories in the

Middle East, report, 85, 220, 256, 261,
647 -651, 652 -653, 655, 656, 657, 658, 661

Sports medicine, 70

Sri Lanka, 134 -135, 407 -408, 434, 443 -444

Staff of WHO, pension matters, 625
recruitment policy, 78

reductions, 145, 539, 540, 541 -542
salaries of general service staff, 553

Staff Rules, amendments, 53
Statistics, 142, 352

information systems, 140, 145, 152, 171, 176, 342,
346, 349, 350

training, 63
Sterility, see Infertility
Sudan, 63 -64, 325, 599, 713

Supplementary budget, for 1978, 54, 551, 552,
553 -555

Supplies and equipment, 54, 219, 446, 472, 605, 689,
698

purchase procedures, 544
see also Emergency services, supplies

Swaziland, 357

Sweden, 64 -65, 519, 524, 530, 689
Swedish International Development Authority (SIDA),

485, 714
Switzerland, 523, 632

address by the representative of the Government,
45 -46

Syphilis, 528, 529, 530, 532
Syrian Arab Republic, 219 -220

Système international d'Unités (SI), 621

Tax Equalization Fund, 377

Teacher training, 63, 89, 391, 397, 405, 407, 408,
409

Teaching materials, 237, 391, 401, 405, 461
Technical cooperation, 47, 52, 53, 55, 57, 60, 91,

92, 113, 119, 131, 139, 195 -196, 197, 205, 221,
237, 250, 266, 271, 311 -314, 416, 570, 572,
600 -610, 697 -699

among developing countries, 83, 94, 185 -186, 250,
364, 503 -505, 594, 663, 696

United Nations Conference, Buenos Aires (1978),

168, 504, 594, 595, 663
implementation of resolution WHA29.48, 380, 382,

385, 387, 388, 417
Technical Discussions, at the Thirty -first World

Health Assembly ( "General policies and
practices in regard to medicinal products "),
report of General Chairman, 277 -282

at the Thirty- second World Health Assembly
( "Technical cooperation in the field of

health among developing countries "), 696

Tetanus, 450, 708, 709, 713, 714
Thailand, 92 -93, 326, 335, 359, 367, 401 -402, 499,

666, 709, 720

Thalassaemia, 254
The primary health worker, 223
Tobacco, advertising, 80, 522, 523, 524, 525, 526

crop diversification, 527, 528
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Tobacco (continued)

production, 522, 523, 526, 527
taxation, 256 -257, 523, 526

Togo, 131 -132, 498
Torture and other inhuman practices, 587 -588, 658

Toxicology, see Chemicals; Food hygiene

Toxoplasmosis, 683

Trachoma, 477
Traditional health workers, birth attendants, 123,

144, 190, 269, 682
Traditional medicine, 107, 114, 115, 116, 123, 132,

135, 143, 152, 206 -207, 213, 258, 280, 370,

372, 399, 402, 422 -423, 443, 450, 451, 596
Training, see Manpower development, management and

planning; Medical education, and under

.22112.1.1
Translation, 376, 378, 382, 556, 557, 563
Travel claims, accounting, 544
Treponematoses, endemic, 535 -536

Trichinosis, 670
Trinidad and Tobago, 101 -102, 104, 124 -125, 323,

633
Tropical diseases, 69, 115, 235 -236, 711

research and training, 179, 454, 457
centres, 67, 139, 155, 502
special programme, 46, 52, 65, 66, 78, 93, 102,

109, 125, 139, 155, 177, 206, 236, 246,
250, 425, 458, 459, 460, 464, 465, 484,
486, 488, 493, 498, 502, 509, 520, 594,

595

financing, 598, 663, 696, 721, 722

Trypanosomiasis, 63, 181, 273
Tuberculosis, 87, 130 -131, 140, 153, 273, 422, 708,

709, 711, 713
bovine, 671

see also BCG
Tunisia, 88 -90, 714 -715

Turkey, 76 -77, 490, 598

Uganda, 180 -181, 408

Union of Soviet Socialist Republics, 78 -79, 327,
335, 393, 431, 630, 689, 709, 718

United Kingdom of Great Britain and Northern
Ireland, 117, 362 -363, 475, 525, 627, 680

United Nations, address by Director -General of the

Geneva Office, 43 -45

United Nations, General Assembly, special session
on disarmament (1978), 44, 78, 161, 296

United Nations Children's Fund (UNICEF),
cooperation, 141, 612, 663, 698

"appropriate technology ", 446, 447, 448 -449, 454,

598

communicable diseases, 210, 517, 518, 535, 597
immunization, 93, 139, 154, 249, 596, 709, 710,

711, 712, 714, 716
malaria, 260, 485
maternal and child health, 152, 511, 512, 590,

597

nutrition, 144, 666, 668
primary health care, 92, 331, 589
water supplies and sanitation, 595, 616, 619

United Nations Commission on Human Rights, 587

United Nations Conference on Human Settlements,

Vancouver (1976), 591, 636
United Nations Conference on the Law of the Sea,

Third, 592 -593

United Nations Conference on Science and Technology
for Development (1979), 44, 454, 455, 459,

504, 588, 662
United Nations Conference on Technical Cooperation

among Developing Countries, Buenos Aires
(1978), 168, 504, 594, 595, 663

United Nations Conference on Trade and Development
(UNCTAD), 437

United Nations Development Decade, Second,

International Development Strategy, 588, 589
United Nations Development Programme (UNDP),

cooperation and joint programming, 458, 571,
586, 594 -595, 596, 597, 598, 599, 663, 696,

698, 706, 708

diarrhoeal diseases, 517, 520
environmental health, 249, 616, 617, 633, 635
food and nutrition, 669

immunization, expanded programme, 596, 716
information systems, 348
malaria, 597, 598
manpower, 89, 127, 596
primary health care, 197
tropical diseases, special programme, 458, 595,

663, 696, 721, 722
reduction in obligations incurred, 539
reimbursement of programme support costs, 377,

591

United Nations Disaster Relief Coordinator, Office
( UNIRO), 76, 103, 698

United Nations Economic and Social Council, 587,
599, 616, 620

United Nations Educational, Scientific and Cultural
Organization (UNESCO), 394 -395, 594, 599

United Nations Environment Programme (UNEP), 87,
502, 596, 597, 617, 626, 628, 629, 633, 635,
636, 676

United Nations Fund for Drug Abuse Control
(UNFDAC), 367

United Nations Fund for Population Activities
(UNFPA), 144, 152, 153, 472, 474, 475, 517,
595, 668

United Nations High Commissioner for Refugees,
Office (UNHCR), 64, 103, 153, 252, 255, 610,
698

United Nations Industrial Development Organization
(UNIDO), 437, 587

United Nations Joint Staff Pension Fund, 625
United Nations Relief and Works Agency for

Palestine Refugees in the Near East (UNRWA),
646 -647, 651, 657

United Nations system, programme budgeting, 386,
388, 389, 590 -591, 662, 663, 695 -697

restructuring of economic and social sectors, 44,

52, 504, 5'71, 579, 586 -587, 588, 589, 590,
595, 662

see also Coordination

United Nations Trust Fund for Lebanon, 612
United Nations Water Conference, Mar del Plata

(1977), 53, 153, 616 -620, 664

United Republic of Cameroon, 246, 326, 477, 671,
712

United Republic of Tanzania, 127, 146 -147, 341,
365, 436

United States Agency for International Development
(USAID), 67, 68, 149, 190, 218, 342, 485,
489, 628, 666, 710, 715

United States of America, 66 -69, 425 -426, 464, 497,
527, 618, 629, 675, 680, 691, 715

United States Peace Corps, 68
Upper Volta, 200 -201

Urethritis, 528, 529, 532, 534
Uruguay, 267 -268

Vaccines, evaluation of potency and efficacy,
284 -285

production and quality control, 187, 193 -194,

219, 244, 418, 419, 437, 595, 670, 707, 708,
709, 710, 712, 713, 715
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Vaccines (continued)

supplies, management and cost, 54, 219, 279, 448

707, 716
see also BCG; Diphtheria /pertussis /tetanus;

Immunization, and under individual diseases

Vancouver Declaration (1976), 591
Vector biology and control, 244
see also Aedes aegypti; Malaria, vectors;

Onchocerciasis; Trypanosomiasis

Venereal diseases, see Sexually transmitted
diseases

Venezuela, 214 -215, 475, 487
Veterinary medicine, 108, 181, 669, 670, 671, 705,

706

training, 670

interregional seminar, New Delhi (1978), 673
Vice -Presidents of the Thirty -first World Health

Assembly, 38
election, 50

Viet Nam, 244 -245, 433, 476, 495, 496
Village health workers, see Community health

workers

Virus diseases, 519, 520
see also Haemorrhagic fevers, viral; Smallpox

Voluntary Fund for Health Promotion, 383, 457, 469,
518, 539, 605, 715, 716

Wastes, disposal, 53, 65, 132, 148, 150, 153, 617

re -use, 630, 670, 672, 673
Water pollution, 621, 627, 628, 629, 635, 687
Water supplies, 67, 518, 598, 616, 618, 619, 620,

621, 630, 632, 663, 664
chlorination, 518, 519
fluoridation, 684, 685, 686, 687, 688, 689, 690,

691, 692, 707
incorporation of measures in primary health care,

619, 636
Regions, African, 132, 145, 176, 633, 634

Americas, 104, 142, 150, 182, 189 -190
Eastern Mediterranean, 617, 618 -619, 647, 655

South -East Asia, 617, 619, 631
Women, advancement, 147, 148, 472

African training and research centre, 449
role in health development, 197, 398, 475

Working Capital Fund, 538, 544 -545

advances, 570
Working populations, health of, 153

see also Occupational health

World Bank, see International Bank for
Reconstruction and Development

World Conference on Agrarian Reform and Rural

Development (1979), 589
World Conference to combat Racism and Racial

Discrimination, 44
World Conference on Smoking and Health, Stockholm

(1979), 110, 524
World Directory of Medical Schools, 407
World Food Conference (1974), 68
World Food Programme, 152, 216, 597, 598, 599,

612

World Health Assembly, agenda, 39
adoption, 74
allocation and transfer of items, 74 -75, 304,

308, 309
credentials, 560
documents, 78, 195, 555 -558, 561 -565

method of work, 51, 73 -74, 299, 301 -304, 546 -550,

559 -561

records, 376, 378, 382, 555 -558, 564
representatives of the Executive Board, 51, 537,

547

resolutions, submission of explanatory notes by

sponsors, 302, 547 -549, 559, 560
Rules of Procedure, 550, 556, 557
Thirty -second, place, 290

see also Technical discussions

X -ray equipment, 451

Yaws, 67, 535
Yellow fever, vaccine, 712
Yemen, 258 -259, 325

Yoga, 123

Youth and adolescent health, 368, 474, 477, 511,
522, 523, 524, 526, 527, 528, 530, 532, 533,
668, 686, 690

Yugoslavia, 94 -95, 324, 695, 710

Zaire, 204 -205, 715

Zambia, 154 -156, 360, 600, 604, 605
Zimbabwe (Patriotic Front), 246 -247, 601
Zoonoses, 668 -673, 705 -706

establishment of international control centres,
669, 670, 671, 672, 706

research, 669


