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PREFACE

The Sixty-third World Health Assembly was held at the Palais des Nations, Geneva, from
17 to 21 May 2010, in accordance with the decision of the Executive Board at its 126th session. Its
proceedings are issued in three volumes, containing, in addition to other relevant material:

Resolutions, decisions and annexes — document WHA63/2010/REC/1
Verbatim records of plenary meetings, list of participants — document WHA63/2010/REC/2
Summary records of committees, reports of committees — document WHA63/2010/REC/3

For a list of abbreviations used in these volumes, the officers of the Health Assembly and
membership of its committees, the agenda and the list of documents for the session, see preliminary
pages of document WHA63/2010/REC/1.

In these verbatim records, speeches delivered in Arabic, Chinese, English, French, Russian
or Spanish are reproduced in the language used by the speaker; speeches delivered in other
languages are given in the English or French interpretation. The texts include corrections received up to
29 October 2010, the cut-off date announced in the provisional version, and are thus regarded as final.

AVANT-PROPOS

La Soixante-Troisiéme Assemblée mondiale de la Santé s’est tenue au Palais des Nations a
Geneve du 17 au 21 mai 2010, conformément a la décision adoptée par le Conseil exécutif a sa cent
vingt-sixiéme session. Ses actes paraissent dans trois volumes contenant notamment :

les résolutions et décisions et les annexes qui s’y rapportent — document
WHAG63/2010/REC/1

les comptes rendus in extenso des séances plénicres et la liste des participants — document
WHAG63/2010/REC/2

les proces-verbaux et les rapports des commissions — document WHA63/2010/REC/3.

On trouvera dans les pages préliminaires du document WHA63/2010/REC/1 une liste des
abréviations employées dans la documentation de I’OMS, ’ordre du jour et la liste des documents de
la session ainsi que la présidence et le secrétariat de 1’Assemblée de la Santé et la composition de ses
commissions.

Les présents comptes rendus in extenso reproduisent dans la langue utilisée par 1’orateur les
discours prononcés en anglais, arabe, chinois, espagnol, frangais ou russe, et dans leur interprétation
anglaise ou francaise les discours prononcés dans d’autres langues. Ces comptes rendus comprennent
les rectifications regues jusqu’au 29 octobre 2010, date limite annoncée dans leur version provisoire, et
sont donc considérés comme finals.
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HPEANCJ/IOBHUE

[lectpmecar TpeThs ceccuss BeceMupHo accambiien 3mpaBoOXpaHEeHHS Ipoxoauia Bo JBopiie
Hamwmit B XKeneBe ¢ 17 mo 21 mas 2010 1. B COOTBETCTBHM C pPE30JIOLUCH, NPUHITOU
UcnonuurensHbiM KoMuTeToM Ha cBoeid CTo nABaauaTh mIecTOM ceccuu. Marepuanibl ceccuu
MyOJIUKYIOTCA B TPEX TOMaxX, B KOTOPBIX, IOMUMO JAPYTUX TOKYMEHTOB, COJEPKATCS:

Pesonrorum, pemenust u npuinoxeHus — nokymeHT WHA63/2010/REC/1

Crenorpaduyeckuii OT4ET O IUICHAPHBIX 3acCelaHMSX, CIUCOK YYaCTHHUKOB — JOKYMEHT
WHAG63/2010/REC/2

IIpoTokosl 3aceaHnii KOMHTETOB, JOKJIaAbl KOMUTETOB — fokyMeHT WHA63/2010/REC/3

CIHUCOK COKpAIICHUM, WCIONB3YEeMBIX B OTHX W3JaHUSIX, MEPEUYCHb JIOKHOCTHBIX JIHIT
AccamOiien 37paBOOXpaHCHHUS, a TaKXKe YICHCKHI COCTaB KOMHTETOB, IMOBECTKA JHS W CITHCOK
JOKYMEHTOB JUIS JaHHOHM ceccuu, MPUBOIATCS B Havae fokymenta WHA63/2010/REC/1.

B creHorpammMax 3acemaHuil BRICTYIUICHHS HA aHTJIMHCKOM, apaOCKOM, UCITAHCKOM, KHTalCKOM,
PYCCKOM U (paHIy3CKOM SI3bIKaX MPHUBOAATCS B OPUTHHANE; BBICTYIUICHHUS Ha APYTHX S3bIKAaX JaHbl B
TepeBoIc HA AHTIMHCKUN WU (PPAHITYy3CKUH S3BIKH. YKa3aHHBIC TEKCTHI BKIIIOYAIOT HCTIPABIICHUS,
nonyueHHble Cexperapuarom A0 29 okTs10ps 2010 r., Kak 0 TOM OBIJIO OOBSBICHO B IPEABAPUTEIBHBIX
MIPOTOKOJIaX, ¥ TOTOMY HacTOALIasl pEAAKIIMS CUUTAETCS] OKOHYATEIBHOM.

INTRODUCCION

La 63.* Asamblea Mundial de la Salud se celebrd en el Palais des Nations, Ginebra, del 17 al
21 de mayo de 2010, de acuerdo con la decision adoptada por el Consejo Ejecutivo en su 126.°
reunion. Sus debates se publican en tres volumenes que contienen, entre otras cosas, el material
siguiente:

Resoluciones y decisiones, y anexos: documento WHA63/2010/REC/1

Actas taquigraficas de las sesiones plenarias y lista de participantes:
documento WHA63/2010/REC/2

Actas resumidas de las comisiones e informes de las comisiones: documento WHA63/2010/REC/3.

En las paginas preliminares del documento WHA63/2010/REC/1 figuran una lista de las siglas
empleadas en estos volumenes, la composicion de la Mesa de la Asamblea y de sus comisiones, el
orden del dia, y la lista de documentos de la reunion.

En las presentes actas taquigraficas los discursos pronunciados en arabe, chino, espaiiol, francés,
inglés o ruso se reproducen en el idioma utilizado por el orador. De los pronunciados en otros idiomas
se reproduce la interpretacion al francés o al inglés. Las actas contienen las correcciones recibidas
hasta el 29 de octubre de 2010, fecha limite anunciada en la version provisional, y por consiguiente se
consideran definitivas.
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VERBATIM RECORDS OF PLENARY MEETINGS

COMPTES RENDUS IN EXTENSO
DES SEANCES PLENIERES

FIRST PLENARY MEETING

Monday, 17 May 2010, at 09:40

President: Mr N.S. DE SILVA (Sri Lanka)
later: Mr Mondher ZENAIDI (Tunisia)

PREMIERE SEANCE PLENIERE
Lundi 17 mai 2010, 9h40

Président: M. N.S. DE SILVA (Sri Lanka)
puis: M. Mondher ZENAIDI (Tunisie)

1. OPENING OF THE HEALTH ASSEMBLY ]
OUVERTURE DE L’ASSEMBLEE DE LA SANTE

The PRESIDENT:

Distinguished delegates, ladies and gentlemen, in my capacity as President of the Sixty-second
World Health Assembly, I have the honour to open the Sixty-third World Health Assembly.

On behalf of the Health Assembly and the World Health Organization, I have pleasure in welcoming
our special guests: Mr Serguei Ordzhonikidze, Director-General of the United Nations Office at
Geneva, and representative of the Secretary-General of the United Nations; Mr Pierre-Frangois Unger,
Counsellor of State, Head of the Department of Social Action and Health of the Republic and Canton
of Geneva, and officials of the Republic, Canton, City and University of Geneva, and of the United
Nations System of Organizations. I also welcome the representatives of the Executive Board.
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2. ADDRESS BY THE REPRESENTATIVE OF THE SECRETARY-GENERAL OF THE
UNITED NATIONS
ALLOCUTION DU REPRESENTANT DU SECRETAIRE GENERAL DE
L’ORGANISATION DES NATIONS UNIES

The PRESIDENT:

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

Mr ORDZHONIKIDZE (Director-General of the United Office at Geneva, representing the Secretary-
General of the United Nations):

Mr President, Madam Director-General, Conseiller féderal, Conseiller d "Etat, excellencies,
ladies and gentlemen, it is a great pleasure to welcome you to the Palais des Nations for the opening of
the Sixty-third World Health Assembly. It is my privilege to convey to you the best wishes of the
Secretary-General, Mr Ban Ki-moon, for a productive Health Assembly, building on the important
achievements in global public health over the past year.

You come together five years before the deadline for the realization of the United Nations
Millennium Development Goals. Your focus on the health-related Goals is indeed timely, and will
provide a most valuable contribution to the high-level plenary meeting of the General Assembly,
which will take place in September and which is aimed at strengthening the collective efforts to enable
us to meet the Goals within the deadline.

Since the adoption of the Goals 10 years ago, the world has witnessed significant successes in
combating extreme poverty and hunger, expanding school enrolment, improving child health,
increasing access to clean water and treatment of HIV/AIDS, and in controlling malaria, tuberculosis
and neglected tropical diseases. The health-related Goals are not only key objectives in their own
right, they are multipliers that hold the potential to help accelerate progress across all the Goals.

Nevertheless, progress has been uneven — across individual Goals and across regions — and if
current trends continue, there is a real risk that several of the Goals will be missed. We have made
strides in addressing child mortality, but we still fall short of the target of a two-thirds reduction
compared with 1990. Maternal mortality figures have barely changed since the adoption of the Goals
and are a stain on our collective consciousness. After gains in the fight against HIV/AIDS at the
beginning of this century, there are now worrying signs of a lessening of the commitment to this
devastating threat to development and security. Donors currently give about US$ 10 000 million a
year. Yet, it is estimated that controlling the epidemic would cost US$ 27 000 million annually. And
for every two people starting on antiretroviral treatment, there are five new infections. These figures
are simply not acceptable.

While we may not have made as much progress as we would have wished for, we can still draw
valuable lessons to guide our reinforced efforts. This Health Assembly is a most welcome opportunity
for the international community to review these lessons and work to operationalize them so that we
may scale up the efforts to meet the health-related Millennium Development Goals.

Inequalities continue to pose major barriers to preventive measures and access to health care and
medicines. Fellow human beings in developing countries are at the greatest risk, are the hardest hit,
have the least resilience and the fewest tools to address health-related challenges. This is often
compounded by a considerable exposure to natural disasters and to the impact of climate change. The
dramatic divergence in health status within and across countries continues to grow. The diagnosis is
clear: unless we place justice and equality at the heart of the public health agenda, we will simply not
meet the Millennium Development Goals.

The challenges in the different areas of health are diverse, but the key elements of treatments are
similar. We need national ownership and effective government leadership that strives to enhance the
quantity, quality and focus on investments in the health sector. This has to be financed through a
combination of domestic resources and international development assistance. There is also a clear
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need to develop institutional capacity to deliver quality health services equitably on a national scale,
with adequate facilities, competent staff, appropriate supplies and effective monitoring.

In our efforts to improve access and affordability of global public health, we need to maintain a
strong focus on Millennium Goal 3 on achieving gender equality. As we this year mark the tenth
anniversary of the landmark Security Council Resolution 1325 and the fifteenth anniversary of the
Beijing Declaration and Platform for Action, we must face the fact that redressing gender inequality
remains difficult and, in some areas, elusive. Yet, it has implications across all Goals. We cannot hope
to achieve any of them — not least in the area of public health — if we do not step up efforts to empower
women. They are drivers of progress and of lasting change.

Our collective challenge is to radically increase the pace of change on the ground so that we can
translate the promises of the Millennium Development Goals into real progress for the world’s
poorest. We do have the knowledge, we do have the technology and we do have the resources, so we
have a duty and a responsibility to employ them effectively in the service of vulnerable fellow human
beings and for a better future for all. In that spirit, I wish you a successful Sixty-third World Health
Assembly. Thank you very much.

3. ADDRESS BY THE REPRESENTATIVE OF THE CONSEIL D’ETAT OF THE
REPUBLIC AND CANTON OF GENEVA
ALLOCUTION DU REPRESENTANT DU CONSEIL D’ETAT DE LA REPUBLIQUE
ET CANTON DE GENEVE

The PRESIDENT:

Thank you; we wish to extend our thanks to the United Nations for your traditional hospitality.
I now give the floor to Mr Pierre-Frangois Unger, Counsellor of State, Department of Social
Action and Health, of the Republic and Canton of Geneva.

M. UNGER (représentant du Conseil d’Etat de la République et Canton de Genéve):

Monsieur le Président, Madame le Directeur général de I’OMS, Monsieur le Directeur général
de I’Office des Nations Unies a Genéve, Monsieur le Conseiller fédéral, Excellences, Mesdames et
Messieurs les Ministres, Ambassadeurs, Ambassadrices, Mesdames et Messieurs les délégués,
Mesdames et Messieurs, a ’occasion de la Soixante-Troisiéme Assemblée mondiale de la Santé, j’ai le
plaisir et I’honneur de vous souhaiter, au nom des autorités fédérales, des autorités cantonales et des
autorités communales, une trés cordiale bienvenue a Genéve.

Au cours de vos travaux, vous allez vous pencher sur les objectifs du Millénaire pour le
développement liés a la santé, une question absolument essentielle alors que le droit a la santé, ou tout
du moins a sa protection, est un bien fondamental. Les inégalités de santé, vous le savez, continuent a
se creuser autour du globe et a I’intérieur méme de chacun des pays qui I’habitent. Méme si le Canton
de Geneve est attentif aux besoins sociaux et sanitaires de ses habitants, pour paradoxal que cela
puisse paraitre, il n’est pas épargné. Garantir un systéme de santé équitable mais surtout accessible a
toutes et a tous, en évitant I’écueil d’une médecine rationnée et donc a deux vitesses, constitue I’une
de mes préoccupations en tant que Ministre de la Santé.

Ce matin, j’aimerais également rappeler que cette derniére année a une fois de plus montré a
toutes et a tous ’importance de I’OMS dans la gestion des crises sanitaires. La pandémie du virus A
(HIN1) que nous avons vécue en 2009 nous a fondamentalement tous rapprochés. A travers le
Directeur général de I’OMS et grace a son équipe, le monde entier fut a I’écoute de tout ce que nous
pouvions apprendre au jour le jour dans cette pandémie. La précision et le sérieux dont ils ont fait
preuve nous ont été fort utiles. Je tiens a vous remercier, Docteur Chan ; vous avez fait de Genéve et
de la Suisse le centre dépositaire mondial de la globalisation de nos préoccupations face a une menace
qui fut prise partout trés au sérieux. D’aucuns ont dit qu’on 1’avait prise trop au sérieux, mais une
seule réflexion Mesdames et Messieurs : quand un virus de la grippe est suspect d’étre pandémique sur
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de bons fondements, quand il se répand six fois plus vite que la grippe saisonniere, quand il ne tue pas
les mémes personnes puisque 60 % des personnes décédées ont moins de 20 ans ou sont des enfants,
alors il faut prendre les choses au sérieux. Cette pandémie a montré a nouveau I’importance de notre
coopération internationale, d’'une communication ouverte et transparente, mais aussi et peut-Etre
surtout la nécessité d’un leadership mondial au niveau tant de la communication que des opérations.
L’OMS s’est montrée en mesure de répondre aux attentes des Etats et elle est préte & soutenir tous
ceux qui faisaient appel a elle. Elle a confirmé qu’elle jouait un rdle central dans 1’architecture
internationale du systéme de santé. La santé mondiale continue a se construire chaque jour et
I’Organisation mondiale de la Santé reste 1’un de ses piliers importants.

L’OMS, vous le savez, est au centre d’un réseau trés dense d’institutions qui participent
ensemble aux efforts de protection de la santé mondiale. Genéve, porte d’entrée de ce réseau, est
devenue une véritable capitale internationale de la santé : les autorités suisses et genevoises sont bien
décidées a renforcer cette position centrale. Actuellement, prés de 4000 personnes — soit 2 % de plus
qu’en 2008 — travaillent dans la région genevoise au service de la santé internationale dans prés d’une
centaine d’institutions fonctionnant dans les systemes de la santé. Il s’agit d’un capital intellectuel de
recherche, de développement, d’analyse, bref d’un capital humain sans pareil dont le monde entier doit
et peut bénéficier. Trés naturellement, au pourtour de ses compétences, Genéve est au centre d’une
région trés dynamique dans les secteurs de la médecine de pointe et des biotechnologies. Il y a, que ce
soit dans toute la Suisse occidentale ou dans la France voisine, une richesse impressionnante de
centres de recherche qui travaillent dans le secteur des sciences de la vie et des technologies
médicales ; ils rassemblent plus de 25 000 personnes. C’est la plus grande concentration du monde
dans ce domaine qui a un taux de croissance extrémement important et qui ouvre des perspectives dont
chacune et chacun d’entre nous ne peuvent que bénéficier tant a travers les institutions sises a Genéve
qu’a travers les accords entre nations.

Cette année, a Geneve comme & New York et partout dans le monde, le suivi de la réalisation
des objectifs du Millénaire pour le développement est au centre de nos préoccupations. Trois des huit
objectifs du Millénaire concernent directement la santé: 1’objectif 4 (Réduction de la mortalité
infantile), I’objectif 5 (Amélioration de la santé maternelle) et 1’objectif 6 (Lutte contre le VIH/sida, le
paludisme et d’autres maladies). Genéve et la Suisse ont décidé de contribuer activement a la
réalisation de ces objectifs particuliers, en menant divers projets visant au renforcement des systémes
de santé, a la promotion de la santé reproductive et a la maitrise des maladies transmissibles : par
exemple, dans plusieurs pays d’Afrique et d’Asie centrale, sur le plan bilatéral en complément des
nombreux programmes d’organisations internationales, telles que I’'UNICEF, le FNUAP, la Banque
mondiale et le Fonds mondial auxquels la Suisse participe.

Je ne peux que me féliciter de la qualité et de 1’utilité des rapports que I’OMS publie chaque

année sur les avancées globales en matic¢re d’objectifs du Millénaire pour le développement liés a la
santé. Cette contribution permet aux Etats Membres de faire le point sur les réalisations, mais aussi sur
les défis a venir. Le rapport de suivi de I’OMS est une contribution essentielle en vue du Sommet sur
le suivi des objectifs du Millénaire qui se tiendra a New York en septembre prochain. D’innombrables
autres sujets importants sont a I’ordre du jour de I’Assemblée de la Santé : citons notamment 1’acces
aux soins et aux services médicaux, les conséquences pratiques de la grippe pandémique, les rapports
entre la santé et les questions de propriété intellectuelle ainsi que le recrutement international des
personnels de santé. Nous ne pouvons que souhaiter que vos travaux se déroulent sereinement loin des
débats politiques ou plus ou moins politiciens que 1’on connait parfois dans d’autres enceintes, et
surtout que vous parveniez aux résultats concrets que le monde attend impatiemment de vous.
Madame le Directeur général, Mesdames et Messieurs, chers hotes, vous le voyez, Genéve est trés
fiere de vous accueillir une nouvelle fois pour 1’Assemblée mondiale de la Santé. Genéve tient a la
santé¢ du monde et ceuvre a son amélioration constante quels que soient les aléas de la conjoncture ou
des relations internationales. Sachez que vous aurez du c6té des autorités qui vous accueillent le
soutien constant que mérite votre remarquable mission. Je souhaite mes meilleurs veeux a chacune et a
chacun d’entre vous pour la réussite de vos travaux et vous remercie de votre attention.
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4. ADDRESS BY THE PRESIDENT OF THE SIXTY-SECOND WORLD HEALTH
ASSEMBLY ] . ]
ALLOCUTION DU PRESIDENT DE LA SOIXANTE-DEUXIEME ASSEMBLEE
MONDIALE DE LA SANTE
The PRESIDENT:'

Vice-Presidents of the Health Assembly, Director-General, Dr Margaret Chan. Fellow ministers
of health, excellencies, distinguished delegates, WHO staff members, ladies and gentlemen, it has
been a great honour and privilege for me to be the President of this august Health Assembly during the
past year. It was certainly not merely a personal tribute. More significantly, it was an honour accorded
to my country, Sri Lanka, and to my Region, South-East Asia, by the distinguished delegates to this
Health Assembly.

I have had the privilege of being very closely associated with the work of WHO at the global
and regional level for over 10 years. Having been a member of the Executive Board for two terms,
I had the honour of chairing the Board in my second term — just prior to being elected the President at
the last Health Assembly. Hence WHO is an organization that I deeply love and respect.

Excellencies and distinguished delegates, during my term of office, we witnessed a number of
unprecedented challenges to global health. I recall that just before I assumed office, Dr Chan convened
a high-level consultation to discuss the implication of the financial crisis that has struck the world like
a gale force wind. I was requested by her to chair the session.

I must commend the proactive role of WHO during these extremely difficult times on health
systems and on poor and disadvantaged people. One reason why the countries in South Asia have been
protected against the full impact of the crisis is their traditionally cautious economic and financial
policies. Associated with this of course is the prominent role of government, including management of
market forces. This approach has been subject to some criticism in the past, and reforms in these areas
have improved conditions for access to development assistance and international markets.

We have learnt that in times of crisis it is important not to forget the many other threats to health
security. Preparing countries to cope with pandemics, food insecurity, war and conflicts and the
impact of adverse weather events requires effective surveillance systems. In this connection we need
to applaud the work of the Director-General and WHO and the development partners. It is important to
ensure that these systems do not fall victim to the economic turndown.

Indeed, if the advent of the crisis provided the necessary stimulus to initiate reform, it was very
opportune that a few years ago, we had commemorated 30 years after Alma-Ata, and adopted primary
health-care reforms. These had the central objective of moving towards universal coverage. In fact, we
have witnessed with a great deal of interest the recent health-care reforms of President Obama, who
very courageously introduced some radical measures to make health care accessible and affordable to
all Americans.

Pandemic (HIN1) 2009 was another major challenge that we had to face in the past year. Unlike
some of the earliest threats to global health, where most of the epidemics started in the developing
countries, Pandemic (HIN1) 2009 started and first spread in the developed world. It proved to us yet
again diseases are no respecters of man-made boundaries nor economic status, and that everyone is
equally vulnerable. However, we must draw inspiration from the fact that our collective global efforts
enabled us to counter this pandemic quite successfully. We also commend WHO for efficiently
coordinating the distribution of the pandemic influenza vaccines to 95 countries; and the decision of
the Director-General to continue to monitor the situation closely, particularly with respect to virus
behaviour and to inform Member States accordingly.

Health and disease profiles in the developing world are rapidly changing and the epidemic of
noncommunicable diseases has already taken a foothold in the developing world. The evidence is
mounting regarding the global burden of noncommunicable diseases and their intimate connection
with the increase in poverty and erosion of economic growth. Some have referred to it as the “silent

! The following is the full text of the speech delivered by Mr Siripala de Silva in shortened form.
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tsunami”. Health systems in these countries are overburdened in trying to cope with the cost of
treating noncommunicable diseases, while at the same time they are fighting communicable diseases
and maternal and child health issues.

In this situation, I believe that the high cost of taking care of complications from
noncommunicable diseases could be avoided if such diseases were addressed through a primary health
care approach. We are thankful to WHO for defining a set of essential interventions to manage
noncommunicable diseases through primary health care and we are informed that these are good
investments in health of populations in the long term. I am happy that WHO has selected my country,
Sri Lanka, as one of the pilot countries to introduce this model.

The time has come to include noncommunicable diseases in the development domain, together
with infectious diseases and health-systems strengthening. These three issues are not in conflict. They
do not represent a set of “either/or” options. It is the opposite. They can, and should, be mutually
reinforcing. We need to place all three — communicable diseases, noncommunicable diseases and
health systems — on the development agenda. Failure to do so will derail international efforts to
improve health and reduce poverty. The work of international development agencies in poverty
alleviation and in the control of infectious diseases is indeed essential for the world’s “bottom billion”,
the people living in extreme poverty. These agencies also have a key role in promoting balanced
investment for healthy development and noncommunicable diseases must be a part of such investment.
The developed world, unless it responds to the epidemic of such diseases today, risks failing a
considerable proportion of its intended beneficiaries.

The Commission on Social Determinants of Health established clearly that the economic and
social features of society are closely linked to the distribution of health within and between countries.
The social determinants of health are the circumstances of daily life: the way in which people are born,
grow, live, work, and grow old. They also include the structural drivers of those conditions, such as
the distribution of power, money and resources.

Sri Lanka has been proud to be strongly associated with the work of the Commission on Social
Determinants of Health, led by Sir Michael Marmot. Sri Lanka was a country partner and a sponsor of
the Health Assembly resolution on reducing health inequities through action on the social
determinants of health. We hosted the first Regional Consultation on Social Determinants of Health
during the course of last year. We are fully aware that the successes in health that Sri Lanka has
achieved have been possible because for 50 years we gave pride of place to a multisectoral approach
to health development, where education, nutrition and social welfare policies complemented the health
policies in a judicious manner.

The challenge now is to maintain the momentum of the Commission and implement the main
recommendations in the resolution, building concrete action in Member States to reduce health
inequities. Member States need to examine their own contexts and see what will work best for them.
This means building capacity to measure and monitor health inequities, making health services and
programmes more equitable, and seeing how governments can implement an approach that considers
health equity in all policies. It is my fervent hope that WHO will continue to provide strong support
and leadership to achieve this.

Sri Lanka is working with WHO to improve the capacity of our public-health programmes to
work together to reduce health inequities. Addressing the social determinants will be vital to our
efforts to address this. We also see opportunities in increasing intersectoral action at the local level.
We hope to share this experience with other countries, and I also hope that other Member States will
take up the challenge of the Commission so that there can be a global exchange of experiences of
reducing health inequities.

Climate change has become a significant and emerging threat to public health, and it changes
the way we must look at protecting vulnerable populations. The impact of climate on human health
will not be evenly distributed around the world. Developing country populations, particularly in Small
island States, arid and high mountain zones, and in densely populated coastal areas, are considered to be
particularly vulnerable. Our own Region, South-East Asia, is particularly vulnerable.

In my Region, the main adverse health outcomes that are predicted are varied: mountain
countries like Bhutan and Nepal could face disasters of flash floods resulting from glacier melting and
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the spread of vector-borne diseases at high altitude. Maldives will face a very fundamental problem of
existence as a result of global warming. No country will be spared one way or another.

We are pleased that WHO has helped most South-East Asia Region countries to set up national
bodies to study their national vulnerability and assess the potential impacts from climate change. We
need much more support and technical advice. Areas with weak health infrastructure — mostly in
developing countries — will be the least able to cope without assistance to prepare and respond.
Another important response needed to minimize the health impacts of climate change is to build
community capacity to help people to adapt to climate change, as a social response to extreme weather
conditions and disasters.

We have discussed the issue of migration of health workers at different fora, the Regional
Committee, the Executive Board and even at the Health Assembly. We have stressed that effective and
efficient management of the existing health workforce would lead to effective programme delivery
and significant improvements in health services. We have noted with concern the continued
international migration of health personnel, which has contributed to unacceptable shortages, and
geographical and skill-mix imbalances in health workforce in many countries of the Region. Most of
our developing countries are not yet technically equipped to assess adequately the magnitude and
characteristics of the outflow of their health personnel, nor are they able to increase the salaries and
allowances to match those of the receiving countries.

I am pleased to see that an international code of practice has been formulated to address these
issues and wish that this be adopted and implemented diligently and seriously. However my own
contention is that the code does not go far enough. Considering the magnitude of the problem I feel
that we should make the code more binding on both the countries of origin and the recipient countries
if it is to be truly effective.

We would also seek WHO support for our efforts by facilitating dialogue and raising awareness
at the highest national and international levels and between different stakeholders about this important
issue.

In many countries we have had medical systems that have proved effective and reliable for over
thousands of years. I believe it is high time we place more emphasis and draw from these Eastern
effective methods to deliver health care to millions at lower cost. Ayurveda, homeopathy and other
alternative and traditional systems of medicine, while reducing costs of care, can increase coverage to
the entire population. Recently I was interested to read an interesting discussion in American medical
journals proposing to include “complementary and alternative medicine systems” in medical school
teaching. The quantity and quality of research in complementary and integrative health care is still a
frontier science but is growing rapidly and WHO should take a leadership role to help countries make
evidence-based decisions regarding these practices.

Health of migrants, most of whom are in foreign countries for economic reasons, has been
another important matter of concern for the distinguished delegates of this global Health Assembly. If
we subscribe to the principle that health is a basic human right, leaving aside humanitarian
considerations, this is a very unsatisfactory situation that needs to be redressed urgently. We need to
ensure that the appropriate provision of adequate quality health care is an essential requirement for
recruitment of labour to these countries.

Better health is central to the achievement of the Millennium Development Goals, both as an
end in itself and as a major contributor to the overall goal of reducing poverty. Reporting on progress
towards the Goals has underscored the importance of working with countries to generate more reliable
and timely data and to improve health information systems. In the poorest countries, however,
achieving the health-related Millennium Development Goals represents one of the greatest challenges
in international development. Currently available data show that while some countries have made
impressive gains in achieving health-related targets, others are falling behind. We are also aware that
often the countries making the least progress are those affected by high levels of HIV/AIDS, economic
hardship or conflict. To this we have to add the steep declines required in child and maternal mortality,
where progress lags far behind aspirations.

It is increasingly evident that improving health outcomes to reach the Millennium Development
Goals will not be possible without major improvements in health-care delivery systems. Progress will
also depend of increasing the availability of resources and the effectiveness and equity of spending
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these resources. Escalating health-care costs, a growing number of pharmaceutical treatments, and
increasing resistance to antibiotics are just three of the factors that make therapeutically sound and
cost-effective use of medicines by health workers and consumers more and more necessary. Therefore
rational use of medicines is an urgent need today. Irrational use of medicines by prescribers and
consumers is a very complex problem, depending on a number of various and interrelated factors
which influence the use of medicines. A well-respected Sri Lankan, Professor Senaka Bibile,
promulgated the concept of essential drugs 50 years ago. Due to the subsequent work of WHO, this
triggered interest worldwide in the adoption of essential medicines policies. We need to revisit these
policies and once again actively promote the rational use of medicines. For this, the cooperation of the
medical community is essential. It calls for the implementation of several different interventions at the
same time and should also cover the use of traditional and herbal medicines.

A media person in Geneva asked me soon after I took over the Presidency last year, how we
might measure our success. I mentioned then that, unlike a company that always determines its
success by its profits, WHO and the health sector could not use a similar yardstick in assessing our
success or failure. To do so would unacceptably negate the principles of equity and social justice that
we cherish so much. Our success can only be measured by the manner in which we support and guide
all Member States to provide quality, affordable and socially-acceptable health care to all of their
people irrespective of all other considerations. It is up to the Member countries to build their own
health systems through innovative approaches, taking into consideration their ground realities. It is the
duty of the developed world to support developing and least-developed countries to achieve the goal
of equity in health. Thank you for your attention.

Before dealing with the first two items on our provisional agenda, I would like to briefly
suspend the plenary and ask our delegates to kindly remain seated while the Director-General and I bid
farewell to our special guests.

5. APPOINTMENT OF THE COMMITTEE ON CREDENTIALS
CONSTITUTION DE LA COMMISSION DE VERIFICATION DES POUVOIRS

The PRESIDENT:

We will start with provisional agenda item 1.1, Appointment of the Committee on Credentials.
The Health Assembly is required to appoint a Committee on Credentials in accordance with Rule 23 of
the Rules of Procedure of the Health Assembly. In conformity with this Rule, I propose for your
approval the following 12 Member States: Angola, Austria, Bangladesh, Eritrea, Israel, Nauru,
Nicaragua, Singapore, Oman, The former Yugoslav Republic of Macedonia, Trinidad and Tobago and
Zambia. Is this proposal acceptable? As I see no comments, I declare the Committee on Credentials, as
proposed by me, appointed by the Health Assembly.

6. ELECTION OF THE PRESIDENT
ELECTION DU PRESIDENT

The PRESIDENT:

We shall now proceed with item 1.2, Election of the President. In accordance with Rule 24 of
the Rules of Procedure, at each regular session, the Health Assembly shall elect a President and five
Vice-Presidents, who shall hold office until their successors are elected. You have before you a white
paper which contains names of delegates proposed for consideration following consultations within
their respective regions, as well as their respective countries. To consider the nomination for the office
of the President of the Sixty-third World Health Assembly, I recall that, in accordance with the
practice of regional rotation which the Health Assembly has followed for many years in this regard,
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the President of the Sixty-third World Health Assembly should be chosen from among delegates of
Members of the Eastern Mediterranean Region. I understand that Mr Mondher Zenaidi of Tunisia is
proposed for the office of President of the Sixty-third World Health Assembly. Is this proposal
acceptable?

In the absence of any observations, and as it appears that there are no other proposals, I suggest,
in accordance with Rule 78 of the Rules of Procedure, that the Health Assembly approves the
nomination and elects its President by acclamation.

(Applause/Applaudissements)

Mr Mondher Zenaidi is thereby elected President of the Sixty-third World Health Assembly and
I invite him to take his seat on the rostrum.

Mr Mondher Zenaidi (Tunisia) took the presidential chair.
M. Mondher Zenaidi (Tunisie) prend place au fauteuil présidentiel.

The PRESIDENT: i)

sl Ll lef
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7. ELECTION OF THE FIVE VICE-PRESIDENTS, THE CHAIRMEN OF THE MAIN
COMMITTEES, AND ESTABLISHMENT OF THE GENERAL COMMITTEE
ELECTION DES CINQ VICE-PRESIDENTS, DES PRESIDENTS DES COMMISSIONS
PRINCIPALES ET CONSTITUTION DU BUREAU

The PRESIDENT: i)

Aaall Lmen by Qs cpaat V) Gk
Election of the five Vice-Presidents
Election des cinq vice-présidents

Gt B8 ) eeial) aaf Aty Gud ) caaie oY 15 cabaiy) e b Y o a4l
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(L’orateur poursuit en francais.) (Z\,y.n.a AL Al daatall Jual g)

Professeur Mya Oo (Myanmar), Docteur Maria Isabel Rodriguez (El Salvador), Docteur Richard
Sezibera (Rwanda), Mme Gatoloaifaana Amataga Alesana Gidlow (Samoa), Professeur Recep Akdag
(Turquie).

(L’orateur poursuit en arabe.) (i,,u _adls AadlS duaatall Jual )

danall dpan of Soel (il jiel @l agay aae Als b fhgmaal) sl A pie cla) S8Y) 28 Ja
o) g AAIAD Lpallall Aaial) Agman Gty o 58 Caalial Ausedl) o paiall A b (e 5

(Applause/Applaudissements)

Bt il s G el Ty comllap (530 o il 3ot e i) Gy e eoY) sl
cbadall o ALalal < gl 8o g0 el dgle 533 1Y) ud )l Cuale
e il Lein el g Aliaiie Gl 5 peed e dadll i) O g eled cuiga

(L’orateur poursuit en francais.) (;\,.wu AL A4S dastall Jual )

Docteur Maria Isabel Rodriguez (El Salvador), Docteur Richard Sezibera (Rwanda), Professeur Recep
Akdag (Turquie), Mme Gatoloaifaana Amataga Alesana Gidlow (Samoa), Professeur Mya Oo
(Myanmar).

(L’orateur poursuit en arabe.) (i,,u _adls AadlS daatall Jual )

o= o ag s Aaial cpar L Gl g sl Glay Bl Lad i ) (aay 24
S A J Y1 Aalad) Aialll g Lain) 2ey 40D Aaladl Adal)  Ua adaclia (adi )l ol g ol 3, o
cd sV Al Adad) 525 o any 5yl o sl 138 2 lua

Election of the Chairmen of the main committees
Election des présidents des commissions principales

The PRESIDENT: st )

Ot ) cpmialll s y el ) Y1 Gl
M Rl Gty e Jadl (L (e Sl ge gilule [ 5SA ~ g S
U Aaall Lty S se  $Sa0 aal agle 5 €05l #) Y1 1 daay Ja

(Applause/Applaudissements)
Z) Y s asy da S Aaall (d ) aate S (5 (e Bils Jlays ) 5SA) ~ 8

£ 5al
Loy Uils [ iSall Glami) 8 e b daall dgmea of sl bl yie) ol 2ga s paad | ks

."Q.A” . - S&
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(Applause/Applaudissements)
Establishment of the General Committee
Constitution du Bureau
The PRESIDENT: toa )

LRI A e 29 salal s e Aeaad) Aelad Rl slimel asl ) (V) s

5 Lsvia 17 5 ¢t ) Giialll sy a3 il (e Aalal) Aiall) Calls
Zal) ol Lmanll it of & 8 cialadl Lall e Jile 8 jaa ()55 Ghiaily el 35 Ainaal
¢S >V B e slimel Jsa 4 ¢ i 81 aliY) e sliael J0 5 0 sadll e i) dalall
8 e Baal s gume Wga g5V ) (e sliac] U535 thansiall (5o all) (g (J pume (il
Ll Landll e

e L) Aaled) Lalll pliacl cpeiy clal 81 25505 aSle da g yhae eliay 4355 s
Y] iy e YD o3a S5 aelig LAY

L’orateur poursuit en frangais.) A AL AS diaatall Jual g
p

Région de I’ Afrique : Burkina Faso, Cap-Vert, République démocratique du Congo, République-Unie
de Tanzanie, Tchad; Région des Amériques: Chili, Cuba, Etats-Unis d’Amérique, Jamaique ;
Région de la Méditerranée orientale : Jamahiriya arabe libyenne ; Jordanie ; Région de 1’Europe :
Espagne, Estonie, France, Fédération de Russie, Royaume-Uni de Grande-Bretagne et d’Irlande du
Nord ; Région du Pacifique occidental : Chine.

(L’orateur poursuit en arabe.) (:\,,u adl AadS dnaadiall ual Jg)

maall o el adle 5 ol siel gl 1 Y € ke dapad) cila) @Y1 da e dpmandl 38 5 Ja
Lallee] g I oY) Lia il Ll 50 a8 g L Aalall Aialll 4y gumanl eliaeY) Jsall o8 il b e 3
Sislad o aSaaad (5 85 e el Ol (I sl

o) o) Aaall pliae] solull s cAadal) s38 ad ) e Woluda Jgf Adlall dialll séai
S o das el il Y gasall el B el 13 e Gildall 13 8 el ) 12 dc )
Do Y e o s Wiliael o dalal) Zialll ) gumn paii 30 QUi (e 30 53l ol 4S5 juaa
Aaalll 8 cpliadll e (e daiall dman () 28 JS (e 2al g gime e S

Fiic i plal el o 8 asll 13s ~lua deldl sda 8 La Aedldl) dalall ddall Siaias g
el cund Al Daall (e el aas 5 8l

(Applause/Applaudissements)

The meeting rose at 10:25.
La séance est levée a 10h25.
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SECOND PLENARY MEETING
Monday, 17 May 2010, at 11:50

President: Mr Mondher ZENAIDI (Tunisia)

DEUXIEME SEANCE PLENIERE
Lundi 17 mai 2010, 11h50

Président: M. Mondher ZENAIDI (Tunisie)

1. PRESIDENTIAL ADDRESS )
DISCOURS DU PRESIDENT DE L’ASSEMBLEE

The PRESIDENT: t o
sl L el
4(;..3;‘)3\ UA;)]\ Am (.\.u.\.i
A adnial daladl 5 paall ol se jle Bl cdallall daall dpan a5 a5 salud)
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o giall 55 o) JalS
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2. ADOPTION OF THE AGENDA AND ALLOCATION OF ITEMS TO THE MAIN
COMMITTEES
ADOPTION DE L’ORDRE DU JOUR ET REPARTITION DES POINTS ENTRE LES
COMMISSIONS PRINCIPALES

The PRESIDENT:

The next item to be considered is item 1.4, Adoption of the agenda and allocation of items to the
main committees, which was examined by the General Committee at its first meeting. The General
Committee examined the provisional agenda for the Sixty-third World Health Assembly (document
A63/1), as prepared by the Executive Board and sent to all Member States. The General Committee
recommended to delete the following four items from the provisional agenda as there are no
corresponding items of business to deal with under them: item 5, Admission of new Members and
Associate Members, as no new applications have been received; item 15.3, Special arrangements for
settlement of arrears; item 15.5, Assessment of new Members and Associate Members; and item 17.5,
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Report of the United Nations Joint Staff Pension Board. Am I correct in assuming it is agreed to
delete these items?

I see no objections; it is so decided. May I therefore assume that the Health Assembly agrees to
adopt the provisional agenda as contained in document A63/1, as amended? It is so decided.

Document A63/1 Rev.1, reflecting the changes in the agenda will be distributed tomorrow
morning. The General Committee also decided to recommend to the plenary that the Sixty-third World
Health Assembly should close on Friday, 21 May. Does the plenary agree to this proposal? I see no
objection, it is so decided.

The provisional agenda of the Health 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 decided to recommend to the plenary
that agenda item 13 concerning health conditions in the occupied Palestinian territory, including East
Jerusalem and in the occupied Syrian Golan — which is normally allocated to Committee B — be
allocated this year to Committee A and be taken up by Committee A during the afternoon of Tuesday,
18 May. This recommendation is based on the General Committee’s view that the change in timing
will facilitate a more effective debate involving all interested parties. This recommendation is
premised on the following understanding: that this change is without precedent to the future allocation
and scheduling of this item; that the proposed draft resolution for this matter will be available in all
languages, fully respecting the principle of multilingualism, as soon as possible in advance of Tuesday
afternoon; that Committee A will take into account both the need for coordination among and between
regional and other groups, and for ensuring adequate time for debate of the other items allocated to it.
With these understandings in mind does the Health Assembly agree with the recommendation of the
General Committee? As I see no objection, it is so decided.

It is understood that, later in the session, it may become necessary to transfer items from one
committee to the other, depending on each main committee’s workload. The General Committee will
meet again on Wednesday, 19 May, to review progress on dealing with the agenda and to make any
adjustments to allocation of items to Committees, or to the timetable that are necessary. Does the
Health Assembly agree with these proposals? As I see no objection, it is so decided.

Returning now to the meetings of the plenary, in order to facilitate the organization of the week,
I should like to propose, and this is a procedure followed on previous occasions, that the order of the
list of speakers for the discussion under agenda item 3 should be strictly adhered to, and that further
inscriptions should be taken in the order in which they are made. These inscriptions should be handed
in to the Office of the Assistant to the Secretary of the Health Assembly, or during the plenary to the
officer responsible for the list of speakers, on the rostrum. I propose that the speakers list should be
closed tomorrow, Tuesday, at 10:00 hours. I assume these proposals are acceptable to everyone.

3. REPORT OF THE EXECUTIVE BOARD ON ITS 125TH AND 126TH SESSIONS
RAPPORT DU CONSEIL EXECUTIF SUR SES CENT VINGT-CINQUIEME ET
CENT VINGT-SIXIEME SESSIONS

The PRESIDENT:

We shall now move on to item 2, Report of the Executive Board on its 125th and 126th
sessions. The Executive Board has an important role to play in the affairs of the Health Assembly.
This is quite in keeping with WHO’s Constitution, according to which the Board has to give effect to
the decisions and policies of the Health Assembly, to act 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. The Board, therefore, appoints four members to represent it at the Health Assembly.
The role of the Executive Board representatives is to convey to the Health Assembly, on behalf of the
Board, the rationale and nature of recommendations made by the Board for the Health Assembly’s
consideration. Statements by the Executive Board representatives, speaking as members of the Board
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appointed to present its views, are therefore to be distinguished from statements of delegates
expressing the views of their governments.

I now have pleasure in giving the floor to the representative of the Executive Board, Dr Sam
Zaramba, Chairman of the Board.

Dr ZARAMBA (Chairman of the Executive Board):

Mr President, Vice-Presidents, Dr Margaret Chan, Director-General of the World Health
Organization, honourable ministers, excellencies, distinguished delegates, ladies and gentlemen, good
afternoon to you all. First of all, I would like to congratulate you, Mr President, and the other office-
bearers on your election, and wish you every success in chairing this session of the Health Assembly,
which has a very full and interesting agenda. As a detailed report of the work of the Executive Board is
available in document A63/2, I will focus my statement on summarizing the highlights of the 125th session
of the Executive Board, held in May 2009 and on the 126th session, in January 2010.

During the 125th session of the Executive Board in May 2009, the Board confirmed that
elimination of measles was feasible and the Secretariat undertook to report on assessing the feasibility
of elimination to the Health Assembly in 2010. The Board also noted the report on availability, safety
and quality of blood products, and considered a draft resolution submitted by a number of Member
States but agreed to postpone further discussion to the 126th session. The Board similarly decided to
defer further discussion on the proposed revision of the guidelines on the WHO review of
psychoactive substances for international control to the 126th session in order to allow for technical
input. After discussion of the report on birth defects and of a draft resolution submitted by several
Member States, it was agreed that the Secretariat would revise the report which, with the proposed
draft resolution, would be reconsidered at the 126th session in January 2010. The Board established an
Independent Expert Oversight Advisory Committee and approved its terms of reference.

The 126th session of the Board in January 2010 agreed to include three supplementary items:
the health consequences of the earthquake in Haiti, treatment and prevention of pneumonia, and
leprosy.

Following an update on the current situation on the pandemic (HIN1) 2009, members agreed
that the pandemic had demonstrated the effectiveness of the International Health Regulations (2005)
for the first time. There were lessons to be learnt, for instance in the area of communications and
zoonoses, and the need to strengthen core capacities in surveillance and response had been identified.
The Board agreed that the Director-General should activate the IHR Review Committee to examine
the global response to the pandemic, which would submit an interim report to the Sixty-third World
Health Assembly.

The Board discussed the global strategy and plan of action on public health, innovation and
intellectual property, and agreed that the full report of the Expert Working Group on Research and
Development Financing in all the official languages of WHO would be circulated in time for an
informal meeting with Member States on 13 May 2010.

The Board agreed that an open-ended working group of Member States should be convened to
reach agreement on the final elements under the pandemic influenza preparedness framework for sharing
of influenza viruses and access to vaccines and other benefits. The group met on 10—12 May 2010 and
its report has been submitted to the Sixty-third World Health Assembly.

In order to give impetus to the process of monitoring annual progress towards achieving the
health-related Millennium Development Goals, a multi-sponsored resolution has been recommended
to the Health Assembly for adoption.

The Board agreed that the draft code of practice for international recruitment of health
personnel, which reflected the outcomes of regional discussions, would be submitted to the Health
Assembly for consideration, with any comments or amendments submitted by Member States
forwarded separately.

Following its discussion of the report on infant and young child nutrition, the Board has
recommended to the Health Assembly a resolution which, among other things, requests the Director-
General to develop a comprehensive implementation plan on infant and young child nutrition. The
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Board discussed the items on birth defects and availability, safety and quality of blood products, and
adopted the draft resolutions deferred from the 125th session.

On food safety, the Board recommended a resolution to the Health Assembly on advancing food
safety initiatives, which focused on greater international engagement.

Several Board members called for more resources to be allocated to the prevention and control
of noncommunicable diseases. It was emphasized that all stakeholders had a role to play, including
Member States. The Board also discussed reports on tuberculosis control, leishmaniasis control,
smallpox eradication: destruction of variola virus stocks, and the global eradication of measles. The
Board recognized the growing public health burden due to viral hepatitis and proposed a resolution to
the Health Assembly which, among various actions to improve prevention, control, diagnosis and
treatment, designates a World Hepatitis Day.

Consultations over the past year, together with informal discussions during the 126th session, on
strategies to reduce the harmful use of alcohol resulted in the Board’s adoption of resolution
EBI126.R11, to which a revised draft global strategy was annexed. The Board recommended the
Health Assembly to endorse that global strategy.

The item on Strategic Approach to International Chemical Management had been deferred from
the Sixty-second World Health Assembly and the Board adopted two resolutions submitted by several
Member States. The two texts focused on different ways to improve health: through safe and
environmentally sound waste management, and through sound management of obsolete pesticides and
other obsolete chemicals.

Considering anew the proposed revision of the guidelines on the WHO review of psychoactive
substances for international control, the Board made a few modifications to the texts and approved the
revised guidelines.

In its consideration of the treatment and prevention of pneumonia, the Board recommended a
resolution for adoption by the Health Assembly on accelerating progress towards achievement of
Millennium Development Goal 4 to reduce child mortality through the prevention and treatment of
pneumonia.

In addition to the discussion of technical and health matters, the Board noted the report on the
Eleventh General Programme of Work, 2006-2015, which was considered as remaining relevant to the
work of the Organization. The Board also reappointed Dr Luis Gomes Sambo as Regional Director for
Africa and appointed Ms Zsuzsanna Jakab as Regional Director for Europe. The Board recommended
adoption of the scale of assessments by the Health Assembly, and took note of the request by the
Programme, Budget and Administration Committee in its discussion of safety and security of staff and
premises and the Capital Master Plan for further elaboration of the financing options for capital
expenditure and recurrent costs, to be submitted to the Sixty-third World Health Assembly. The Board
appointed the candidates proposed by the Director-General as members of the Independent Expert
Advisory Oversight Committee, established by the Board at its 125th session.

Mr President, the other Executive Board Representatives and I would like to assure you that we
will be available during the discussions in the Committees of the Health Assembly. We stand ready to
lend our full support and to provide additional information as required on how the Board dealt with
certain items under consideration and in doing so to facilitate the work of the Health Assembly.

The PRESIDENT:

Thank you, Dr Zaramba, for your excellent report. I should like to take this opportunity of
paying tribute to the work of the Executive Board, and in particular to express our appreciation and
our warm thanks to the outgoing members who have contributed very actively to the work of the
Board. This concludes our review of item 2 of our agenda.

The meeting rose at 12:25.
La séance est levée a 12h25.
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THIRD PLENARY MEETING
Monday, 17 May 2010, at 14:40

President: Mr Mondher ZENAIDI (Tunisia)
later: Mrs G.A.A. GIDLOW (Samoa)
and Dr R. SEZIBERA (Rwanda)

TROISIEME SEANCE PLENIERE
Lundi 17 mai 2010, 14h40

Président: M. Mondher ZENAIDI (Tunisie)
puis: Mme G.A.A. GIDLOW (Samoa)
et Dr R. SEZIBERA (Rwanda)

1. ADDRESS BY THE DIRECTOR-GENERAL
ALLOCUTION DU DIRECTEUR GENERAL

The PRESIDENT: Ty
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The DIRECTOR-GENERAL:

Mr President, honourable ministers, excellencies, distinguished delegates, Dr Mahler, ladies and
gentlemen, good afternoon.

Public health must never cease to learn from its successes, and its failures. Thirty years ago, the
World Health Assembly declared that “the world and all its people have won freedom from smallpox”.
That official death certificate for an ancient scourge marked an unprecedented achievement in the
history of public health. It provided dramatic proof of the power of collective action to improve the
human condition in a permanent way. This is worth remembering at a time when the international
community is engaged in the most ambitious attack on human misery in history, with just five years
left until 2015.

Smallpox eradication was a single-disease initiative. That killing, blinding, disfiguring disease
never had a cure. The cornerstone of that campaign was prevention at a time when most health
systems around the world were designed to deliver curative care. An initiative that broke every single
chain of virus transmission in every corner of the world was the ultimate example of universal
coverage. This tells us what collective action for a common cause can achieve. Among its many
legacies, the eradication campaign spawned the Expanded Programme on Immunization at a time
when less than 20% of children in the developing world were covered by immunization programmes.
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Throughout the 1980s, the so-called “lost decade for development”, the expansion of childhood
immunization was a robust and inspiring success story in the midst of an oil crisis, a recession, a
crushing debt crisis, and structural adjustment programmes that slashed national spending for social
services, including health. Doesn’t that sound familiar? This reminds us of how greatly health can
suffer from policies made in other sectors.

The point I want to make is this. As we enter the second decade of the 21st century, and the
home stretch for reaching the Millennium Development Goals, we need to draw on every lesson, every
approach, instrument, and innovative way of raising funds or collaborating together, from Heads of
State to civil society. We have very little time left, with little space for unproductive debates. We need
to move forward very fast. We need horizontal and we need vertical approaches. We need to scale up
the delivery of commodities, and we need to strengthen the fundamental capacities that allow us to do
so. We need coherence in policies, within and beyond the health sector, and we need complementarity
of efforts.

Reaching the health-related Goals is not about national averages. It is about reaching the poor,
who are almost invariably the hardest to reach. This is the challenge, and the measure of success. The
Millennium Development Goals promote health as part of an overarching strategy for poverty
reduction. Let me put it bluntly: if we miss the poor, we miss the point. We have a long way to go,
especially for maternal and newborn mortality, and we welcome the efforts being made, on multiple
fronts, to accelerate progress in this arca. But let us take heart from what has been achieved so far.
Success in public health nearly always saves lives. But it also has symbolic value. Recent progress
tells us that when the international community is fully committed to a goal, creative solutions can be
found and obstacles, including financial ones, can be overcome.

Since the start of this century, the number of under-five childhood deaths dropped below the
10 million mark for the first time in nearly six decades, and then dropped again to below 9 million.
The number of people in low- and middle-income countries receiving antiretroviral therapy for AIDS
moved from under 200 000 in late 2002, to 3 million, then beyond 4 million, an achievement
unthinkable a decade ago. The rate of people newly ill with tuberculosis peaked and then began a slow
but steady decline. For the first time in decades, we are seeing signs that the steadily deteriorating
malaria situation might be turned around. Progress in controlling the neglected tropical diseases
continued to make impressive progress. By the end of 2008, some 670 million people had been
reached with preventive chemotherapy for at least one of these diseases. Cases of guinea-worm
disease are at their lowest level ever, now confined to only four countries. I think we can conclude:
increased investment for health development is working.

Like the smallpox eradication campaign, the drive to reach the Millennium Development Goals
has left some legacies that benefit public health across the board. Let me mention a few. First, the
Millennium Declaration and its Goals turned our thinking about development upside down. What do I
mean by that? For a long time, factors such as access to safe water and sanitation, literacy rates, infant
and young child mortality, and maternal mortality were considered as indicators of a country’s level of
socioeconomic development. According to the logic at that time, living conditions and health status
would gradually improve as economies developed and prosperity increased. That happened, of course,
but frequently not to the benefit of society’s poorest and most marginalized people. Also, too often,
economic growth has meant wealth creation for some, and increased poverty for others. The
Millennium Development Goals turned this thinking around. Instead of waiting for living conditions
and health status to gradually improve, the Goals called for a direct attack on the conditions and
diseases that anchor people in poverty. This was put forward as the best, and probably the fastest,
route to equitable and more balanced progress. Indicators of development became engines for
development. A quest for economic development became a quest for social development. The report
of the Commission on Social Determinants of Health has taken this thinking a few more steps
forwards.

Secondly, the Millennium Development Goals changed thinking about aid effectiveness, as
reflected in the Paris Declaration and the Accra Agenda for Action. An almost fashionable scepticism
about the value of aid, with blame placed on weak capacities and governance in recipient countries,
was replaced by recognition that the policies and behaviours of donors could also be at fault.
Accountability for results must be mutual. Good aid honours the priorities, capacities and
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responsibilities of recipient countries to their citizens. Good aid aims to eliminate the very need for
aid. It does so by investing in the capacities and the infrastructures needed to move forward towards
self-reliance. If aid does not explicitly aim for self-reliance, the need for aid will never end. For
obvious reasons, breaking the cycle of dependence on aid contributes to equity among nations in a
fundamental way.

Thirdly, the drive to reach the health-related Goals unleashed the best of human creativity,
bringing a host of innovations for improving health, especially among the poorest. The list is long: the
GAVI Alliance, the Global Fund to Fight AIDS, Tuberculosis and Malaria, UNITAID, new
partnerships to develop medicines and vaccines for diseases of the poor, advance market commitments
as an incentive for industry, a finance facility for immunization, a facility to reduce the costs of
malaria drugs, and the International Health Partnership as a new way of working within countries. We
have all contributed in some way to these innovations for international health cooperation.

The trend continues. Earlier this year, the Bill & Melinda Gates Foundation launched the
Decade of Vaccines by pledging US$ 10 000 million over the next 10 years to help deliver existing
vaccines and develop new ones. This commitment is most welcome. Vaccines are one of the best life-
saving buys on offer, preventing an estimated 2 to 3 million deaths each year. WHO and UNICEF, in
close collaboration with the Bill & Melinda Gates Foundation, countries, and partners, are initiating a
process to define the ambitions and scope of this Decade of Vaccines. The momentum that has been
growing since the start of this century must continue. Last month, WHO launched simultaneous
immunization weeks in more than 100 countries. These events are building public and professional
awareness of the value of immunization as well as saving lives.

You will be aware of the setbacks that occur when people decide that vaccines are risky,
unnecessary, or even part of a conspiracy. This has been a problem for measles, for the uptake of
pandemic vaccines, and most especially for poliomyelitis. Vaccines touch your agenda at several
points. You will be considering accelerated action to reduce deaths from pneumonia, the feasibility of
measles eradication, and the prevention of hepatitis B virus infection through immunization of infants.

As requested by the Sixty-first World Health Assembly, you will also be considering an
aggressive new strategic plan to complete poliomyelitis eradication. The plan incorporates several new
strategies that respond to different transmission dynamics in different settings, make use of a new
bivalent vaccine, and address head-on the problem of international spread that has made progress so
fragile. Significantly, the plan maps out a more systematic engagement of the initiative in the broader
effort to strengthen immunization systems. This is a most welcome emphasis. The Polio Initiative
knows how to deliver interventions to hard-to-reach populations. This know-how becomes broadly
beneficial in the homestretch to 2015, where the greatest challenge lies in reaching underserved
populations. Last month’s poliomyelitis outbreak in Tajikistan, in a region certified as poliomyelitis-
free since 2002, is a stark reminder that finishing eradication is the only viable option for responding
to this disease. A resurgence of poliomyelitis, of deaths, and childhood paralysis is the predictable
consequence if we fail to stay the course. Collectively, countries and partners have a moral duty to
finish the job. Good news for public health usually arises from factors like political commitment,
sufficient resources, strong interventions and implementation capacity, equitable delivery, and
alignment with national priorities and capacities. Sometimes, though, we are just plain lucky. This has
been the case with the pandemic (HIN1) 2009. The virus did not mutate to a more lethal form. Cases
of resistance to oseltamivir remained few and isolated. The vaccine closely matched circulating
viruses and showed an excellent safety record. Emergency wards and intensive care units were often
strained, but few health systems were overwhelmed and the effects were usually short-lived. Schools
closed, but borders remained open, and disruptions to travel and trade were far less severe than feared.
Had things gone wrong in any of these areas, we would have a very different agenda before us today.
This has been the most closely watched and carefully scrutinized pandemic in history. It is normal that
every decision and action, especially on the part of WHO, will likewise be closely scrutinized and
critically assessed. We welcome this approach. The pandemic has also been the first major test of the
functioning of the revised International Health Regulations, which entered into force in 2007. During
the January session of the Executive Board, I proposed that a previously scheduled review of the
functioning of the Regulations could also be used to assess the international response to the influenza
pandemic. The Board agreed to this proposal. A report of the Review Committee’s first meeting is
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before you. When I opened that meeting, I stressed the need for a frank and critical assessment of
performance, including WHO’s performance, in a process that is independent, credible, and
transparent. We want to know what worked well. We want to know what went wrong and, ideally,
why. We want to know what can be done better and, ideally, how. We are seeking lessons, about how
the International Health Regulations (2005) have functioned, about how WHO and the international
community responded to the pandemic, that can help the management of future public health
emergencies of international concern. And I can assure you: there will be more. The report of the
Review Committee’s first meeting summarizes issues and questions repeatedly raised and likely to
guide the review. The Committee further agreed to look into criticisms that have been levelled at
WHO for its management of the pandemic. As I said, we welcome this review.

We have some solid evidence that aid for health development is working. But it needs to work
much better. The drive to reach the health-related Millennium Development Goals has taught us a
major lesson, and this is a lesson about failure. For decades, we have collectively failed to invest
adequately in basic health systems, infrastructures, training of staff, information systems, regulatory
capacity, and systems for social protection. This is an absolute barrier, and trying to bypass it by
building separate single-purpose systems is not the answer. International donors, partners, and
governments themselves have failed to rally around national health policies, strategies, and priorities.
This contributes to fragmentation, duplication, and added demands and costs, and defeats national
ownership. We have learnt this. How can we scale up interventions or aim for universal coverage
when the health systems in so many countries are on the verge of collapse? Or when the world faces a
shortage of four million doctors, nurses and other health personnel? Weak health systems blunt the
power of global health initiatives to reach their goals. Weak health systems are wasteful. They waste
money and dilute the return on investments. They waste money when regulatory systems fail to
control the price and quality of medicines or the costs of care in the private sector. They waste training
when workers are lured away by better working conditions or better pay. They waste efficiency when
needless procedures are performed, or when essential procedures are precluded by interruptions in the
supply chain. They waste opportunities for poverty reduction when poor people are driven even deeper
into poverty by the costs of care or the failure of preventive services. Above all, weak health systems
waste lives. This problem is now recognized by countries and donors alike, and it is being addressed
by a range of new and existing initiatives, including several global health initiatives. Though designed
to deliver specific health outcomes, these initiatives now recognize that meeting their goals and their
objectives and their targets depends on a well-functioning health system. In my view, this shift of
attention is nothing short of revolutionary. Equity and social justice are at the heart of the Millennium
Development Goals. They were always at the heart of the primary health care approach. As last year’s
resolution on primary health care noted, principles such as universal access to services, multisectoral
action, and community participation form a solid basis for strengthening health systems. Efforts to
reduce maternal and newborn deaths have shown the slowest progress of all the Millennium
Development Goals in all regions. This should come as no surprise, as reducing these deaths depends
absolutely on a well-functioning health system.

In preparation for the September United Nations summit on the Millennium Development
Goals, the Secretary-General’s office is finalizing a Joint Action Plan to accelerate progress in
reaching the health-related Goals, with a special focus on maternal and child health. I encourage you
to participate in the technical briefings on the Goals on Tuesday, Wednesday and Thursday afternoon,
as your views will be decisive in shaping the development of this Joint Action Plan.

Health systems are an issue for other items on your agenda. Drug-resistant forms of tuberculosis
arise because of shortcomings in general health services, including years of neglect of laboratory
services, inadequate regulatory capacity to ensure the supply and quality of medicines, and a dire
shortage of health personnel. In the so-called virus importation belt in sub-Saharan Africa, the spread
of poliomyelitis has become predictable, because the virus travels by exploiting weaknesses in health
systems. Strong regulatory capacity underpins efforts to reduce the harmful use of alcohol, to control
tobacco, to protect children from harmful marketing practices, and to assure the safety and quality of
medical and blood products. Some 85 countries, representing 65% of the world’s population, do not
have reliable cause-of-death statistics. This means that causes of death are neither known nor recorded,
and health programmes are left to base their strategies on very crude and sometimes imprecise
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estimates. However, on the positive side, work to improve facility-based health care, which is critical
for reducing maternal and newborn deaths, will increase the capacity to respond to the vast new
challenges that come with the rise of chronic noncommunicable diseases. These are some of the issues
you will be discussing this week. Improving fundamental capacities helps reach international
commitments, increases efficiency as well as fairness, improves health outcomes in sustainable ways,
and moves countries towards greater self-reliance. We have failed to do this job properly in the past.
As we enter the home stretch to 2015, we must get back on the right track. On that, I thank you.
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COMMUNICATIONS

The PRESIDENT: s )

oL 3y aSall ) <G

Py e Al Ll (he 99 sall) ale i Loy oS S o ol 3l kil Jual g3 of J
a8 e 5l eliael) Jaall e Gt ) il Aaal) duaan 90 g Ao B0 IS A A
=iV pa o Jaall ad 3 Gued L Jsag A elacY) Jsall (5 sl il sl clal sl
o A alall Aaall iy ) cla) S8V oda Jual o Camy g LAl Bl ) Lgala) S8 aa o ulal
Aj\m_ahd\aqg_aj"”aw\u@m}dhucu).c‘ihwm)l\emwmuwyc}c_u\ Jslam Y e ga
(;g_\_yu\.».a;.u34wula.\A\‘)}wdw25}24uﬂ.ﬁd\.¢ﬂhﬁau}i\gw\u\éﬁ\eskl/_.m\gsc‘)m\u\
5 ) gne Al ga 34

a1 U o sl e Uagle cay daeie 12 Al da g (aladl) 5 elal) acladl
ali] ¢ amia ¢ gy sY) alEY) ¢)ania cdans el (3wl €aclie XD ¢S 5V ) ¢ )ania oy A
(Ol oaledl il e all] faal 5 2ade (pul B8 G

W saluy of ol eyl oda iy culal ) wain & cpael 5l G satad) salad) sedf (V)
i sl [ 18 SN s ay e A ) Aelid) Hila Y ae ge (b Amen)) (el 2ebia )
Aall ol oSl o ads cblam) od Ly dmaall ) Wlaa 5 aai g aaind o Aalad) Zaall iy
bl i (V1 Aelall Audall o dliad) pe ol L 18 Aeldl 8 1Y) Ll sie () Tan T
3o b
fsrs A Iy A Sl AU A AY) oyl b Al o2 b Aelal AL p pmge
Lida e dall jim se 8 L gal 0} agil bl 4 dadll o geaill st & ol Sl G saial 5ol
5 18-508 pagz S o I Lead Salil e id of a5 5 ety | sty o (2-20g Gag ) il
c_uq_;»ui R e ?@uugm\sm}@utuu}mmu\ ij
Jaelyead 5als ) sasu b 8 V1 @l ) ga 3l oy saiall 5ol 5 25550 el s
am);j\@a}um;.ud\mb ela.mdS.uJuAc‘)m@})m} u M;ﬂ\

Al la) a_\}mscal.ds)us)l\ ).xs).d}w\écw\yauu\ O gdiall aJLuJ\‘;L
—in Al ia G lay G Aalaial) ) ool sl Al 6 a4l o3 i) e slalid) Lia i
A 524 2o e Cpang

Al (S i 0 as (3l osedll agililnd agdlall 3as 5l aae o pealindy Gfiaaial) saludl Sl
ABA b 5 ea) Ol ) 1Al Al ) A58 8 Saa) Y 4 jumal) ¢ gual) Jsady seliadl)
) ) Aalal

mlaall by a LS Y Ul dae (ly a8 gl |5 copmsniall anl e L 13
ool ia LS LS (el Joan o A aidl 138 Hla) (3 Y) 40 e Y el sa ) A sl



A63/VR/3
page 23

Al p iy o Jopu—all il ) 4 Cw:' i i oelil) Cpria gl (551 ldadl G giSa
Onsial) 33l e Laf o) a1 Badaiys Y aall platind 5 4y sil) dea 10 jpnl Gll 5 pfianial
Jd Jae¥) Jgan e i) 138 ) 6 agiliad o) agide Hieis catia 3ol ) (s laay ()

Agraall gualae g geal ) gl o agilSalid 5 ol

3. ADDRESS BY THE DIRECTOR-GENERAL (resumed)
ALLOCUTION DU DIRECTEUR GENERAL (reprise)
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Dr SEZIBERA (Rwanda):

Mr President, Vice-Presidents, Chairmen of the main committees, Director-General, honourable
ministers and heads of delegation, distinguished guests, ladies and gentlemen, on behalf of the WHO
Regional Committee for Africa allow me first of all to congratulate you, Mr President, on your
presidency of this Sixty-third World Health Assembly. We believe that the wisdom and counsel you
bring to this august house will lead us to reach fruitful deliberations.

Madam Director-General, on behalf of the Ministers of Health of the African Region, I wish to
congratulate you on your brilliant and invigorating speech. As usual, you have done us proud and you
have brought issues of equity and justice to the centre of health in the world. The African Region
would also like to thank you for the commitment and determination that you have exhibited leading
WHO, and especially your unwavering support to the African Region. This is exemplified, inter alia,
by your personal attendance at several key meetings in our Region, including the Fifty-ninth Regional
Committee in Kigali in August 2009, and the WHO Global Policy Group in Johannesburg in April 2010.
We thank you for your tireless support and energy in fighting and combating epidemics and
pandemics that afflict our Region, including, in particular, the recent global outbreak of pandemic
(HIN1) 2009. We salute your leadership and that of your team in this and in other areas.

The theme for this session aims at achieving the health-related Millennium Development Goals.
The African Region would invite you not to lose sight of the fact that poverty exacerbates the
consequences of devastating epidemics, and that rapid progress to achieve the health-related
Millennium Development Goals in Africa is mainly hampered by weak health systems, as the
Director-General has said, particularly at the operational level.

This debate comes at an opportune time, because the report of the Fifty-ninth session of the
Regional Committee for Africa noted that most countries in our Region have not made sufficient
progress. Only a few countries are on track for Goal 4, while the Region has made very little progress
towards achieving Goal 5. At the midway in the countdown to 2015, the target here for achieving the
United Nations Millennium Development Goals, several examples of success in Africa can however
be cited. Although we do have these, huge disparities still exist within and between countries. The
Commission on the Social Determinants of Health has reminded us of this fact.

Therefore, greater efforts are needed at national and international levels for many countries in
the African region to meet the Millennium Development Goal targets. The estimated number of
women dying during pregnancy and childbirth remains unacceptably high in our Region, and progress
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towards Goal 5 lags behind all other Millennium Development Goal targets. Only 13 countries have
maternal mortality ratios below 550 deaths per 100 000 live births in the Region.

Behind the figures, however, behind the projections, we must constantly remember that there
are individuals such as women who lose their lives resulting in destroyed families, and that for the
poorest of the poor, the death of a mother during childbirth pushes the family into destitution and
affects an entire generation. This clearly is unacceptable. We must therefore make every mother and
child count, and to be able to do this, we must be able to count every mother and child. And this is
why our Region has launched the Commission on Women’s Health in the African Region, which was
established in Monrovia, Liberia during April 2010.

Strengthening Africa’s health systems is critical. Investment in human resources for health can
not be considered a recurrent cost. It must be treated as a capital investment if we are to make progress
towards Millennium Development Goal 5 because it enables us to make priority interventions that the
Region needs to improve maternal and newborn health. Mr President, we are happy to report progress
on Goal 6 in the sub-Saharan region; estimated coverage of antiretroviral therapy is at 44%, an
appreciable increase from a few years ago but still far below the universal coverage target of 80%. We
have seen success in combating malaria. Countries have shown that it is possible, with investment, to
reduce the burden of malaria to over 50%. Eight African countries have documented reductions of
more than 50% during the last decade. However, we still see challenges in reducing and reversing the
incidence of tuberculosis, and we are seeing the emergence of drug-resistant tuberculosis and only
nine countries are on track for Goal 7C: access to safe drinking-water.

At a time of global financial difficulty, therefore, the gains we have seen on the African
continent risk being reversed, and we would say that this is the time to ring-fence and indeed scale up
spending on health. We know that bailing out failing banks may bring temporary relief. Africa has
demonstrated that increasing spending on health, as well as rigorous and prudent management of
available resources, brings about dramatic and long-lasting success and saves lives. The work of
WHO, the Global Fund, the GAVI Alliance and other international health actors bears ample witness
to this.

This therefore is a time for innovation. It is a time to demonstrate that global health is a public
good and not a market commodity; that it is a fundamental human right that should not be dependent
on the movements of the stock exchange. We know what the challenges are and we know that we need
to achieve a budget target of at least US$ 34 per capita on health spending, as recommended by the
Commission on Macroeconomics and Health, for a basic package of essential health interventions, and
we on the continent are ready and willing to do this.

We are grateful for WHO’s continued normative leadership role as well as its commitment to
guaranteeing provision of appropriate emergency technical support in times of epidemics and
disasters, in this globalized environment. And that is why we, the Ministers of Health of the African
Region, laud the proactive and effective leadership of Dr Margaret Chan during this period of the
financial global crisis and pandemic (HIN1) 2009.

As President Paul Kagame, President of Rwanda, has said time and time again, Africa is not
poor. It is a continent of innovation and progress. In Rwanda, leadership, ownership and country-led
health strategies have a demonstrable effect on the health of the poor. Life expectancy is up. Malaria
morbidity and mortality have seen a 60% reduction in three years, partly through community-based
and facility-based audits and investments, with an obligation to report. Maternal death has dropped
thirteenfold in one year alone from 2875 deaths a year to 224 last year. Insurance coverage is at 92%
and vaccination rates are above 95%. Health indicators are part of the performance contracts local
authorities sign with the Head of State and health workers, including community health workers, are
not merely given salaries but are remunerated based on their performance through results-based
financing, with a dramatic improvement in the quality of service.

Mr President, what is happening in my country can be and is being replicated elsewhere on our
continent. It simply requires clarity of purpose and sustained engagement of national and international
partners. There is no doubt in my mind that with your leadership, the leadership of the Director-
General of WHO and her team, we will be able to have this clarity of purpose and this sustained
engagement. I thank you for your kind attention.
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La Sra. IMENEZ GARCIA-HERRERA (Espafia):

Tengo el placer de tomar la palabra en nombre de la Unién Europea. En primer lugar, quisiera
felicitar al Dr. Zenaidi por su eleccion como Presidente de esta 63.* Asamblea, asi como a los
directores regionales recientemente nombrados o confirmados en sus puestos, en particular a la Sra.
Zsuzsanna Jakab como nueva Directora Regional para Europa. Nos gustaria expresarle nuestros
mejores deseos y confirmarle nuestro total apoyo para los retos futuros.

Sefiora Directora General: la Unidon Europea acoge con satisfaccion que la Asamblea Mundial
de la Salud de este afio se centre en los Objetivos de Desarrollo del Milenio relacionados con la salud.
Esto resulta especialmente oportuno en vista de la proxima reunion plenaria de alto nivel de la
Asamblea General de las Naciones Unidas sobre los Objetivos de Desarrollo del Milenio de 2010. Al
mismo tiempo, existen otras cuestiones que merecen ser debatidas y meditadas, y la Union Europea las
abordara en los puntos del orden del dia correspondientes.

La Unién Europea reconoce que se ha producido un relativo progreso mundial en los Objetivos
del Milenio relacionados con salud. No obstante, este progreso ha sido desigual y particularmente
escaso para la salud infantil y materna, incluida la salud sexual y reproductiva como lo sefialaba la
Directora General. El afio pasado, cerca de nueve millones de nifos fallecieron antes de cumplir
cinco afios, y casi 400 000 mujeres fallecieron durante el embarazo y el parto, la mayoria por carecer
de la prevencion y la atencion basicas. La Union Europea confirma y reafirma su sélido apoyo y su
compromiso para la plena aplicacion del Programa de Accion de El Cairo, asi como para las acciones
clave consagradas a continuar la aplicacion del Programa de Accidon de la Conferencia Internacional
sobre la Poblacion y el Desarrollo acordado en el CIPD+5, y para la Declaracion y el Programa de
Accion de Copenhague. Asimismo, la Union Europea mantiene su pleno convencimiento de que, para
la consecucion de estos Objetivos de Desarrollo del Milenio, se debe otorgar prioridad al desarrollo y
a la sostenibilidad de unos sistemas de salud que funcionen adecuadamente, de calidad, y que sean
equitativos y accesibles.

Por otra parte, la crisis mundial repercute gravemente en la atencion sanitaria y en todas las
cuestiones relativas a la salud. Debemos prestar especial atencion a los grupos vulnerables y evitar un
incremento de las desigualdades en salud en gran niimero de paises. La Union Europea desea hacer
hincapié¢ en la necesidad de luchar contra la pobreza y las desigualdades sociales, especialmente en
este Ao Europeo de la Lucha contra la Pobreza y la Exclusion Social. En esta linea, la Unidn
Europea apoya la consecucion de los Objetivos de Desarrollo del Milenio 1 y 3, estrechamente
relacionados con la salud.

Somos conscientes de que tenemos que trabajar aun mas y optimizar los recursos que tenemos a
nuestra disposicion para proporcionar la mejor atencién sanitaria a nuestros ciudadanos. La
arquitectura sanitaria es muy compleja, tanto en lo que respecta a nuestros paises como a las
numerosas iniciativas mundiales que abordan retos especificos de salud mundial, y contintia siendo
complicado abordar las necesidades en su totalidad.

En este sentido, la Unidén Europea es un socio activo de los paises en desarrollo y constituye
uno de los mayores contribuyentes a la ayuda oficial al desarrollo. Mantenemos la intencion de
cumplir nuestras promesas de ayuda al desarrollo, y de continuar apoyando a los paises en desarrollo
en sus esfuerzos por alcanzar los Objetivos de Desarrollo del Milenio.

Recientemente, la Union Europea ha adoptado algunas conclusiones sobre salud global, con
renovada atencion a los Objetivos de Desarrollo del Milenio relacionados con la salud, destinados a
apoyar la cobertura universal de servicios de salud integrales y acciones politicas multisectoriales.
Este nuevo marco politico de la Uniéon Europea demuestra nuestro compromiso de aplicar los
Principios de Paris y la Agenda para la Accion de Accra en el ambito de la salud. Destaca la prioridad
que todos deberiamos otorgar al fortalecimiento de sistemas de salud nacionales e integrales, evitando
trabajar en programas de enfermedades aislados. En nuestras politicas de desarrollo, esto se traduce
en un compromiso por incrementar la eficacia de la ayuda en el sector de la salud y para alentar a
todos los socios a aplicar los principios acordados en la Alianza Sanitaria Internacional en el sentido
de trabajar desde una estrategia nacional, a través de un proceso presupuestario y de un marco de
seguimiento.
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La Uniéon Europea cree en el liderazgo de la OMS en esta tarea, y apoya plenamente las
deliberaciones en curso para explorar junto con los Estados Miembros y otros socios el papel y la
naturaleza de la actividad principal de la OMS en el entorno sometido a constantes cambios que rodea
a la salud mundial. En este sentido, la Uniéon Europea quisiera ademas subrayar la necesidad de los
Estados Miembros de aportar financiacion de un modo que permita a la OMS desempeiiar este papel
de una manera eficaz y solida.

La Union Europea esta convencida de que uniendo esfuerzos podremos superar las dificultades
actuales, de las que tendremos que salir fortalecidos y con una perspectiva mas previsora, lo que nos
permitira lograr las metas que hemos establecido: mantener y mejorar la salud de nuestros ciudadanos.

Por lo tanto, sefora Directora General, tenga la certeza de que puede contar con el apoyo de la
Unién Europea no solo en el curso de los trabajos que hayan de ser asumidos por esta Asamblea
durante los proximos dias, sino también para el dificil y complicado trabajo del futuro. Muchisimas
gracias sefior Presidente.

Ms SEBELIUS (United States of America):

Mr President, Madam Director-General Chan, whose friendship I value and whose leadership
we admire, and fellow delegates, it is my honour and privilege to again represent the United States at
the Health Assembly. Today, on behalf of the entire United States Government, I can tell you we are
committed to working with everyone in this room to expand access to health care, to reduce health
disparities, advance social justice and improve the health of all nations.

Last year, at this time when we were together, many of us were focused on a dangerous
pandemic that threatened communities around the world, especially our children. Pandemic (HINT1)
2009 challenged our global health response and we met that challenge. Thanks to the efforts of people
in this room, and under the leadership of Director-General Chan, we avoided the worst predictions.
While some have questioned the actions taken by the international community, the outcomes speak for
themselves. I believe we made the right decisions at the right time. Our HIN1 response reflected a
growing understanding around the world that global health is a shared responsibility, that we all have
an obligation and an interest in promoting the health of all people. The highest expressions of that
commitment are the Millennium Development Goals.

This year, two-thirds of the way to 2015, we have an important milestone for those Goals. Over
the last decade, we have had some notable successes. For the United States, they have included
programmes like the President’s Emergency Plan for AIDS Relief and the President’s Malaria
Initiative and we feel privileged to have contributed through these programmes towards the world’s
great progress on Millennium Development Goal 6. While much remains to be done in the fight
against killer infections like HIV/AIDS, tuberculosis and malaria, we can all be encouraged by the
gains we have made.

But we cannot be complacent. That is why President Obama has launched an historic six-year
Global Health Initiative that meets and expands our existing commitments to programmes that
promote health in some of the poorest countries around the world. The Initiative builds on our
successes while also accelerating progress towards the Millennium Development Goals, where we are
lagging behind, and I am speaking specifically on reducing child mortality and improving maternal health.
While some gains have been made in this area, mothers and children, as the previous speaker from
Spain noted, continue to die at disturbingly high rates. It is not that we do not know how to save those
lives: we have proven evidence-based interventions that we know can improve maternal and child
health. That is why our Global Health Initiative will expand our efforts to make pregnancy and
childbirth safer, increase the availability of family planning and other reproductive health services and
strengthen health systems to respond better to the needs of women and girls.

Earlier this year, we marked the fifteenth anniversary of the United Nations Fourth World
Conference on Women and together we drew the important connection between the Beijing Platform
for Action and the achievement of the Millennium Development Goals. We understand today that
these goals are tied together and that the empowerment of women and girls is important for meeting
any of them, particularly when it comes to health. Because of women’s role in child-rearing, providing
and seeking care and managing household resources, the ability of women to access health-related
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knowledge and services also affects the health and stability of the entire community. By taking a
woman- and girl-centred approach in our Global Health Initiative, we expect the benefits to ripple
through societies.

Over the last year, we have also learnt that progress can bring new challenges. We have made
great strides for example in reducing undernutrition around the world, but in some of the same
countries where we worry about hunger, obesity and chronic diseases, such as diabetes and heart
disease, are now a growing concern. I commend the Health Assembly for taking up issues on
noncommunicable diseases during this meeting and look forward to working with all of you to
promote better health in these areas.

As our busy agendas this week demonstrate there is much work left to be done, but today at my
second Health Assembly, I can tell you that the United States is more committed than ever to
following through on our shared commitments on global health and building a healthier world for all
people. Thank you.
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Professor CHEN Zhu (China):
EHMBEFEE. BHMETEL L, SUHK. SMLFE:

BRBEAFEMEFAEN YL RTINS REGECHEANSET, AEAS
—EHBBERFER . REAETERDE D L TR, RAEEHEHIE,
REEERL = —FFHAH R T AALRFL, FHhL3LEHREFEHINIGE KK
AT, HAAMERAEINT RN KL ERERE, AR TAEREMRE TR KEN
A AR 1R

—ANAH, AF14H, PEFBEL EMBAREENRKE T RIE, 2UHAR
BREGMmERT mERLk. CEA2TEARET £@. BE, TEBT &K
ARAETFRK, BANERK . BEXEZFEHE%R. BFRLEBZEZENS
ANFERF LI ERER I EnRmiEkEH SHEWEM L, RAVEREW B
WMk T REKEIE, A RAHGEENE, FERFRAAERSEAKEZ. B
HXXEH#NKEEZENHN K. 2, RERXTERR, RBEEBRLES NS TH
&0 L FFFR

EFREEE AR E,

R, RMNEBERNTERXRERARTSFERE TG E A& X2,
B fRit o sb MR AE o Bfn B, BER LR, WA, etk

200948, HESEUTILERATEH17.2%0, L19904F &% T 71.8%, #2HL7
TTHEREEF;, 2% EH31.9/107, 19904 K157 66.4%, # 2 4n] 53,
THELREN;, PEXEREEATERBRIT. REABMABRE HZRANE
B, BB REEAIRE,; ERLREEISEUR—ZKRFAS/NOGTUT, K
RIER—FWERCERAEN;, TELELNAREZREF Ko (DOTS) , B=
FIKE[100%, 1ERAFITFR—ERFESS%U LA F.

PEELCTHELATEREERTERAT G Z K. W e KEZFERERL
HERKEE, BHEHNETKAEE; ADERMLERFEANHLTFEFTELET



A63/VR/3
page 30

W H e Mkig S B UL MRRN R E R, F B A2 8 hn Pt A
TARBTEFER. BT FIHNAHIATKERR TIML, LETIERSH XK
THWIKE . 2000447, PERFL2EERMEN LA KR KE, mEHAN, &
RBEZRERNERET LA E, RATELXRERN 2T, HE LA,
EHERE. AR E,

MNemkAaE, REEFHLFTEE ), TEAREFATH AL ILERRERKE
HEZE, BHETAFN. FEAN, L)L ERERERXREATAREHENEE
WA, RALEEFRRAKT. EATERRERBREALKER & Ly EEH#,
RERLELMERFTE, SARREWE AWHER, PHREZATERREF. BER
H A

F—, #—FRFPTERREFH LA, NHELILERENENNL2Z K
RENBROAN L HeMmEFRRNRELERRELANEFEREMEST, LRARE
MER, MEEELFREZNA L.

FZ, MBILAERARARE. RAZENLERSFERIRERS, T REK
ENBEREAT. —MBRAANTERGHUZN G EARE. RAA{TEFS. K
BERAHRE. SENEMNTEERER, mABUSAE, EMELERRERKE
FHNEENNE, BAWATLERE, WA ITERKZNZANE, Hahietasb
MNTEAXFNS 5 TAREMKR

F=, BRREEERERRES TREME 2. 2FHHRE. BEFERERRE
FHEHRREILARERE, RAT EENHALZF N . EfRtta i 4R RS
R FER RO R E, TR RBE KA R A o

FW, MAMARERFPERH . RABRXN AARE, BhXEEDNE. K
RYERNMBHEEEGE, 2F4%, MELXH. HRT AL, 233E 38R
ZERRAERESCFERALNERAECERTE, PRAH#XR, FELATER
REF WEILERRAREETTAREEZEM. PEEED MR XHEEN TR
e B X LT F R BTN

ER KL BOFE,

BEREANRAKEBHER, IATFERREFEZRMNFERNER. FELEERE
WHE SRR, TAH B, StREERR R, ZRRA RS XF K EH.

iR P
Mr AZAD (India):

Mr President, Dr Margaret Chan, Director-General of WHO, excellencies, distinguished
delegates, it is an honour to address this august gathering of the world leaders in health.
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To each of you, I bring with me greetings from the people of India. On behalf of the
Government of India and on my own behalf, I would like to extend my heartiest congratulations to
you, Mr President, on your election as President of the Health Assembly for the year 2010. I would
also like to take this opportunity to compliment the Director-General of WHO on her untiring efforts
to place the public health agenda high on the list of global priorities for development.

The Millennium Development Goals have influenced all bilateral and multilateral dialogue and
influenced the domestic policies of many countries. Over the years, India has revised its own policies
and strategies with the aim of achieving the Goals related to health. I am happy to inform you that, as
acknowledged in the recent article of the well known international journal, The Lancet, India has been
showing a systematic decline of 4% per year in maternal mortality. With the rapid expansion in access
to institution delivery due to a conditional cash transfer programme, we expect a dramatic reduction in
the maternal mortality ratio in the near future.

I am happy to state that, under the infectious disease control programme, we have been able to
avert more than two million deaths on account of tuberculosis with the scaling-up of the DOTS
programme throughout the country.

Against the Millennium Development Goal target of mortality reduction by 50% by 2015, we
have already achieved a 68% reduction. We are now concentrating our energies on those districts that
have yet to achieve the international benchmarks of 70% case detection and 85% cure rate. DOTS-Plus
for the management of multi-drug resistant tuberculosis has now been rolled out in the country.

The HIV/AIDS programme has done extremely well in my country. India is showing a
downward trend in the incidence of new infections due to the multi-pronged strategy of scaled-up
access to critical services, behavioural change among the high-risk groups and treatment for AIDS
patients. I am happy to inform your excellencies that India’s prevention strategy is now universally
acknowledged as being the most cost-effective.

Preliminary reports of a recent study on the impact of our strategy shows that we may have
averted 50% of all potential infections. This is indeed a very noteworthy development. One of the
major initiatives is the federal support to strengthening public health systems in the state governments
through the National Rural Health Mission. This year, the thrust has been on health equity with an
emphasis on poor-performing districts and a wide-ranging set of programmes of skilled human
resources in these districts. There has been substantial addition to health human resources. Some
700 000 community health workers and over 100 000 doctors, nurses and paramedics have been added
during the last five years in rural health care.

While we are doing our best to achieve the Millennium Development Goals, we also look
forward to proactive measures from WHO. We need to provide our people with access to low-cost and
good-quality vaccines and drugs and to drive down prices aggressively. The Indian vaccine industry is
producing high-quality vaccines at an affordable price for the domestic and global markets. It is
important that the WHO prequalification process should be expedited to further facilitate Indian
vaccine manufacturers in playing a wider role in assuring the global security of vaccines. Similarly,
low-cost, good-quality generic drugs make medical treatment a viable option for many countries,
particularly the poor countries. We need to steer clear of commercially motivated debates over
“counterfeit” drugs that have only hampered public health by preventing access to good-quality, low-
cost generic drugs. We also need to urgently resolve the deadlock over sharing virus vaccines and
other benefits. We firmly believe that virus-sharing and benefit-sharing must be on an equal footing.

I would like to conclude by saying that the promotion of good health values and of low-cost,
good-quality generic drugs and vaccines is key to achieving the Millennium Development Goals
within the stipulated timelines. With concerted action and a focused approach, we need to strive
towards achieving the Millennium Development Goals to which we are committed. Thank you for
your kind attention.

Dr MOTSOALEDI (South Africa):

Mr President, Director-General, Dr Margaret Chan, honourable members, colleagues, on behalf
of the South African delegation, I wish to congratulate you on your election and wish you all the best
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for the duration of your tenure. I also wish to congratulate the Director-General, Dr Margaret Chan,
for the inspiring speech she delivered today.

This year is a historic year for Africa. In 25 days, the first ever FIFA Soccer World Cup on the
African continent will kick off in South Africa. South Africa is ready to welcome the world. We wish
those who will be joining us an enjoyable stay. The health sector has been preparing for years for this
event and we have worked with WHO and other partners.

I want to allay fears regarding concerns that have been raised regarding Rift Valley fever. There
was a case about a German tourist which started pandemonium within some media circles, especially
in Europe, which was just one of the many false alarms that are recently being raised about the
continent of Africa. Both the Bernhard Nocht Institute for Tropical Medicine in Germany and our own
National Institute for Communicable Diseases in South Africa have confirmed that it was not a Rift
Valley fever viral infection. However, we are continually and effectively monitoring all diseases,
including Rift Valley fever. This is what any health system in any part of the world is expected to
do anyway.

The Health Assembly this year will review progress made towards the Millennium
Development Goals. Independent reviews have clearly shown that in sub-Saharan Africa, the goals
will never be achieved by 2015. My country is one of those which were found to be lagging behind.
I am committed to changing this situation and I wish to share my hope and conviction with all my
colleagues who have to meet this target that this situation can be reversed. We are hopeful that this
will be within the five years that we have until 2015. We intend to introduce simpler basic
interventions to bring down the disgracefully high mortality rates. We will learn from the experience
of those countries and Member States that brought down maternal mortality ratios from around
250-450 in the 1960s, to around 25 in 1990. The simple measures we are referring to are mainly about
doing the right things, at the right place and at the right time. These interventions are well
documented.

Our commitment is also to the number of children under five who die each year. Sadly, most of
them die from conditions which can be prevented and which are treatable. Every one of these children
deserves an equal chance of survival. We all have a responsibility to act and we are doing so in South
Africa. That is why massive child immunization campaigns in my country were launched last month.

As a country, we also know that the main causes of maternal and child mortality are associated
with HIV/AIDS and tuberculosis. It is for this reason that our response to improve maternal and child
mortality rates includes effective measures to fight HIV/AIDS. We are determined to launch a new
trajectory in this regard. HIV/AIDS is the most complex and devastating infection that humanity has
ever been confronted with. South Africa is responding aggressively to the HIV/AIDS pandemic, and
as with many of the most successful public health interventions in the world, we are certain that it is
the simple, sensible things that will bring good results.

World AIDS Day 2009 was a historic day for South Africa in the fight against HIV/AIDS. On
this day, which was also attended by the Executive Director of UNAIDS, Mr Michel Sidibé, President
Zuma made far-reaching announcements whereby treatment was to be upgraded for certain categories
of vulnerable people consistent with WHO guidelines. He also announced that massive prevention
strategies would be undertaken within society. I am happy to announce that from 1 April, we have
actually implemented the new treatment regimens in South Africa. The history of HIV/AIDS response
has been one of demanding action. It has changed the frontiers of public health. It is for this reason
that the effectiveness and success of our response are underpinned by the deployment of South African
society itself, led by President Jacob Zuma, and with leadership from all the sectors: political, social
and economic. This bold and ambitious programme was launched in my country on 25 April; under it
15 million South Africans will be tested for HIV/AIDS by 2011. We have decided to include other
noncommunicable diseases in this programme so these 15 million South Africans will also be tested
for blood sugar, blood pressure, haemoglobin and tuberculosis. In addition, we are offering pap smears
for every woman who tests positive and we hope this will be extended to other women in due course.
We have further started massive male medical circumcision, ending a history of 200 years of non-
circumcision in one of the biggest tribal groups in South Africa, the Zulu Nation.
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Mr President, in conclusion, permit me to thank the WHO Director-General and other United
Nations agencies and our development partners for their support in the past year. We will work in
partnership with other countries in the African Region and beyond to improve the lives of our people.

Ms STROM-ERICHSEN (Norway):

President, Director-General, excellences, ladies and gentlemen, in September the world’s
leaders will meet in New York to discuss the Millennium Development Goals. Improved health
reduces both poverty and security threats. We need to constantly remind ourselves that the poor
especially women and children, are the most vulnerable. Health is the key to the attainment of the
Millennium Development Goals. To succeed, all stakeholders must make concrete contributions.
WHO has a special role to play. It must be in the forefront in promoting the health-related Millennium
Development Goals. My Government has made a firm commitment to promoting women’s and
children’s health as reflected in Goals 4 and 5. WHO should strengthen its engagement in the inherent
health challenges of climate change. Poverty and hunger will increase. Access to clean drinking-water
be reduced, the impact on global health is severe.

Many of us are facing huge demographic changes. Our population is ageing posing challenges
to our health systems. Not only is there a global lack of health personnel, but the need for health
personnel is increasing in many parts of the world. The peak of this crisis is still to be seen. It is
obvious that committed international cooperation is essential. Agreement on a voluntary code of
practice, as presented to this Health Assembly, is urgent.

The rise in noncommunicable diseases also increases the importance of the principle of health in
all policies as public health must be reflected in all sectors of government. More structural measures
need to be put in place. Norway warmly welcomes the proposal for a strategy to reduce the harmful
use of alcohol. Norway would also like to propose a resolution to accompany the proposed
recommendations on marketing of unhealthy food and beverages to children. This is a vital tool in our
efforts to prevent obesity. To provide the right health services at the right level and at the right cost is a
challenge to all of us. Health services founded on a good primary health care are the best and most
cost-effective approach. An increased focus of WHO on health systems strengthening is overdue, and 1
warmly welcome it. Our health systems also face a change in the burden of disease. While
communicable diseases have traditionally contributed most of the burden of diseases,
noncommunicable diseases today account for around 60% of the total burden, and their share of the
disease burden is expected to increase in the years to come.

I also welcome the strategy on WHO’s role and responsibility in health research. We need to
obtain knowledge that ensures that the policies adopted and measures taken are evidence-based. A
clearly defined role for WHO is of crucial importance. Norway is providing support for health systems
research to make health systems more effective.

In order to deliver on their mandate, the United Nations organizations, including WHO, need to
strengthen their cooperation at all levels. In particular, WHO and other United Nations organizations
have to strengthen their efforts to ensure a United Nations that “delivers as one” at the country level. |
am also happy to note the collaboration established between the seven countries in the foreign policy
and global health initiative. The seven Foreign Ministers have taken a special interest in making
foreign policies responsive to health. We appreciate the working relationship with the Director-
General and WHO in this respect, reflecting our excellent cooperation.

Norway has submitted a candidate for the Executive Board this week, with the aim of being an
active contributor to the Board’s discussions if elected. I highly welcome the initiative taken by the
Director-General to discuss the future financing and priorities of the Organization. Norway supports a
strong WHO. Norway looks forward to working with Member States to strengthen the role of WHO in
promoting the health of the peoples of the world.

El Sr. CORDOVA VILLALOBOS (México):

Sefiora Directora General de la Organizacion Mundial de la Salud, distinguidos delegados de los
paises, sefioras y sefiores: Reciban ustedes un saludo del Gobierno y del pueblo de México. Hoy,
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hace poco mas de un afio, muchos de los paises aqui reunidos enfrentamos la pandemia de influenza
A HINI1. Las acciones realizadas en cada pais permitieron su contenciéon y su control. Todos
estaremos de acuerdo que el liderazgo de la Dra. Margaret Chan al frente de la Organizacion Mundial
de la Salud contribuyé para el control mundial de la pandemia de influenza. Haremos un
reconocimiento a la Dra. Margaret Chan y a su equipo de la OMS por el esfuerzo realizado en esta
pandemia.

Todos los que tenemos el privilegio de participar en el sector salud de nuestros paises
reconocemos que durante el desarrollo de la pandemia se aprendieron diversas lecciones, hubo
resistencias, recibimos elogios y hasta descalificaciones, pero aplicamos conforme a las bases técnico-
cientificas las diversas acciones de control y contenciéon. Mejoramos nuestra capacidad de respuesta
en todos los niveles del sistema de salud y logramos rescatar en la sociedad una costumbre del lavado
de manos. Resalta por su importancia la campafia de vacunacidon contra influenza A HIN1 que se
dirigi6 a los diversos grupos de riesgo que, conforme a la historia natural de la enfermedad, juntos
fuimos construyendo. Habia que proteger a la poblacion y fue todo un éxito. Hemos aplicado poco
mas del 95% de los 30 millones de dosis que como pais requeriamos, practicamente sin efectos
secundarios, lo que da cuenta de la inocuidad del biologico desarrollado.

Durante la pandemia no se descuidaron otras acciones relevantes para mantener y atender la
salud y bienestar de la poblacion, es asi que, en México, seguimos impulsando acciones para lograr la
cobertura universal a través de los diversos esquemas de aseguramiento, tanto por derechos laborales a
través de la seguridad social como por aseguramiento publico a través del seguro popular. A través de
este ultimo esquema avanzamos en la focalizacion de acciones y recursos econdmicos para garantizar
atencion médica integral a todas las mujeres embarazadas con el programa embarazo saludable; a
todos los nifios recién nacidos y hasta los cinco afios de edad con el seguro médico para una nueva
generacion; la atencion del cancer a todos los menores de 18 afios y la atencion integral de la mujer
con cancer cervicouterino y cancer mamario, por mencionar algunos. Mantuvimos nuestras campafias
de vacunacion con 15 inmundgenos gratuitos y continuamos proporcionando los esquemas de
tratamiento de antirretroviral, también gratuito, a todos los pacientes VIH-positivos, seguimos
combatiendo al dengue en diversas regiones del pais, avanzamos en la instrumentacion de estrategias
para atacar otras epidemias como la de tabaquismo, la de los accidentes viales, diabetes mellitus y la
del sobrepeso y obesidad.

Para México, el sobrepeso y la obesidad representan una gran carga de enfermedad. Somos una
de las naciones con mayor rapidez en el crecimiento de este problema de salud publica por sus
complicaciones. Por ello, el Presidente de la Republica, Lic. Felipe Calderdn, promovio la suscripcion
del Acuerdo Nacional para la Salud Alimentaria como una estrategia contra el sobrepeso y la
obesidad. En este acuerdo participaron todos los niveles y ordenes de gobierno con los sectores
publico, social y privado, ademas de la sociedad mexicana; se cuenta con un decalogo de objetivos por
cumplir que busca, entre otras acciones, como ejemplo, promover la actividad fisica en todos los
entornos, aumentar la disponibilidad, accesibilidad y el consumo de agua simple potable, disminuir el
consumo de azicar y grasa en bebidas, aumentar el consumo de verduras y frutas, legumbres, granos
enteros y fibras en la dieta, disminuir el consumo de grasas saturadas y eliminar el consumo y
produccion de grasas trans de origen industrial y también disminuir los tamafios de las porciones en
restaurantes y expendios de alimentos preparados y en alimentos industrializados.

Por ultimo, me quiero referir a los compromisos pendientes a nivel mundial. Me refiero con
ello al cumplimiento de los Objetivos de Desarrollo del Milenio. Sabemos del esfuerzo que desarrolla
la Organizacion Mundial de la Salud, pero consideramos que se debe acelerar el paso impulsando las
acciones necesarias en todos y cada uno de los paises para lograr su cumplimiento. Por ello, y si me lo
permite el Presidente de esta 63.* Asamblea Mundial de la Salud y la Directora General de la
Organizacion Mundial de la Salud, me permito proponer la construccion de un observatorio de cuenta
regresiva del avance de los Objetivos de Desarrollo del Milenio donde podamos visualizar estos
avances.

El Presidente de México, Felipe Calderon Hinojosa, por mi conducto les envia un salud y
reitera, en esta alta tribuna, el compromiso de nuestro pais, México, para continuar trabajando para
garantizar y otorgar las mejores herramientas, intervenciones, de atencion y control necesarias para
conseguir que la poblacion bajo nuestra tutela mejore su nivel de salud y de esta manera contribuir en
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el logro de una aspiracion por demas sentida para poder vivir mejor. Por ello, antes de finalizar la
presente administracion lograremos la cobertura universal en salud en nuestro pais.

Externo y comparto con todos ustedes mi aspiracion y deseo para que en la construccion de la
salud mundial se potencialicen todos nuestros esfuerzos en el logro de las metas que como
Organizacion nos hemos impuesto. Muchas gracias.

Ms AGLUKKAQ (Canada):

President, distinguished delegates, Canada is pleased to be a part of the Sixty-third World
Health Assembly. Canada recognizes that there are many global health issues that need to be
addressed. And the solutions will come only through international collaboration and mutual support.

Regardless of the distance between us, all of the nations of the world are increasingly linked:
whether preparing for or responding to infectious diseases, or whether dealing with the global supply
of food, medicines and products, or confronting a catastrophic disaster or noncommunicable disease,
we benefit from working together.

We need to share our knowledge and best practices in order to find innovative solutions; the
spread of the pandemic (HIN1) 2009 virus has served as a reminder that the transmission of infections
does not respect borders. That is why international collaboration and regulations are critical in
responding to emerging health challenges. As you know, Canada was among the first countries
affected by HIN1. We recognized how important it was to quickly share information and specimens
with other Member States through work done at the Public Health Agency of Canada’s National
Microbiology Laboratory. Information-sharing and collaboration in laboratory diagnosis were
instrumental in the early recognition of the outbreak, and we welcome the opportunity to address
lessons learnt. Canada was able to deliver on its International Health Regulations obligations through
the initial HIN1 response, including notifying WHO within 24 hours of our first laboratory confirmed
cases. We continued to share information with PAHO/WHO throughout the HIN1 response.

Canada looks forward to working with the WHO Secretariat and Member States to share the
lessons we have learnt in order to better prepare for, and respond to, future threats to global public
health. We were especially gratified by the number of Canadians immunized and the ability of
provincial governments at all levels that provided an effective response in remote and isolated
populations. International collaboration also gives us a chance to share best practices we can use to
respond to the health issues that we have in common. For example, we can share our experiences in
delivering health services to indigenous peoples and in rural and remote settings. Canada welcomes
the collaboration with other countries on this very important issue.

Canada has also been very active in the international response to the devastating earthquake in
Haiti. We will continue to support the Haitian people by helping with humanitarian relief in the short-
term and the long-term reconstruction of the country. To that end, Canada has cancelled Haiti’s
bilateral debts, so those financial resources can instead be put directly towards reconstruction. At a
meeting of the G7 hosted in Canada’s Arctic and my home territory of Nunavut, Canada also led a
consensus to forgive all Haitian debt to international financial institutions.

A decade has passed since the signing of the United Nations Millennium Declaration. A great
deal has already been achieved towards meeting the Millennium Development Goals, but much more
has to be done if we are to meet our deadlines of 2015. Holding this year’s G8 Presidency, Canada is
championing a major initiative to improve maternal, newborn and under-five child health in
developing countries. Canada will be making this a priority at the G8 Muskoka Summit in June. Our
preparations for the G8 Summit are being done in consultation with the WHO and many other
partners. Dr Chan, I would like to thank you and your staff for your ongoing support and advice to the
Government of Canada in the development of this initiative.

As I conclude, I am happy to indicate that Canada is very pleased to be sponsoring a resolution
at this Health Assembly — on advancing food safety. I believe that it is timely to advance this
resolution as there is a requirement for greater global attention and recognition in this area. I wish to
assure you that Canada is committed to the strategic priority set out by the WHO. I believe our
deliberations at this Health Assembly will make a difference, and I am confident that together we can
achieve health outcomes that will benefit us all.
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Dr NELSON (Australia):

Director-General, President and Vice-Presidents of the Health Assembly, honourable ministers,
distinguished guests, excellencies, ladies and gentlemen, the Millennium Development Goals have
served to focus international efforts to address the health challenges faced by the world’s poorest
countries. Australia is strongly committed to the achievement of these Goals, and in our 2010-2011
financial year, we will provide AS$ 555 million in aid, or 14% of our total overseas development aid —
our largest ever investment in reducing poverty and achieving sustainable development. We are
committed to increasing our development assistance to 0.5% of gross national income by 2015-2016.
We are also expanding the geographical scope of our support to, for example, Africa in areas such as
maternal and child health.

In our own region, the Asia-Pacific, we are working closely with partner countries to move
towards achievement of Millennium Development Goals 4, 5 and 6, through making health systems
work better and targeting specific interventions. The fruits of our investments are clear. For example,
in the Solomon Islands and Vanuatu, malaria-control activities such as the distribution of insecticide-
treated bednets have resulted in large decreases in malaria incidence. Maternal mortality, Goal 5,
remains the area where progress is weakest. We know what works, and countries such as Nepal, the
Solomon Islands, Sri Lanka and Thailand, which have instituted measures to increase access to
emergency obstetric care, skilled birth attendants and family planning, have been successful in
reducing maternal deaths.

Australia is helping partner countries scale up these approaches through both specific activities,
such as training of midwives and other health workers, and approaches that boost the ability of the
entire health system to provide high-quality accessible services. We are starting to see progress. For
example, in one pilot district in Bangladesh, maternal mortality has decreased from 256 per 100 000
live births in 2007 to 171 only two years later, in 2009.

These successes show that achievement of the health-related Millennium Development Goals is
within reach. More resources are needed but equally critical is an increased emphasis on effectiveness,
efficiency and impact. Development partners must continue to better harmonize and align their efforts
with country priorities. We also call on WHO to enhance timely dissemination of information with all
Member States on “what works and what does not work” and how to translate this into “policy and
action” in order to achieve the health-related Goals by 2015.

In turning to our own health-care system and measures we are taking to improve women’s and
children’s health in Australia, improving the health and well-being of all women in our country,
especially those with the highest risk of poor health, is a priority for the Australian Government.
Indeed it is developing a new National Women’s Health Policy to encourage specific health services
for women to encourage participation in health decision-making and management and promote health
equity between women. The Policy will focus on prevention, health inequalities in our societies and
the social determinants of those inequalities, and is due for release this year.

In 2009, after a comprehensive review of maternity services, our Government announced
measures in improving choice and access to maternity services for pregnant women and new mothers.
The package also recognizes the important role played by qualified midwives in the birthing
experience of women. A comprehensive plan for maternity services in the future is also being
developed. To improve indigenous maternal and child health outcomes, our Government is investing
in targeted initiatives such as expanded mothers and babies services and the Australian Nurse—Family
Partnership Program of home visits. The health-related Millennium Development Goals are key to our
regional and global health objectives, and Australia will continue to work closely with our regional
partners and global community to help achieve them. You can rely on Australia. Thank you.

Mr JURIN LAKSANAWISIT (Thailand):

Mr President, Madam Director-General, honourable ministers, ladies and gentlemen, I know
that all of you are concerned about the events now unfolding in Thailand. I wish to assure you that the
Thai Government is determined to do all it can to deter further violence and bring the country back to
normal as soon as possible based on internationally accepted measures.
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Mr President, Thailand achieved the Millennium Development Goals well before 2015. Poverty
incidence dropped from 27.2% in 1990 to 9.8% in 2002. The prevalence of underweight children
dropped from 18.6% to 8.5% between 1990 and 2000. Annual new HIV infections have dropped by
over 80% since 1991.

Three important political commitments allowed us to achieve the health-related Millennium
Development Goals. First, continuous investment in health; we have achieved universal coverage of
essential health infrastructure since the mid-1980s. Second, sustainable investment in human
resources, this includes the continuous and intensive scaling-up of production of community health
workers and rural health nurses complemented by compulsory rural services for all medical and
nursing graduates as well as extensive recruitment and support to around one million village health
volunteers in the last three decades. Third, extension of our financial risk protection; Thailand has
achieved universal coverage of health interims since 2001, through step-wise gradual coverage.

The current Government further commits to health investments through the following: first,
maintaining adequate resources for health. In spite of the 2009 financial crisis, the 2010 budget for
universal coverage increased by 9%, while overall the Government budget decreased by 12%. And for
2011, the health budget will increase by 6% over 2010. Second, expanding coverage to “stateless
people”. In March this year, the Cabinet approved the additional budget of US$ 14 million for
essential health care to half a million stateless people. This is to underscore our policy of ensuring the
right to health and basic health-care services for all, regardless of nationality. Third, next year the
Government will invest more than US$ 700 million to upgrade 10 000 rural health centres to health-
promoting hospitals, as well as strengthening secondary and tertiary care.

In January 2011 the Thai Ministry of Public Health, together with the Prince Mahidol Award
Foundation, WHO and partners will jointly host the Fifth International Award Conference under the
theme “Reviewing progress, renewing commitment to health workers towards the MDGs and
beyond”. We believe that this Conference will serve as one of the important global movements to
tackle the health workforce crisis.

Mr President, we are very glad and would like to sincerely commend WHO, led by the Director-
General, Dr Margaret Chan, for its decision to publish The World Health Report 2010 on the theme of
universal access to essential health services. In conclusion, Thailand is ready to learn from, and share
information with, other countries on experiences in promoting public health.

Dr MADZORERA (Zimbabwe):

Mr President, Director-General, distinguished delegates, ladies and gentlemen, let me begin by
congratulating you, Mr President, on being elected to lead our deliberations.

I stood before this august house at about the same time last year, and shared with you the state
of health in Zimbabwe at the inception of our inclusive Government. I feel duty bound today to update
this same house on the situation as it relates to our country after a whole year of hard work and
cohesive action in matters relating to health. At this time last year, Zimbabwe was in the middle of a
pervasive cholera outbreak that started in August 2008, infecting nearly 100 000 people and causing
close to 4300 deaths. With the help of local, regional and international partners largely coordinated by
the WHO Country Office in Harare, this outbreak was eventually declared over in July 2009. Let me
use this opportunity to thank all our friends and partners who gave a helping hand in our time of need.
I am happy to announce that the continued alertness, intense health education campaigns and prompt
and appropriate responses to reported outbreaks have seen us prevent another potential catastrophe, in
spite of the fact that most of the risk factors predisposing us to such outbreaks have not yet been
adequately addressed.

I also indicated to you last year that we were likely going to see, in the foreseeable future, the
negative effects of a decade of economic regression. Indeed, the outbreak of measles that we currently
face, although generally a regional challenge, has been made worse in our country by the poor routine
immunization coverage over the last decade. We are sparing no effort to control this outbreak, with the
involvement of our leadership at the highest level, and we expect to be on top of the situation soon.

I shared with you last year the difficult situation we were in regarding our human resources for
health. I am glad to report that there has been massive improvement in that area. Health professionals
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are back to work thanks to the staff retention scheme supported initially by some partners and now by
the Global Fund to Fight AIDS, Tuberculosis and Malaria. Indeed we have even been able to attract
back some of the health workers who had joined the diaspora. This effort, added to current health
worker training outputs, has seen us actually fill all available posts in the categories of general nurses,
laboratory technicians and pharmacy technicians among others. We still need, however, to build up
post-basic specialization in areas such as midwifery, nurse anaesthetists, mental health, theatre nurses
and others, and to beef up our complement of midwifery tutors, doctors, specialists and university
lecturers. It is sad to note the loss of the more experienced staff to other countries in the region and
beyond. This continues unabated, albeit at a lower pace. We therefore eagerly anticipate the
finalization and immediate implementation of the draft code of practice on the international
recruitment of health personnel for the mutual benefit of all countries and for the creation of a globe
suitable for human habitation.

All of our over 1500 public health institutions are now open and offering services at various
levels from primary care to tertiary level. We have come up with a partner-supported primary care
package of drugs and sundries to cover common ailments. This package is made available through an
informed push system to all our primary health care institutions. As a result of this intervention, the
availability of vital drugs now averages 60% and continues to improve.

The Government of Zimbabwe has embarked on a health infrastructure rehabilitation
programme. This is a targeted approach to health institution rehabilitation to ensure that our
infrastructure is supportive of health service delivery. The Government has prioritized health care and
is doing everything possible to ensure that health care is funded. However, although a significant
proportion of the overall funding to the health sector is still provided by donors, this funding is not
coming directly through Government institutions, leading to a certain lack of flexibility in the use of
funds, and creating structures parallel to Government ones. In fact these nongovernmental structures
often end up stronger and more capacitated than the custodians of public health delivery in the
country. Earlier in the year, we finalized and commissioned our Five-year National Strategic Plan,
which details our vision for health in Zimbabwe, and we implore our partners to operate within this
strategic framework.

We recently completed building an Investment Case for Zimbabwe using the Marginal
Budgeting for Bottlenecks tool with the assistance of UNICEF and the World Bank. The tool showed
that we need to invest an additional US$ 700 million over the next three years to make significant
progress towards attaining our Millennium Development Goals. We are definitely back on track, and
we look forward to rapid acceleration of those high-impact interventions that we have identified. The
Plan is currently being considered by the Cabinet, and we hope to host a health-sector investment
conference soon.

Lastly, Mr President, let me acknowledge with thanks the assistance we are receiving from
WHO towards preparedness against pandemic (HIN1) 2009. We have finalized our pandemic (HIN1)
2009 epidemic preparedness plan, vaccine deployment plan and communication strategy. As a country
we are ready to deploy the vaccine as soon as it arrives.

We remain resolute to deliver the highest possible quality of health to our citizens to continue
strengthening our primary health-care approach and to involve communities in defining their health
priorities and giving them a full mandate for local decision-making in managing their own resources
for health and the future is very bright.

Mme BACHELOT-NARQUIN (France):

Monsieur le Président, Madame le Directeur général, Mesdames et Messieurs les Ministres,
Excellences, Mesdames et Messieurs, le Sommet de septembre & New York constituera une étape
essenticlle pour le suivi des progrés réalisés vers les objectifs du Millénaire pour le développement et
pour mobiliser les énergies de tous vers 1’échéance de 2015. Le temps presse et une nouvelle
impulsion politique est nécessaire. Il s’agit aussi d’encourager les Etats & « sanctuariser » les budgets
dédiés a la santé des plus fragiles. Un développement économique et social pérenne suppose un
renforcement des systeémes de santé sur le long terme.
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Si trois objectifs sur huit concernent des problématiques de santé, la réussite de chaque objectif
reste étroitement liée a celle des autres. La réduction de la pauvreté, 1’autonomisation des femmes,
I’éducation, I’acceés a 1’eau potable constituent des objectifs communs. L’ensemble des politiques
menées doivent étre engagées de front. Le bilan de réalisation d’un des objectifs est tout
particuliérement préoccupant : il s’agit de ’objectif 5 — I’amélioration de la santé maternelle. En
maticére de santé, comme en matiére d’éducation ou d’emploi, ce sont encore les femmes qui paient le
plus lourd tribut. La réalisation de cet objectif ne doit donc pas étre envisagée sous un angle
uniquement sanitaire mais suppose une approche plus large touchant a la condition des femmes, a leur
éducation, a la lutte contre les discriminations qu’elles subissent, a la lutte contre les mariages
précoces et donc contre les grossesses précoces.

Parmi les nombreuses décisions qui seront prises lors de cette Soixante-Troisiéme Assemblée
mondiale de la Santé, le Code de pratique mondial pour le recrutement international des personnels de
santé me tient particulierement a coeur. Alors qu’il manquerait environ 4,2 millions de professionnels
de santé dans le monde, la préservation des ressources humaines en santé et leur répartition équitable
sont capitales. La France réaffirme son soutien a ce projet essentiel pour le renforcement des systémes
de santé et donc pour la pérennisation des objectifs du Millénaire.

Je souhaite a ce stade revenir sur 1I’épisode de la grippe A (HIN1) qui a placé ’OMS sous les
feux de I’actualité. Je veux exprimer, au nom de la France, notre solidarit¢ avec ’OMS, prise a partie
de fagon injuste. Le véritable enjeu d’un nécessaire retour d’expérience devrait étre de savoir si nous
avons pris collectivement les bonnes décisions, au bon moment, avec les éléments dont nous
disposions au printemps et au début de 1’ét¢ 2009. 1l devrait s’agir également de savoir comment nous
réagirions — a ’avenir — face & une alerte sanitaire majeure, a 1’aune de 1’expérience de ’année
derniére. A la lumiére de cette interrogation, je souhaite revenir sur trois éléments clés de la crise que
nous venons de traverser : le premier point est la remise en cause de 1’évaluation de la gravité de la
menace par I’OMS. En début d’alerte, au moment ot nous avons di prendre la plupart des décisions
importantes, notre connaissance de la gravité était imparfaite. Mais la prochaine fois aussi nous aurons
besoin de temps pour bien identifier la gravité réelle d’un virus. Nous ne pourrons nous contenter de
parier ou d’espérer qu’il se comportera comme le virus de 2009 ! Il est crucial que la crise que nous
venons de traverser ne nous induise pas en erreur pour une prochaine crise plus grave, lorsque celle-ci
arrivera. Le deuxiéme point porte sur la perception du risque par nos concitoyens. C’est 1’élément le
plus perturbant. En effet, nous avons assisté a une véritable inversion des valeurs ou le risque a été nié
et ou les réponses de protection furent identifiées comme menagantes. Des gens jeunes, sans aucun
facteur de risque, sont décédés ou ont passé de longues semaines en service de réanimation alors
méme qu’un vaccin était disponible et aurait pu les protéger. Ce risque n’a pas été percu a sa juste
mesure. Par contraste, le vaccin, qui était la réponse au danger véritable, s’est mué dans la perception
collective en une source de risque. Aujourd’hui encore, cette confusion persiste alors que les vaccins
et les adjuvants ont trés largement fait la preuve de leur sécurité et de leur efficacité. Le troisiéme
¢élément est I’attitude de remise en cause systématique de I’expertise a laquelle nous avons assisté.
C’est le cas au niveau de I’OMS ou le manque de transparence dans I’identité des experts et leurs
possibles liens avec ’industrie sont mis en avant. C’est le cas également en France, mais pour des
raisons différentes. Le mode de gestion des liens d’intérét n’est pas suffisamment clair pour les
citoyens et les médias. Les effets de cette campagne de dénigrement sont potentiellement
dévastateurs : désaffection de certains experts, réserve lorsqu’il faudra rendre des avis difficiles lors
des alertes a venir.

Ces polémiques antivaccinales ne doivent pas nous démobiliser. Car ce sont bien les politiques
de prévention dont les vaccins sont le ceeur qui nous permettront d’atteindre avec vous les objectifs du
Millénaire pour le développement liés a la santé.
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Dr TEMPORAO (Brazil) (interpretation from the Portuguese):'

Mr President, Madam Director-General, ministers, heads of delegation, ladies and gentlemen,
health promotion requires a whole series of measures to tackle causes comprehensively and help treat
diseases. This being so, all of the Millennium Development Goals are related to health. If hunger and
poverty are not eliminated, if education is not improved, if gender equality is not promoted, if
environmental sustainability is not attained, if there is no international cooperation, if peace is not
achieved — all of which are objectives that Brazil is resolutely pursuing — our efforts will be in vain.

In Brazil, we have been able to take two large steps towards the achievement of these Goals.
Between 1990 and 2008, we reduced infant mortality rates by 58%, and the country will accomplish
Millennium Development Goal 4 before 2015 even though regional disparities remain to be addressed.
Maternal mortality in 2007 had already decreased by half in comparison with 1990 rates. The
consistent decrease in vertical transmission of HIV and the significant reduction in the number of
cases of malaria and tuberculosis reflect the success of governmental policies related to Goal 6 in Brazil.
This holistic view demands bold action on the social determinants of health. In Alma-Ata in 1978, we
took a significant step as we signed the Universal Commitment to Health for All with primary health
care as its main strategy. Now, it is time to once again honour the pledge and advance towards the
achievement of broad consensus about results of the Commission on the Social Determinants of
Health, in line with resolution WHA®62.14. With this in mind, Brazil will have the honour of hosting
the World Conference on the Social Determinants of Health in Rio de Janeiro in October 2011. We
should reach the necessary agreements that will turn health, the most basic aspiration of every human
being, into a fundamental part of all state policies, thereby making it truly universal.

Our common path towards the achievement of the Millennium Development Goals is winding
and full of obstacles, including those of a financial nature which are especially harmful during the
ongoing economic crisis. One year ago, during the Sixty-second World Health Assembly, we were
facing the great challenge of pandemic (HIN1) 2009, which was rightly considered a pandemic by
WHO. Today, we have before us an even greater challenge: to learn the lessons of this recent past and
pave our way towards the Millennium Development Goals. On the brink of the influenza pandemic in
2009, our countries rapidly shared the virus, inspired by the commitment to cooperate in the struggle
against a common evil. Regrettably, however, the solidarity in sharing the viruses gave way to a slow
and insufficient sharing of benefits. This is a structural imbalance we members of WHO have to
rectify. The increase in the capacity of developing countries to produce vaccines, antivirals and
diagnosis kits is essential to correct this distortion and to ensure that public health will prevail over
any other interests or purposes. In spite of these challenges, Brazil has been making substantial efforts
to reduce the impact of this pandemic, and in the next few weeks we will conclude the largest
vaccination strategy ever undertaken, which aims at vaccinating 90 million people from the most
vulnerable groups.

Disease treatment and prevention depend on one key element: health workers. Without them we
will never reach our objectives, including the Millennium Development Goals. Emigration of these
professionals from poor countries without any control or compensation weakens social policies and
condemns developing countries to a permanent setback in the area of health. The draft resolution on
the code of practice for the international recruitment of health workers before this Health Assembly
should constitute a tool to enhance international solidarity and offer fair solutions to enable the most
vulnerable countries to address this complex challenge. The importance of the issue inspired the group
on foreign policy and global health to consider it a priority, as reflected by its inclusion as one of the
main themes of the United Nations General Assembly resolution presented to the group in 2009.

The participation of civil society in the efforts to promote public health is essential. Brazil has
benefitted greatly from its involvement. The National Health Council, on which civil society is
represented, will organize a first world conference on the development of universal social security
systems in December 2010, an event to which I have the pleasure to invite you all.

" In accordance with Rule 89 of the Rules of Procedure of the World Health Assembly.
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The attainment of the Millennium Development Goals, in particular Goal 6, demands coordinated
action to prevent and treat specific diseases. WHO must engage in the development of a global
strategy 2011-2015 to combat HIV/AIDS that will reinforce actions related to viral hepatitis and
publicize information and promote its prevention and cure. Furthermore, it is essential to implement
the new global strategy 2011-2015 to combat Hansen’s disease, approved in New Delhi by
44 endemic countries with an emphasis on reduction of new cases. This strategy should be a starting
point for the expert meeting to take place in the second semester, as agreed at the last session of the
Executive Board.

Noncommunicable diseases are the most lethal illnesses today. It is our urgent duty to promote
prevention and treatment of these diseases, which lead to 60% of deaths worldwide and 80% in the
developing world. The recent adoption by the United Nations General Assembly of a resolution in this
respect is an important step towards enhancing visibility of these diseases, which are as lethal as they
are neglected. The Millennium Development Goals are more than objectives. They are challenges that
stimulate us to collaborate for a better future. They inspire solidarity and joint efforts. This is the spirit
that ought to guide us all.

Access to safe, efficient and quality medicines is crucial to guarantee a well-structured health
system. Generic medicines, which are more accessible, constitute an essential instrument for achieving
the Millennium Development Goals. It is the responsibility of WHO to promote access to health
products and strengthen regulatory national authorities. The merits of the Brazilian regulatory system
were recently recognized by the Pan American Health Organization, which certified Anvisa as a
reference authority. Combating falsified medicines, which is our common endeavour, cannot serve as an
excuse to allow commercial interests to prevail over public health. Intellectual property rights have nothing
to do with falsified medicines. Victims of intellectual property right violations are enterprises. Victims
of falsified medicines are patients, and these patients are the ones who require the protection of WHO.

Mr President, as the deadline for the achievement of the Millennium Development Goals
approaches, it becomes ever more urgent to effectively implement the global strategy and plan of
action on public health, intervention and intellectual property. The greatest challenges to the
attainment of the Goals are in the developing world, and it is to the benefit of the developing world
that the global strategies should be orientated. South America is setting an example in this respect.
Prior to this Health Assembly, we, health ministers of the Union of South American Nations, gathered
in Ecuador to discuss the efforts to achieve the Millennium Development Goals through universal
access to medication as well as universal access to good quality health systems, capacity building of
human resources, action on the social determinants of health, and the enhancement of innovative
financing mechanisms for research and development in health.

Mrs G.A.A. Gidlow (Samoa), Vice-President, took the presidential chair.
Mme G.A.A. Gidlow (Samoa), Vice-Président, assume la présidence.

Dr VAHID-DASTJERDI (Islamic Republic of Iran):

Bismillah ar-rahman arrahim. Madam Vice-President, Madam Director-General, excellencies,
honourable delegates, ladies and gentlemen, congratulations to you, Madam President, and to the
Bureau on your deserved election. I wish you every success in steering the work of this Health
Assembly. My word of appreciation also goes to the Director-General and her capable staff for all the
preparations.

Indeed pressing needs have compelled us to convene and engage in a high-level dialogue on the
health-related Millennium Development Goals. WHO’s report on the status of progress towards the
Goals suggests that implementation has been slow and uneven across and within Goals and regions.
While progress in some regions is recognizable, in many parts of our world, the health-related Goals
seem to be hard to reach. Overall, we lag behind achieving the Millennium Development Goals by
2015, and this should be truly alarming.

The Islamic Republic of Iran, while facing challenges, has made considerable progress on the
health-related Goals. On under-five and infant mortality rates as well as on the proportion of one-year-old
children immunized against measles, we are close to achieving the targets. The same applies to
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maternal mortality rates, the proportion of births attended by skilled health personnel, as well as
neonatal and postnatal care coverage. Iran is among the pioneer countries with a Multisectoral
National Strategic Plan on HIV/AIDS, which includes application of the “Three Ones” principle. On
tuberculosis, Iran has already achieved the goal of 100% coverage of DOTS. On malaria, and in spite
of our significant achievements, there are still concerns over the situation in just three south-eastern
border provinces. We, like many countries, still suffer from uneven progress.

Shortfalls in achieving the Millennium Development Goals are, to a large extent, due to the
absence of an enabling international environment. Global imbalances and inequities, coupled with
multiple global economic, financial and food crises, further impoverish the poorest. The developing
countries are faced with growing vulnerability, due to actions originating in the developed countries.
We are deeply concerned over the risk of diversion of attention from achieving the Goals, during
recovery from the current economic crisis. Foreign occupation and application of political
conditionalities and unilateral sanctions against developing countries, continue to hamper their efforts
to achieve the Millennium Development Goals. I wish, in particular, to mention the politically
motivated impediments to developing countries’ access to peaceful nuclear energy for, among others,
public health purposes.

To achieve the health-related 2015 targets, we require a renewed global partnership on the
following areas: to eliminate global systemic inequities and their inherent risks through concerted
efforts; to provide developing countries with policy space to develop their own strategies tailored to
their requirements and ensure their meaningful participation in global economic governance; to
address the Millennium Development Goals, mobilization of substantial resources, in addition to what
can be generated domestically, is required; commitments made at United Nations conferences, in
particular on flows of official development assistance, should be honoured; developed partners should
adhere to good governance by subjecting themselves to the same standards of transparency and
coherence as they expect from developing countries; technology, knowledge and information are
public goods and global assets — relaxing protective measures and providing an unimpeded and
universal access to them are absolute requirements; the United Nations system, including WHO,
should be enabled to provide effective coordination and policy coherence and monitor implementation
of the Millennium Development Goals.

Madam Vice-President, honourable delegates, in conclusion we need to move beyond
formalities. The Health Assembly should make its real impact on speeding up the process of
realization of the health-related Goals.

Dr LIOW Tiong Lai (Malaysia):

Honourable Chairperson, excellencies, ladies and gentlemen, first and foremost, the
Government of Malaysia would like to thank Dr Margaret Chan, the WHO Director-General, for
having visited Malaysia in November 2009 and also for officially opening the WHO Global Service
Centre in Putrajaya, Malaysia. Malaysia would also like to record its thanks to the Director-General
for WHO’s contribution of 20 064 doses of Tamiflu® during the outbreak of pandemic (HINI) 2009
last year.

Malaysia has made progress towards achieving its Millennium Development Goal targets,
political stability, strong political will, commitment by health-care providers and policymakers
contributed to this remarkable achievement in the health status of the population. In line with Goals 4
and 5, the achievements thus far are shown by the marked decline in the under-five mortality rate from
16.8 per 1000 live births in 1990 to 8.1 in 2008 and in the infant mortality rate from 13 to 6.4 per
1000 live births for the same period of time. Similarly, the maternal mortality ratio has declined from
44 maternal deaths per 100 000 live births in 1991 to 28.9 in 2008. The coverage for primary
immunization is above 90% of the target population and for measles given in combination with
mumps and rubella at one year reached 94.3% in 2008. Deliveries conducted by trained personnel
have increased from 92.8% in 1990 to 98.6% in 2008, while the adolescent birth rate declined from 28
per 1000 women in 1991 to 13 in 2007.

The other factors that have contributed to the decline in mortality include provision of trained
delivery attendants to manage pregnancy and delivery complications, a comprehensive childhood
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immunization programme and establishing the child malnutrition programme. The challenges in
achieving the targets for Millennium Development Goals 4 and 5 will require greater effort and focus
on strengthening the referral feedback and retrieval system at primary care level, improving
knowledge and skills of health-care providers at all levels of care; advocacy on breastfeeding and
complementary feeding practices; family planning for high-risk mothers, especially for those with
medical conditions; expanding the Integrated Management of Childhood Illness programme to more
areas; and prevention of childhood injuries. Other areas that require attention include increasing
coverage of maternal and child health services to marginalized groups such as the aborigines, urban
poor and unmarried mothers.

Pertaining to Goal 6, Malaysia’s response to HIV/AIDS was characterized by high political
commitment and our policy of openness about the epidemic that enhanced dialogue at the programme
development and also implementation levels. Malaysia has made significant progress by halting and
reversing the trend of HIV/AIDS. The number of reported HIV/AIDS cases has declined from 6978
cases in 2002 to 3080 cases in 2009. Since 1986, a total of 87 710 HIV cases have been reported, of
which 15 317 have been diagnosed to have AIDS, while there were 13 394 deaths. Malaysia achieved
the Millennium Development Goal target for malaria by halving malaria incidence from 29 per 10 000
in 1990 to 2.5 in 2009. We are now moving towards the Goal’s last target of completely eliminating
malaria infection by 2020. As for tuberculosis, Malaysia has made some good progress, such as
achieving the target of detecting 70% of estimated cases and successfully treating 85% of these cases.
However, like many other countries, achieving this target for tuberculosis is a challenge. Malaysia is
committed to the WHO’s Strategic Plan to Stop TB in the Western Pacific, and we hope to achieve all the
targets set by 2015.

As briefed to the Director-General during her visit in November last year, Malaysia aspires to
become a high-income country within which the health-care system will be transformed to meet the
needs of the population. This initiative, called “1 Care for 1 Malaysia” brings a partnership between
the public and private health-care providers. It is designed as an integrated health-care system that is
responsive and provides choice of quality health care, enhancing universal coverage for the population,
based on the concept of solidarity and equity. In this endeavour, we must preserve the strength of our
current health-care system which is acknowledged internationally. This initiative by Malaysia can also
be an example for other developing countries facing similar challenges.

Lastly, we would like to congratulate Dr Margaret Chan on her leadership during the pandemic
(HINT) 2009 crisis and look forward to seeing her in Malaysia later this year for the meeting of the
Regional Committee for the Western Pacific, which Malaysia will be hosting. Hopefully, she will be
wearing the Malaysian batik that was presented to her during her last visit. I thank you for your
attention.

Dr HAQUE (Bangladesh):

Madam Chairperson, Madam Director-General, excellencies, distinguished delegations, ladies
and gentlemen, Assalamu alaikum. It gives me a great pleasure to congratulate you on your election to
the Chair. We are confident that under your able stewardship, the Sixty-third World Health Assembly
will achieve its mandated tasks.

We would like to convey our appreciation to Dr Margaret Chan, the Director-General of WHO,
for her comprehensive and forward-looking statement. I would like to thank her for visiting
Bangladesh in March 2010, and appreciating the commendable efforts of Bangladesh under the
leadership of the Honourable Prime Minister, Skeikh Hasina, towards achieving Millennium
Development Goals 4 and 5. I particularly thank Dr Margaret Chan for personally visiting the work in
progress at the community level.

The overarching theme of this year’s Health Assembly revolves around the progress made in the
achieving the health-related Millennium Development Goals 4, 5 and 6. In Bangladesh, we are on
track to achieve Goal 4 on reducing under-five child mortality. A recent UNICEF report, Countdown
to 2015 decade report, places Bangladesh among the 16 countries in a position to do so. In 2007, the
under-five mortality rate was 60, which is in fact a three-fifths reduction from the base year. A
combined approach to immunization, diarrhoeal disease control and Vitamin A supplementation
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programmes has significantly contributed to the decline in child and infant deaths. In 2009, we passed
a National Neonatal Strategy which, if implemented properly, will have a significant impact on
newborn survival.

Monitoring the exact progress in respect of Millennium Development Goal 5 on reducing
maternal mortality remains a challenge. Based on the outcomes of the number of sub-national
programmes, it can be concluded that, as in the case of most developing countries, we are not yet
completely on track in achieving all target indicators for Goal 5. The presence of low-skilled
professionals at the time of delivery still continues, along with low institutional delivery. Low rate of
antenatal care received, high adolescent fertility and around 20% unmet need for family planning are
some of the key concerns that deserve priority attention.

Our initial focus on the supply side of service utilization resulted in lowering maternal mortality
by almost half, from 574 in 1990 to an estimated 240 per 100 000 live births in 2010. However, we
noticed that the rate of return on supply-side investments remained sub-optimal due to demand-side
barriers. In 2004, we introduced an innovative demand-side financing intervention, the Maternal
Health Voucher Scheme.

Bangladesh has performed well in halting the communicable diseases like HIV/AIDS, malaria
and tuberculosis under Millennium Development Goal 6. HIV/AIDS data reveal that the prevalence of
HIV infections among adults is now 0.32 per 100 000 population, and it is estimated that it will be at
1.3 per 100 000 population by 2015. The disease is at an epidemic stage among the injecting drug-
users in the large cities. The prevalence of malaria and tuberculosis show that Bangladesh will be able
to halt the two diseases by 2015. In 2008, the prevalence of malaria was 59 per 100 000 population,
and the prevalence of tuberculosis was 225 per 100 000 population in 2007. Effective public—private
partnership in these areas has been one of the main driving forces behind the progress made and
projected into the future.

In order to sustain the momentum of the achievements made, I would like to make the following
observations in light of our experiences in Bangladesh. The renewal of primary health care can be
instrumental in accelerating the achievement of the Millennium Development Goals, especially in the
low-income countries. In Bangladesh, we are working to establish and operationalize 18 000 community
clinics across the country, with one such clinic for every 6 000 population. The health-sector
initiatives need to be matched with substantial investments in the social determinants of health. The
current Millennium Development Goal review process may consider incorporating specific target
indicators for noncommunicable diseases for 2015 and beyond in a realistic manner. Access to
essential medicines, vaccines and diagnostic kits is crucial for health security in the developing world.
WHO should continue to work for enhancing access to essential drugs and vaccines in this progress,
and in Bangladesh we are in the process of producing vaccines soon. The health dimension of climate
change impact needs to be mainstreamed into the ongoing climate change negotiations in order to
develop a holistic response to the rapidly evolving challenges. The international community should
close ranks to develop innovative finance mechanisms to fill in the resources gaps in meeting the
Millennium Development Goals by 2015. Information and communication technologies have the
potential to change the health-care delivery landscape in the developing world. WHO should use its
expertise to develop the necessary standards for the application of e-health facilities and assist
countries in developing progressive national policies in this regard. As regards mainstreaming of
efforts, inclusion of common people in e-health projects in Bangladesh has been very effective.

In our experience it is not the lack of innovative ideas or cost-effective schemes that hinders
national progress towards achieving the Millennium Development Goals. Rather, it is the difficulties
faced when attempting to scale up successful initiatives into national programmes. With its global
presence, WHO is ideally suited to provide the necessary guidance in this regard. It is the collective
responsibility of the membership to equip WHO financially and procedurally to undertake the
enhanced and additional responsibilities that we expect the Organization to discharge. Thank you all
for listening to me patiently.
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Mrs MUGO (Kenya):

Madam Vice-President, distinguished delegates, the Kenyan delegation congratulates you on
your election to steer this Sixty-third World Health Assembly. We also commend the Director-General
for convening the Health Assembly and for her statement.

We have been reviewing our performance towards attaining the health-related Millennium
Development Goals as we draw closer to 2015. Although we are not on track on most of the
indicators, a lot of progress has been made over the last five to six years. In reducing child mortality,
significant progress has been noted, with the under-five mortality rate falling from 115 per 1000 live
births in 2003 to 74 per 1000 by 2008. Over the same period, infant mortality rate fell from 77 per
1000 live births to 52 per 1000. Similarly, neonatal mortality rate fell from 33 per 1000 live births to
31 per 1000. However, we are still not on track and a lot more needs to be done to improve these
indices. In improving maternal health, the country is not on track, and maternal mortality rate is still
high at 410 per 100 000 live births.

HIV/AIDS, malaria and tuberculosis remain the greatest causes of morbidity and mortality in
the country. However, the country has registered some successes in the fight against these diseases. In
the prevention and control of HIV/AIDS, the AIDS Indicator Survey of 2008 revealed a prevalence
of 7%. Currently over 370 000 people living with HIV receive antiretrovirals as compared with only
2000 people in 2003. About 30 0000 out of the 120 000 eligible children are also on antiretrovirals.
Male circumcision has also picked up as an HIV-prevention strategy, and over 90 000 people have
undergone the procedure in targeted regions in the country.

In malaria prevention and control, the country is on track towards attaining the Abuja targets for
access to artemisinin-based combination therapies in all public health facilities. In 2008-2009, about
3.4 million insecticide-treated nets were distributed to children under five years and pregnant women.
Over the same period, 51% of children under five years and 53% of pregnant women used such nets.
Indoor residual spraying is carried out in all epidemic-prone districts and in some endemic areas.
However, additional resources are required to sustain these gains and the strategies for the ultimate
eradication of malaria.

Our tuberculosis treatment success rate is 85.4% while the case detection rate is 80%. However,
we face challenges with multidrug-resistant and extensively drug-resistant tuberculosis. There are
about 800 detected cases of multidrug-resistant tuberculosis in the country and only 390 of these are
being treated. The rest are at risk of spreading infection. One case of extensively drug-resistant
tuberculosis has been detected and is being treated with WHO help. We urgently require support to
provide treatment for all detected cases of multidrug-resistant tuberculosis. We also request support to
adopt rapid diagnostic methods for tuberculosis, improve mop-up of undiagnosed cases and conduct
tuberculosis mortality surveys. We further request WHO to advocate for the reduction of the price of
second-line tuberculosis medicines.

It is noted that strengthening of health systems is key to attaining the Millennium Development
Goals by 2015. Over the last year, the country has adopted some innovative strategies to address this
issue. Key among this has been the implementation of an Economic Stimulus Programme, which
includes the employment of 4200 additional nurses, the construction of 210 Model Health Centres and
the provision of essential medicines to primary health facilities. Through the Programme, we hope to
improve access to health services at the primary level and thus address some of the key challenges
faced in improving maternal and child health.

We recognize the important role played by human resources in health systems strengthening.
We continue working towards having adequate health workers. Over the last five years, more than
6000 health workers have been recruited with resources from the Government and development
partners. Currently we are implementing the National Human Resources for Health Strategy
(2009-2012) which puts the emphasis on rational distribution of the health workforce in the country
and human resource development. However, we still experience the challenge of inadequate health
workers and insufficient funds in training.

Kenya reiterates its commitment to the implementation of the International Health Regulations
(2005). We are in the process of developing our minimum core capacities for surveillance and
response. However, our key challenge is the strengthening of ports of entry especially at border posts
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shared with countries experiencing political instability. This calls for regional collaboration in
implementing the International Health Regulations (2005). We therefore request WHO to step up
support in strengthening such collaboration.

In conclusion, I would like to thank the Director-General for the 50 000 doses of Tamiflu® and
730 000 doses of the HINI vaccine that Kenya received recently from WHO. We are currently
conducting an immunization drive that will cover 100 000 health workers, pregnant mothers and other
at-risk groups.

Mr YAAR (Israel):

Madam Vice-President, distinguished ministers, distinguished delegates, the State of Israel, with
its well-esteemed health system has long since achieved in all terms the Millennium Development
Goals. Low infant and maternal mortality, low HIV incidence, an efficient national tuberculosis
control service that is well appreciated throughout the European Region, no local malaria case for
several years and high-quality drinking-water accessible to all in a region where water is a scarce
commodity.

Nevertheless, we all realize that the challenge in front of us all is for the global achievement of
the Millennium Development Goals. This coming September, the United Nations General Assembly
will hold a special high-level meeting on this very important issue. The situation does not bode well
and too many countries are not on course to achieve the Goals by 2015. It is our common
responsibility to work together and enhance these efforts. Israel is committed and will pay its share to
this global effort.

For the last 52 years Israel, though MASHAYV, its agency for international development
cooperation, has shared its experience, expertise and knowledge with other countries in various
projects and capacity-building programmes in many thematic areas. This is done in many health fields
such as public health; emergencies and disaster medicine; humanitarian assistance, for example setting
up a field hospital in Haiti less than 36 hours after the earthquake; upgrading water and sanitation
quality including the purification of sewage water for use in agriculture and to increase water
resources; building public-health capacity and community medicine, and more. All these efforts are
consistently undertaken with the primary goal of ensuring the Millennium Development Goals are
realized in a coordinated manner and according to the agreed principles of aid effectiveness, country
ownership, sustainable development and others.

I am also happy to report that the State of Israel has initiated discussions with the WHO on a
Memorandum of Understanding with a view to increasing Israel’s cooperation and contribution to the
Organization and its activities. Israel is itself an example of a country that went through the entire
development process from a new and developing country to a developed country that has recently
joined OECD.

Like so many other countries, Israel is coping with the world pandemic (HIN1) 2009. In 2009,
the State of Israel followed the leadership of the WHO and its Director-General Dr Chan. In light of
the possibility of a huge public health disaster, Israel also diverted a large amount of resources for the
purchase of Tamiflu® and flu immunization for its entire population, in order to minimize any
potential outbreak in the country.

At the same time, Israel is of the opinion that, in the future, a joint front of all Member States,
with the leadership of WHO, has the ability to change the medical market of purchasing medications,
immunization and other equipment in the face of potential world disaster. This in turn, will cause the
market of sellers to lower the prices of these commodities, resulting in much-needed capital for health
systems to reach the Millennium Development Goals.

Israel follows closely the discussions on various agenda items discussed at this session. Such as
the new strategy to reduce the harmful use of alcohol, food safety, the treatment and prevention of
pneumonia, health and migration, and international recruitment of health personnel.

And last but not least, Madam Vice-President, Israel and the Palestinian authority have just
launched proximity talks under the stewardship of the United States of America. Israel considers
public health as a real bridge to peace. WHO headquarters and the European and the Mediterranean
regions have the ability to contribute more to the strengthening of important cross-border health



A63/VR/3
page 47

cooperation. These contributions are also further necessary for the implementation of the International
Health Regulations in the Middle Eastern countries.

Focusing on these efforts is more efficient and glorious than spending time in the Health
Assembly on the yearly ritual of condemnation of Israel which, has never brought any benefit to either
side. The steadfast example of cross-border cooperation, exchange of information and common
preparation with our Palestinian neighbours and others that have relations with Israel, as evidenced at
the time of the avian flu and the 2009 flu pandemic, can be extended to other neighbouring countries
as well. It is an innovative and successful pattern for cooperation that should complement and support
efforts to achieve peace in the Middle East.

M. LARSEN (Haiti):

Madame la Vice-Présidente, Monsieur le Président, Madame le Directeur général, chers
collegues, membres des organisations internationales et des organisations non gouvernementales.

Le séisme du 12 janvier a été pour la République d’Haiti une catastrophe majeure. Les chiffres
sont 1a pour le prouver : 300 000 morts, 250 000 blessés, 1 300 000 sans-abri, 600 000 déplacés vers
des régions non atteintes. Toutes les structures de 1’Etat ont été affectées avec I’effondrement de tous
les batiments publics. Le systéme de santé déja faible s’est vu contraint a faire face a ce grand défi,
avec comme handicap I’effondrement de 30 des 49 hépitaux de la région affectée, des difficultés de
déplacement et de communication. Nous avons pu faire face a cette urgence extréme grace a la
solidarité des Haitiens, de sa diaspora, mais surtout grace a la mobilisation internationale sous la forme
d’envoi de matériel, de médicaments et, surtout, de ressources humaines. Ainsi, tous les blessés ont pu
étre soignés dans les structures d’urgence. Les mesures préventives prises (vaccination, assainissement
des camps, mesures soutenues par beaucoup d’entre vous) nous ont permis jusqu’a présent d’éviter des
épidémies.

La période d’urgence passée, il nous reste a reconstruire notre systéme de santé et apporter des
soins aux nouveaux groupes vulnérables (les handicapés physiques et psychiques) dans un contexte
économique difficile : le pays a en effet perdu 150 % de son PIB et nous comptons 4000 amputés.
Pour atteindre 1’objectif du Millénaire pour le développement, nous avons plus que jamais besoin de
votre aide a tous.

Mais en fait, nous avons pris la parole aujourd’hui non pour faire un exposé exhaustif de la
situation, mais pour reconnaitre devant cette Assemblée de la Santé ce que vous avez fait pour le
peuple haitien. Nous voulons remercier les différents pays ici présents pour leur solidarité agissante.
Nous remercions particulierement I’OMS et son Directeur général, Mme Margaret Chan, pour sa
constance active et son efficace présence a nos cotés: elle a su adapter rapidement son mode
d’opération de fagon efficiente a notre urgence. Permettez-moi de remercier d’une fagon toute spéciale
deux personnes qui dans notre malheur nous ont aidés d’une fagon extraordinaire : il s’agit du
Directeur de I’OPS/OMS, le Dr Mirta Roses, et de la représentante en Haiti, le Dr Henriette
Chamouillet. Que vive le monde dans la paix et la fraternité, merci a tous.

The PRESIDENT:

I thank the delegate of Haiti; our deepest sympathies and our prayers for a fast recovery of Haiti.
I now give the floor to the delegate of Pakistan.

Mr SHAHABUDDIN (Pakistan):

Madam Vice-President, ministers, excellencies, ladies and gentlemen, at the outset let me
congratulate the President of this Health Assembly, the Vice-Presidents and the Chairmen of the
Committees on their election. We certainly have a challenging agenda in front of us, and several
important issues are to be discussed. I am confident that under this able leadership, the Health
Assembly will certainly be able to achieve its objectives.

In the past year, implementation of the International Health Regulations (2005) has remained a
priority in Pakistan and we have adopted various measures for surveillance and response activities.
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One achievement is the formulation of a draft Pakistan Public Health (Surveillance and Response) Act
2010, which addresses all issues related to infectious disease hazards, zoonotic events, food safety,
chemicals and radiological events. I would like to acknowledge the invaluable assistance of the
WHO’s legal team in the preparation of our legislation.

Our flagship National Programme for Family Planning and Primary Health Care, with 100 000 lady
health workers and 5000 supervisors, which was recently subjected to an external third party
evaluation, has shown better results from the covered areas relating to the contraceptive prevalence
rate, use of modern methods of contraception, at least one antenatal visit at a health facility, fully
immunized children and births attended by skilled health workers. A real health revolution is in the
offing through the outreach services of our lady health workers, who are embedded in their catchment
communities.

Prior to 2007, approximately 1500 kidney transplants were performed in Pakistan every year for
foreigners who obtained kidneys via remunerated local donors. This was a matter of serious concern
for the Government of Pakistan. Legislation has been adopted to control these commercial transplants
and subsequently there is sufficient evidence to suggest that unethical practices relating to transplant
tourism have declined significantly.

Pakistan remains one of the four countries suffering from endemic poliomyelitis; and in 2010 so
far, 19 cases have been confirmed. We are cognizant of the dangers this poses to the nations free of the
virus, as has been highlighted by the outbreak in Tajikistan and the recent related case in Moscow. In
the past year, the Prime Minister’s action plan for poliomyelitis eradication that my Ministry
formulated has broken new ground and expanded the partnerships for immunization. However, the
review commissioned by the Director-General last year has highlighted some regional programmatic
weaknesses in our eradication efforts, which we have attempted to address by identifying the districts
with persistent virus transmission and devising immunization plans specific to those 15 districts. Areas
undergoing law enforcement operations remain a barrier to high coverage, and with a majority of cases
being reported from these areas we resolve to be aggressive and innovative in improving our access to
the under-fives in these reservoirs of poliovirus.

A preliminary experience with incentivising high coverage of vaccination has been encouraging,
and we hope to extend this regular engagement with the administration of Karachi. My Ministry in the
past year has borne the fruits of inlands campaign quality, and we plan to place the spotlight now on
the three high-risk districts of Baluchistan in an attempt to catalyse improved performance there.
I wish to assure the Health Assembly that political commitment at the highest levels of all the tiers of
the Government in Pakistan is robust and will continue to be so until the job is finished.

Madam President, in conclusion I would like to place on record Pakistan’s appreciation of
Dr Margaret Chan for her leadership role in global health promotion, and I wish the Sixty-third World
Health Assembly a great success in its deliberations under the President’s guidance. Thank you very
much indeed.

M. TOURE (Mali):

Monsieur le Président de la Soixante-Troisiéme Assemblée mondiale de la Santé, Mesdames,
Messieurs les Ministres et chefs de délégation, distingués participants, Mesdames et Messieurs, je
voudrais, a I’entame de mon propos, adresser mes vives et chaleureuses félicitations au Président de la
Soixante-Troisiéme Assemblée mondiale de la Santé, M. Mondher Zenaidi, Ministre de la Santé de la
Tunisie, pour sa brillante élection, ainsi qu’a tous les membres du Bureau. Je remercie également Mme
le Directeur général, Margaret Chan, pour tous les efforts déployés en faveur du renforcement des
soins de santé primaires et des systémes de santé et particuliérement aujourd’hui pour son excellent
discours plein de dynamisme et de vision.

Permettez-moi également de vous transmettre les félicitations et remerciements du
Gouvernement de mon pays, le Mali, pour la bonne collaboration avec I’OMS.

De I’indépendance de notre pays a nos jours, le Mali a fait siennes les grandes stratégies
mondiales de développement sanitaire tels les soins de santé primaires d’Alma-Ata, le scénario de
développement de Lusaka, I’Initiative de Bamako, la Déclaration de Ouagadougou sur les soins de
santé primaires et les systémes de santé en Afrique, la Déclaration d’Alger pour renforcer la recherche
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en santé ainsi que I’ Appel a ’action de Bamako sur la recherche pour la santé. Il a également souscrit
a la Déclaration de Paris et aux objectifs du Millénaire pour le développement.

Comme réponse nationale, nous signalons 1’¢élaboration et 1’adoption de la déclaration de la
politique sectorielle de santé en 1990, devenue en 2002 Loi d’orientation sur la santé. La mise en
ceuvre de la politique sectorielle de santé et de population se fait a travers le plan décennal de
développement sanitaire et social 1998-2007 en deux phases quinquennales nommées Programme de
développement sanitaire et social, plus connu sous le nom de PRODESS. Ce Programme contribue
aux résultats du Cadre stratégique pour la croissance et la réduction de la pauvreté et a la réalisation
des objectifs du Millénaire pour le développement a I’horizon 2015. Mon pays a aussi adopté une série
de gratuités concernant la césarienne, la prise en charge du paludisme chez la femme enceinte et les
enfants de moins de cinqg ans, et les antirétroviraux pour les personnes vivant avec le VIH et le sida.
De méme, le dispositif de réduction de la mortalit¢ maternelle et infantile est soutenu par 1’adoption
d’une loi sur la santé de la reproduction.

Les nombreux efforts, déployés de concert avec les partenaires techniques et financiers, ont
permis de réaliser des progrés importants comme en témoignent les résultats de [’enquéte
démographique et de santé du Mali de 2006. Ainsi, I’accessibilité géographique aux services de santé
est de 85 % dans un rayon de 15 km et de 54 % dans un rayon de 5 km. Prés de 64 % des
accouchements sont assistés par du personnel qualifié, et la couverture en consultation prénatale est de
90 %. Quant a la prévalence contraceptive, elle est de 7 % et les besoins non satisfaits en planification
familiale sont estimés a 31 %. Le taux de mortalité maternelle est de 464 pour 100 000 naissances
vivantes, la mortalité¢ infanto-juvénile de 191 pour 1000 naissances vivantes, la mortalité infantile de
96 pour 1000 et la mortalité néonatale de 46 pour 1000. La prévalence du VIH/sida, quant a elle, est de
1,3 %. En mati¢ére de prévention et de lutte contre le paludisme, 81,7 % des ménages disposent au
moins d’une moustiquaire imprégnée d’insecticide, 78,5 % des enfants de moins de cinq ans et 73,9 %
des femmes enceintes dorment sous une moustiquaire imprégnée d’insecticide. En outre, les ratios
personnels soignants sont respectivement de 1 médecin pour 12 920 habitants, 1 sage-femme pour
21 003 habitants et 1 infirmier pour 3319 habitants.

La mortalité maternelle et infantile ainsi que 1’utilisation des services par les populations restent
un défi majeur malgré les progrés enregistrés. Ainsi, les maladies transmissibles et non transmissibles,
les épidémies, par exemple de méningite, de choléra, de fievre jaune et de rougeole, les catastrophes
naturelles liées aux inondations et au changement climatique ont une incidence non négligeable sur la
morbidité et la mortalité des populations. Il s’agit donc d’inverser la tendance pour accélérer la
réalisation des objectifs du Millénaire pour le développement. A ce propos, je citerai certaines
réformes et initiatives entreprises, comme le renforcement des soins de santé primaires en vue de
I’accés universel, la politique de développement des ressources humaines, le développement de la
télémédecine a travers I’Agence nationale de télésanté et d’informatique médicale. Je citerai
également la création du Centre de recherche et de lutte contre la drépanocytose, 1’adoption des
documents de politique nationale de Iutte contre le cancer et de sécurité transfusionnelle, et
1’¢laboration du guide de transfert de compétence aux collectivités locales décentralisées.

Des approches novatrices au titre des initiatives internationales sont en cours dans mon pays. Il
y a Dinitiative pour le leadership ministériel, qui porte sur les domaines de la mutualité, du
développement des ressources humaines et de la santé de la reproduction. Il y a aussi le Partenariat
international pour la santé et I’Harmonisation pour la santé en Afrique qui se sont concrétisés au Mali
par la signature du Compact le 20 avril 2009. Le Compact est un contrat entre le Gouvernement et 14
de ses partenaires techniques et financiers, qui définit un cadre commun d’interventions,
d’augmentation et d’amélioration de 1’efficacité de ’aide dans le secteur de la santé. Il engage le
Gouvernement et les partenaires signataires a appuyer un seul et unique plan national de
développement du secteur de la santé orienté vers les résultats. Il contient tous les aspects de la
politique nationale de développement du secteur et met 1’accent sur la prévisibilité accrue de I’aide.
L’effet escompté de I’ensemble des réformes et initiatives est de créer les conditions nécessaires a une
meilleure utilisation des services de santé par les populations pauvres. A cet effet, nous comptons
encore une fois sur I’appui de I’Organisation mondiale de la Santé et de I’ensemble des partenaires
techniques et financiers qui nous appuient quotidiennement et que je remercie infiniment a cette
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tribune. Vive la solidarité internationale ! Que Dieu vous bénisse ! Je vous remercie de votre aimable
attention.

Dr R. Sezibera (Rwanda), Vice-President, took the presidential chair.
Le Dr R. Sezibera (Rwanda), Vice-Président, assume la présidence.

Ms LARSSON (Sweden):

Mr Vice-President, ministers and honourable delegates, I am glad that the Millennium
Development Goals are on top of this agenda today. Let me start by thanking WHO and Dr Chan for
her strong leadership during the fight against pandemic (HIN1) 2009, an issue that dominated the
health agenda in 2009. As this is the first real test of the International Health Regulations (2005), I
look forward to the results from the ongoing review process. I fully agree with what Dr Chan said in
her opening speech today: we need to seek lessons about how the International Health Regulations
(2005) have functioned, about how WHO and the international community responded to the pandemic.
We need to learn lessons about what worked well and what can be done better. Independent, open and
transparent processes are fundamental.

On another note, we have for quite some time been facing another major challenge: the rapid
increase of antimicrobial resistance. In the autumn of 2009, Sweden held the Presidency of the
European Union, and it became clear that all Member States, through Counsel conclusions, were
committed to work on the issue nationally. But the Member States also want to bring forward an
action plan on how to counteract the problem. This should not, however, be an internal issue to the
European Union, but a global one. We can note that there is an increasing awareness about this major
health threat but far from enough action. WHO leadership is urgently needed in this area. There is a
strong need to limit excess use of antibiotics, both by more restrictive use of our health and medical
services and by more effective regulations on marketing and sales.

At the same time there are a number of regions in the world that have no access at all to
effective antibiotics. We also need to speed up the development of new medicines with the capacity to
replace the antibiotics that no longer work. In November 2009, the European Union and the United
States of America decided to join forces and establish a task force on antimicrobial resistance. The
matter at hand is so urgent that I encourage all Member States to do their utmost to reduce such
resistance. And at the same time, I urge WHO to commit itself to this matter in accordance with the
resolution from 2005, and report back on its work to the Health Assembly, preferably next year.

Let me then move to the matter of the future financing of WHO. Many of us are deeply
concerned with the current financial situation. It is problematic that the governing bodies only have a
direct influence over about 20% of the total budget. Over the past decade we have discussed how to
come to grips with this situation. At the same time the proportion of earmarked funding has continued
to expand. The situation is not sustainable. We are now living with the situation where decisions by
the Health Assembly can be implemented only partially, and sometimes not at all within a reasonable
time frame. Therefore, my Government warmly welcomes the initiative by the Director-General on
innovative financial mechanisms. We are prepared to actively engage in your efforts.

I want to conclude with some words about the global strategy to reduce harmful use of alcohol.
We have been through a lengthy and sometimes difficult process. I am very pleased that we have
hopefully now finally reached the adoption phase. The outcome of the broad consultations has led to a
draft strategy that is both well-balanced and based on best available evidence and practice. It is well
adapted to the various resources, context and circumstances at hand in different Member States. An
excellent WHO report was recently published called Global health risks. It confirms the great impact
of the harmful use of alcohol, the impact especially on our children and on families. The report
contains an update of the global burden of disease where alcohol ranks number three as a risk factor —
closely behind underweight and unsafe sex. So arguments strongly support the urgent need for us all to
agree on and support the implementation of this strategy. I want to thank all Member States that have
jointly and actively embarked on this effort. I am convinced that the global strategy to reduce harmful
use of alcohol has the potential to become a landmark in combating alcohol-related health and social
harm, and I would like to urge all of us to support WHO’s future work.
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La Dra. MARTINEZ (Paraguay):

Sefior Vicepresidente, sefioras ministras, sefiores ministros, sefioras jefas y sefiores jefes de
delegacion: En primer lugar permitame felicitarlo por su eleccion como Presidente de esta 63.%
Asamblea Mundial de la Salud, asi como a los demas miembros de la Mesa. Es con mucho placer que
me uno a los reconocimientos, ya expresados por otros oradores, a los esfuerzos colectivos que se han
realizado en el mundo para avanzar con las politicas de salud que permitan a nuestros pueblos
alcanzar un mejor estado de salud y de calidad de vida.

Destacamos y felicitamos la agenda de trabajo de la 63.* Asamblea Mundial de la Salud, sobre
todo por el abordaje de temas estratégicos como el monitoreo de los Objetivos de Desarrollo del
Milenio, la evaluacion de la pandemia de virus humano A HINI; la aplicacion del Reglamento
Sanitario Internacional; la salud publica y la innovacion de la propiedad intelectual; el codigo de
practicas mundial para la contratacion internacional del personal de salud, asi como los determinantes
relacionados con la salud.

El Gobierno del Paraguay apuesta firmemente al cumplimiento de las metas del Milenio, es por
eso que impulsa politicas publicas adecuadas con miras a financiar los programas sociales. El
Ministerio de Salud Publica y Bienestar Social, en consonancia con estos objetivos se ha trazado metas
a corto, mediano y largo plazo. El escenario global de los ODM en el Paraguay indica que tanto las
metas de progreso compatibles con el cumplimiento, como las de progreso insuficiente, requeriran de
un esfuerzo sostenido e importante. El logro de las metas pendientes dependera de un crecimiento
economico de calidad, el incremento en cantidad y eficiencia del gasto social, politicas de Estado y la
participacion de la sociedad, en toda su diversidad.

La delegacion del Paraguay reitera su apoyo a la resolucion 06/2010 del Consejo de Salud
Suramericano del UNASUR, con relacion a la vacunacion contra el virus de la influenza A (HIN1) y
reitera su solicitud al Fondo Rotatorio y proveedores de vacunas a extremar todas las medidas para
cumplir de manera estricta el cronograma de entrega del bioloégico a fin de garantizar la
implementacion del Plan de Inmunizacion de manera oportuna en cada uno de los Estados Miembros.

Hace un afio compartiamos con ustedes los avances del proceso de cambio politico, econdomico
y social que se venia desarrollando en el Paraguay a partir del nuevo Gobierno, que asumié su mandato
el 20 de agosto de 2008. Un proceso de cambios que ha significado la ruptura con un modelo politico
donde el gobierno estuvo en manos de un solo partido politico por mas de 60 afos; asi como un fuerte
compromiso del Gobiermno y la ciudadania con los sectores sociales, y en particular con los mas
excluidos, para garantizar la vigencia plena de los derechos humanos, el avance hacia la cobertura
universal de la salud, el combate a la pobreza y la inequidad economica y social.

Al inicio del Gobierno, se ha consolidado un gabinete social integrado por todos los ministerios y
secretarias de estado del ambito social. Con ellos, en febrero de este afio, se ha concluido el
documento de la Politica Publica para el Desarrollo Social 2010-2020, «Paraguay para todos y todasy.
El mismo surge de un gran debate dentro del Gobierno nacional y departamental y con todos los
sectores politicos, sociales, gremiales, sindicales y ciudadanos. El documento contiene una vision de
corto, mediano y largo plazo, con metas para el afio 2011, afio en que se conmemora el Bicentenario
del nacimiento de la Reputblica del Paraguay; metas para el afio 2013, que seran el legado de este
Gobierno para el proximo electo ese afio; y metas para el afio 2020, apuntando a consolidar la
construccion de politicas de Estado, en el ambito de lo social.

El Presidente de la Republica, dos semanas antes de ser electo, asumié un compromiso nacional
el dia 7 de abril de 2008, Dia Mundial de la Salud, de llevar adelante la «Politica Publica de Calidad de
Vida y Salud con Equidad en el Paraguay». Esta politica, orienta la construccion del Sistema Nacional
de Salud (SNS) que tiene por objetivo disminuir hasta eliminar las inequidades en salud y promover
un Estado social de derecho. Asi también, el cambio de los modelos de atencion o de abordaje a la
salud publica, adoptada a lo largo de la historia en el Paraguay, un modelo insuficiente e incapaz de
dar respuesta a los problemas mas elementales, cuyo fracaso se expresa hoy como una dramatica
deuda social acumulada en salud.

Las nuevas politicas representan un cambio de direcciéon y de rumbo en el quehacer del
Ministerio de Salud Publica y Bienestar Social, en su rol rector del Sistema Nacional de Salud (SNS),
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que se centra en el desarrollo del individuo, su familia y su comunidad, que no tiene vuelta atras y que
se encuentra en una fase plena de implementacion.

El nuevo modelo sanitario tiene como e¢je transversal la estrategia de atencidon primaria de salud
y la organizacion de las Unidades de Salud de la Familia (USF), como la puerta de entrada a la red de
servicios de salud y distribuida segin territorio y poblacion asignada, y pretende llegar a una cobertura
universal para el afio 2013. El modelo sanitario apunta también a la consolidacion de redes de
atencion segun complejidad y la articulacion en la prestacion de servicios de la red publica, la
seguridad social y el sector privado. Se estan desarrollando grandes esfuerzos en la modernizacion
institucional, el fortalecimiento institucional, el desarrollo del sistema nacional de informacion y la
lucha contra la corrupcion, asi como el apoyo a la transparencia y la rendicion de cuentas de manera
participativa.

Dos aspectos a destacar. El primero, el proceso de gratuidad en la prestacion de servicios de la
red publica, eliminando los aranceles y el pago directo de bolsillo de la gente, lo que ha permitido el
incremento del uso de los servicios por encima del 25%. El segundo, la politica de medicamentos, que
ha permitido la compra centralizada, con economia de escala, asi como la ruptura con practicas
oligopdlicas y especulativas del mercado de medicamentos ¢ insumos. Esto ha permitido millonarios
ahorros para el Ministerio de Salud. Solo en la compra de oxigeno se ha conseguido un ahorro en dos
afios de mas de US$ 11 millones. Y estimamos que la compra internacional de los retrovirales para el
VIH/sida pueda significar un ahorro de mas de US$ 4 millones durante el 2010. Como han podido
apreciar, todo el compromiso del Gobierno es firme y no tiene retroceso. Estos avances son
estratégicos para enfrentar la amplia brecha que alin tiene el pais con relacion a los Objetivos de
Desarrollo del Milenio.

Para finalizar nuestra intervencion quisiéramos en nombre del Gobierno y del pueblo paraguayo
reiterar nuestra solidaridad con los pueblos hermanos de Haiti y Chile que han vivido momentos de
gran tragedia y conmocion social el pasado 22 de enero y el 27 de febrero de este afio,
respectivamente. Debemos seguir avanzando entre nuestros paises hacia una vision internacional del
derecho a la salud. Manifestamos nuestro compromiso con los pueblos hermanos de esas naciones,
reafirmando una vez mas la vocacion de servicio del Paraguay, aun en el marco de nuestras
limitaciones impuestas por la pobreza. Muchas gracias.

Le Dr FADA (Sénégal):

Monsieur le Président de séance, Mesdames et Messieurs les Vice-Présidents, Mesdames et
Messieurs les Ministres et chefs de délégation, Excellences, Mesdames et Messieurs, honorables
délégués, dans la Région africaine, les décideurs ont pris des engagements forts dans le but d’accélérer
la réalisation des objectifs du Millénaire pour le développement liés a la santé. Malgré tout, les
derniers rapports ont présenté des résultats mitigés. Au Sénégal, nous avons trés tét augmenté les
ressources destinées a la santé. Le budget est passé de 29 milliards de FCFA en 2000 a 108 milliards
en 2010. Ainsi, d’importantes initiatives de gratuité de soins ont pu étre prises par le Président de la
République, M. Abdoulaye Wade, en faveur des groupes les plus vulnérables. Il s’agit notamment du
plan sésame qui permet de dispenser des soins gratuits aux personnes de 60 ans ou plus ; de I’accés
gratuit aux antirétroviraux pour tous les malades du sida, et aux antibiotiques spécifiques pour tous les
malades de la tuberculose ; de la gratuité de ’accouchement et de la césarienne ; et, depuis le 1¥ mai
2010, de la gratuité des associations thérapeutiques a base d’artémisinine pour le traitement du
paludisme.

Dans un tel contexte de décisions et d’initiatives volontaristes, nos résultats dans la réalisation
des objectifs du Millénaire pour le développement liés a la santé sont les suivants. Pour la mortalité
infantile : le nombre de décés d’enfants de moins de cing ans a connu une baisse importante, mais
nous sommes loin de 1’objectif pour 2015. Les causes de déces dans ce groupe d’age sont les maladies
diarrhéiques, la malnutrition et les infections respiratoires aigués. Pour la santé maternelle : nous
avons fait des progres importants. En effet, nos efforts se sont traduits par la hausse de la proportion
d’accouchements assistés par un personnel qualifié, du taux de prévalence contraceptive et des
consultations prénatales. Pour accélérer ces deux indicateurs, le Sénégal a lancé I’initiative « Badienou
Gokh » qui signifie littéralement « la marraine du quartier ». Il s’agit d’un programme de parrainage
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qui permet 1’encadrement rapproché des femmes en dge de procréer aux différentes étapes de la
maternité. La marraine sert de conseiller contre, notamment, les maladies sexuellement transmissibles
et le sida, les grossesses non désirées, les avortements. Concernant 1’objectif 6 du Millénaire pour le
développement, le Sénégal a un taux de prévalence du sida relativement faible de 0,7 %, que nous
nous efforgons de maintenir voire de réduire. Pour ce qui est de la lutte contre le paludisme, les
résultats que nous avons enregistrés sont tres bons. De 8000 cas de déces en 2000, nous en sommes a
577 en 2009. Aujourd’hui, on est en phase de préélimination du paludisme au Sénégal. En ce qui
concerne la tuberculose, le taux de dépistage est aujourd’hui de 60 % et celui de guérison de 78 %. Le
taux d’abandons est passé¢ de 25 % en 2002 a 7 % en 2008. Mais, pour faciliter la réalisation des
objectifs du Millénaire pour le développement, il faut aller vers une approche intégrée. Quant a la lutte
contre les maladies non transmissibles, elle constitue aujourd’hui un grand défi pour le Gouvernement.
Elles sont I’objet d’une trés grande attention du Gouvernement qui développe des initiatives pour
alléger le cout de certains traitements. Nous avons réduit au mois d’avril dernier le prix de
I’hémodialyse de 80 % et envisageons de 1’inscrire parmi les initiatives de gratuité dés le 1¥ janvier
2011. Un autre sujet de préoccupation est lié aux maladies réémergentes. A ce propos, nous
remercions 1’Organisation mondiale de la Santé et ses partenaires pour le lancement en Afrique de
I’Ouest d’une campagne de vaccination synchronisée contre la poliomyélite. Dans ce cadre, nous
avons pu, apres trois passages, vacciner 99 % des enfants de moins de cinq ans. De tels programmes
sont a encourager.

Au Sénégal, nous sommes conscients de la nécessité d’une approche globale qui agit sur les
déterminants sociaux — éducation, assainissement, eau et environnement. Nous travaillons également a
réduire la fracture numérique entre les différents milieux de notre communauté. Un grand chantier,
que nous avons ouvert avec optimisme, est celui de 1’utilisation de la télémédecine/télésanté pour
rapprocher davantage nos spécialistes des populations rurales. Nous avons inscrit dans notre plan
national de développement sanitaire 2009-2018 deux axes prioritaires : la révision de notre politique
hospitaliére et la création d’un fonds national de solidarité santé, financé par les taxes provenant du
tabac, de ’alcool et des entreprises polluantes. Nous restons également attentifs a la nécessité de
promouvoir 1’industrie pharmaceutique locale, nationale ou régionale pour soulager nos faibles
économies et favoriser I’accés de nos populations a des médicaments de qualité en attendant la
réalisation de notre souveraineté thérapeutique a laquelle notre riche médecine traditionnelle devrait
pouvoir contribuer.

Tous nos efforts internes resteront toujours vains si un investissement financier important, que
nous ne pouvons mobiliser seuls, n’est pas alloué au secteur de la santé. Il nous faut incontestablement
la collaboration et I’assistance de la communauté internationale. C’est toute I’importance qu’il y a a
réaliser I’objectif 8 du Millénaire pour le développement « Mettre en place un partenariat mondial
pour le développement ». Mesdames et Messieurs, enfin, je vous invite a méditer ces phrases tirées du
dernier rapport du Secrétaire général de I’ONU sur les objectifs du Millénaire pour le développement :
« La Déclaration du Millénaire est la plus importante promesse collective jamais faite aux populations
les plus vulnérables de la planéte. Cette promesse, qui ne doit rien a la pitié ou a la charité, repose sur
la solidarité, la justice et le sentiment que nous sommes de plus en plus dépendants les uns des autres
pour notre prospérité et notre solidarité collectives. ». Je vous remercie de votre aimable attention.

Dr SEDYANINGSIH (Indonesia):

Mr Vice-President, excellencies, ladies and gentlemen, it is a great honour for me to be here in
Geneva to deliver my statement at this Sixty-third World Health Assembly. I congratulate His
Excellency, Mr Mondher Zenaidi of Tunisia, on his assumption of the Presidency of the Health
Assembly. This Health Assembly is indeed of utmost importance as an annual event discussing the
global health agenda and recommending policy direction, aimed at achieving healthy global
communities.

It has been 10 years since the United Nations Millennium Summit agreed to a 2015 deadline for
attaining the Millennium Development Goals. Therefore, it is timely for us to undertake a review on
our achievements and consider ways forward to accelerate attainment of the agreed Goals for those
that are lagging behind. Indeed, public health inputs constitute the major components of the
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Millennium Development Goals, namely: nutrition, maternal health, child health, water and sanitation
and HIV/AIDS and other prevalent communicable diseases. Furthermore, poverty alleviation and
gender mainstreaming are closely linked to public health intervention.

I am pleased to note that some Member States have achieved significant progress in attaining
the Millennium Development Goal targets. However, we must also recognize that major and often
unforeseen challenges such as political instability and conflict, lack of resources and economic and
humanitarian crises have impeded the efforts of some countries in meeting the Goals. Given that we
now only have five years to meet the 2015 deadline, Member States need to reaffirm their
commitment and continue in their efforts to reinvigorate and strengthen mutual cooperation and
partnerships. In this regard, Indonesia is fully committed to achieving the Millennium Development
Goals as scheduled. President Susilo Bambang Yudhoyono emphasized that the effort to achieve the
Goals is a moral obligation, not only for the fulfilment of international commitment, but also for our
national need to increase the welfare of the people.

Indonesia, with its disparities in geographic locations of about 17 000 islands and level of
socioeconomic development, combined with its cultural and social diversities, is experiencing
different levels in the achievement of the Millennium Development Goals targets as far as comparative
analyses between areas are concerned. Decentralized areas, with their diverse resources, have
contributed to diverse responses to public health interventions, posing serious challenges to attaining
the agreed Goals.

Although significant investment has been undertaken by the Government of Indonesia,
including the use of international aid, aimed at achieving the Goals, there is an urgent need for us to
consider constructive ways to accelerate their achievement. In this regard, I should recall the statement
of the Indonesian Vice-President Boediono, at the United Nations headquarters last April 2010 that
“Increased and secure funding is essential to increasing the momentum towards achieving the
Millennium Development Goals”. On the other hand, based on the analysis in Indonesia, the
Government could only fulfil health financing for less than 80%. It is therefore pertinent that the levels
of Official Development Assistance from donor countries remain consistent and in place, as stated by
the United Nations Secretary-General, Mr Ban Ki-moon. Nevertheless, we should not preclude
governance in facing this reality. I urge that international aid be made effective by synchronising and
synergizing the national policies and strategies.

All measures and strategies implemented by the Government of Indonesia adopt a “pro-poor”
approach focusing, among others, on maximizing the natural and cultural assets of poor communities
and creating an environment in which opportunities to make income can be generated. All
stakeholders, including the Government, private sector and civil society, should make meaningful
contributions to this process and their participation and cooperation at all levels are required.

Allow me to reiterate the principle that “Health is an investment, not a cost!” Clearly it is
essential that any health-care system be financially viable, but this financial viability should not be
calculated in isolation from the business perspective or from long-term saving strategies. Access to
health care allows millions of people to live longer, healthier and more productive lives, and is a
fundamental human right for the people on whose behalf we speak today. All countries, particularly
those that are more economically developed, have a collective responsibility to support and develop
the principles of human dignity and equality, both in their own countries and internationally.

In this regard, I welcome the result of the Open-Ended Working Group of Member States that
has successfully projected the vision of addressing the Pandemic Influenza Preparedness Framework.
The final objective of its work is to achieve a fair, equitable and transparent mechanism that covers
both the sharing of biological material as well as the sharing of benefits derived therefrom. I hope the
final agreement will be reached in the near future in order to be able to see the effective work of the
Framework.

Finally, I emphasize that through the revitalization of our primary health-care services and
through health system reforms, we sincerely hope that our objective of providing equal access to
health-care facilities and improving the quality of health of all Indonesians can be met. In turn, the
global population will be better off in terms of health status.



A63/VR/3
page 55

Professor CHUKWU (Nigeria):

Mr Vice-President, honourable ministers, delegates, on behalf of the President of the Federal
Republic of Nigeria, His Excellency Dr Goodluck Ebele Jonathan, I bring you greetings from my
country Nigeria and her people. I also wish to use this forum to congratulate the President of the
Sixty-third World Health Assembly, Mr Mondher Zenaidi, Minister of Health of Tunisia, on his
election and wish him success in steering the course of this Health Assembly. Mr President, I am sad
to inform this Health Assembly of the recent passing-on of our President, Umaru MusaYar’ Adua, who
died on Wednesday, 5 May 2010 and has since been buried. May his gentle soul rest in perfect peace.

Mr Vice-President, kindly allow me to thank and appreciate the contributions of
Dr Margaret Chan the Director-General of WHO, for her continued promotion of the mandate of this
global body, especially the prompt and efficient way in which WHO, under her leadership, has risen to
the many new emerging global health challenges such as the threat posed by pandemic (HIN1) 2009
and climate change challenges to health. The Government of Nigeria also uses this opportunity to
commend the other nations of the world for their immediate and prompt response to these important
health challenges and also commiserate with countries that have directly suffered untold damages,
fatality and other attendant consequences.

During the Sixty-first and Sixty-second World Health Assemblies, several issues were at the
heart of the agenda which Nigeria had committed to address, especially eradication of poliomyelitis,
maternal and child health, malaria control, pandemic influenza prevention and control,
noncommunicable disease prevention and control, climate change and national legislation on health
including the National Strategic Health Development Plan, among others. These issues remain very
important to Nigeria, and our commitments to continuously respond to them remain unwavering.

As you may be aware Nigeria has made tremendous progress in poliomyelitis eradication since
the last Health Assembly, when we were one of only four countries that were yet to interrupt wild
poliovirus transmission in the world. As of today, Nigeria has introduced new innovations aimed at
improving effectiveness of poliomyelitis eradication activities, utilized the more effective monovalent
and bivalent oral poliovirus vaccine using an integrated approach, and adopted the Immunization Plus
Days. During the Days, a broad range of child survival interventions are employed, resulting in
marked improvement in vaccination coverage and quality and a significant decline in the transmission
of wild poliovirus, leading to an unqualified endorsement by the Lancet of the progress made by
Nigeria.

Closely following the poliomyelitis issue is the problem of the outbreak of other infectious
epidemics in Nigeria in the recent past. We have effectively contained these outbreaks and put
measures in place to ensure prevention of future outbreaks. These include enhancing surveillance
activities, providing relevant drugs for case management and thus reducing mortality, strengthening
laboratory and diagnostic capacities, and conducting relevant training of the health workforce.

We wish to reassure you and reiterate that Nigeria is fully prepared for the outbreak of
pandemic (HINT1) 2009 that has affected a large number of countries worldwide. We have taken steps
such as strengthening national epidemic preparedness and response, increased collaboration with
States and other stakeholders by expanding the National Epidemic Preparedness and Response
Committee to involve States, relevant ministries and stakeholders. Similar bodies have also been
established in all the States and local government areas. Disease surveillance has been strengthened,
not only in the health facilities and communities but also at all ports of entry into the country. We are
also implementing the International Health Regulations (2005), of which Nigeria is a signatory.

As part of efforts to fulfil our compact with the people and also our commitment to the
international community, Nigeria is working hard to be on track for the achievement of the
Millennium Development Goals. While we are on track for health-related Goal 6, we are challenged
on Goals 4 and 5. In response to this, we are addressing the issues relating to the inadequate health
system, resource allocation and human resource gaps as part of efforts to achieve these two Goals.
Nigeria is currently implementing the Integrated Maternal, Newborn and Child Health Strategy as an
integral component of the National Strategic Health Development Plan. The Government of the
Federal Republic of Nigeria has also embarked on a specific unique health intervention called the
“Midwives Service Scheme” as one of the interventions to address Millennium Development Goal 5.
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As of today, 2488 midwives have been deployed in over 650 primary health-care centres in the
remotest communities, thus ensuring skilled attendance at birth.

Diseases related to poor lifestyles are also on the increase, thereby creating a dual epidemic of
communicable and noncommunicable diseases for the country. We have therefore responded by
reinvigorating the Non-Communicable Disease Programme to meet national and global targets.
Following the health systems strengthening initiatives, Nigeria is now expanding services in line with
the African Union Summit Declaration of 2006. Nigeria is on course to eradicate guinea-worm
disease, having reported the last case in November 2008. We will continue working to ensure that we
remain guinea-worm free and thus earn WHO certification within the next two years.

The Federal Government of Nigeria, recognizing the poor health status of the population and the
urgent need to strengthen health systems, has developed a National Strategic Health Development Plan
through an extensive consultative process involving the States and local governments and other key
stakeholders. This Plan provides one plan, one budget, one results matrix and one monitoring and
evaluation framework.

Finally, I wish to use this opportunity to once again express appreciation to WHO and all of our
development partners in their commitment towards the success of our efforts. Please do not relent, as
we will continue to solicit your support in our efforts at meeting the global health goals. As we say in
Nigeria, it is not over until it is over. God bless you all.

Mrs WIDMANN-MAUZ (Germany):

Madam Director-General, Mr Vice-President, ladies and gentlemen, it is an honour for me to be
with you all at the Sixty-third World Health Assembly. If we did not have the Millennium
Development Goals, we would have to invent them. All of the Goals contribute to health, and the
German Government is fully committed to supporting our partners in achieving them.

The Millennium Development Goals, especially those directly related to health outcomes, have
become the international frame of reference for global health. They are concise, measurable and have
immense mobilizing power. Merely five years remain until 2015. At this point, we can see that
progress on the health-related Goals is mixed: considerable progress has been made, but there are still
substantial challenges. Coherent national Millennium Development Goal strategies and efforts are the
key to success. This includes enhanced investment and capacity building in health systems.

Germany believes that robust health systems are crucial for achieving all health-related
Millennium Development Goals. They will accelerate progress in other Goals such as education and
especially poverty reduction. Goal 1 expresses the aim to overcome extreme poverty and hunger.
Therefore, it is unacceptable that more than 100 million people are driven into poverty each year
because of health-care costs and insufficient health protection. Hence, Germany explicitly welcomes
the Director-General’s decision to focus the forthcoming World health report on the issue of
“financing for universal coverage”.

Germany has decided to promote the topic of health systems financing through a high-level
ministerial conference in Berlin on 22 and 23 November of this year. Our conference with the title
“Health System Financing — Key to Universal Coverage” will provide a political framework for the
high-profile launch of The world health report. It is our goal to move the issue of health systems
financing to the top of the global health agenda. We believe that this focus on health systems
strengthening and health systems financing will provide a meaningful contribution for the achievement
of the Millennium Development Goals by 2015. We invite all Member States to participate in this
process.

Although progress had been made, health systems continue to fail to meet the health-care needs
of women at key moments of their lives. With its global report, Women and health: today’s evidence
tomorrow’s agenda, WHO has taken stock of the worldwide health situation of women across their
life-course. The evidence it contains is compelling, and the agenda for action it proposes is one that
should engage us all. The fact that widespread inequities in the health of women and girls persist is
unacceptable when we know what needs to be done.

Strategies to improve women’s health must be based on improving gender equality and
women’s empowerment — Millennium Development Goal 3 promotes gender equality and empowers
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women — is vital for the achievement of all Goals. We call upon all stakeholders to reaffirm the global
commitment to achieving the Millennium Development Goals by 2015 and to develop coherent
strategies to accelerate progress.

Ladies and gentlemen, this Health Assembly truly has a very full agenda this year. We will be
working on issues vital to global health. Some of these will need considerable discussion and profound
deliberation. These include the exchange of viruses with pandemic potential, the International Health
Regulations (2005) review, counterfeit medicines and the draft Code of Practice on the International
Recruitment of Health Personnel.

Mr Vice-President, ladies and gentlemen, be assured of the support of Germany in all these efforts.

M. MALLY (Togo):

Monsieur le Président de séance, Mesdames et Messieurs les Vice-Présidents et membres du
Bureau, chers collégues Ministres de la Santé, distingués invités, Mesdames et Messieurs, permettez-
moi d’utiliser cette opportunité pour vous féliciter de votre élection a la téte de la Soixante-Troisiéme
Assemblée mondiale de la Santé.

Dans le cadre de la Déclaration du Millénaire, les autorités togolaises se sont engagées a
contribuer a réaliser un certain nombre d’actions prioritaires dont I’accroissement des efforts en faveur
de I’¢élimination de la pauvreté et de I’avancement des principes de la dignité humaine. C’est dans ce
cadre que le Togo a préparé en 2003, puis en 2008, les rapports de suivi des objectifs du Millénaire
pour le développement pour informer le grand public sur les progrés a réaliser dans le but de les
atteindre en 2015. Notons que le dernier rapport sur le suivi des objectifs du Millénaire pour le
développement en 2010 est en cours de validation par mon pays. Concernant 1’objectif 4 du Millénaire
pour le développement, la réduction de la mortalité, notamment de la mortalité infantile et infanto-
juvénile, est un gage pour la reproduction efficace de la population et des ressources humaines
indispensables au développement de 1’économie nationale. La prévention des maladies par la
vaccination joue un rdle important dans 1’élimination de certains facteurs de décés des enfants de
moins de cing ans. Ainsi, en dehors de la vaccination de routine, les campagnes de vaccination contre
la rougeole initi¢es depuis 2001 ont fait baisser les décés dus a cette maladie. Une nouvelle approche
utilisée au Togo est la campagne intégrée. En effet, prenant en compte la rareté des ressources,
I’intégration des interventions s’avere une des stratégies efficaces pour la réalisation des objectifs du
Millénaire pour le développement. Le Togo a expérimenté en 2004 la stratégie d’intégration de la
campagne de vaccination contre la rougeole et la poliomyélite et, en 2008, la distribution gratuite des
moustiquaires imprégnées d’insecticide de longue durée, la supplémentation en vitamine A et le
traitement des parasitoses a travers 1’administration de I’albendazole. Cette campagne nationale a été
réalisée avec I’appui de plusieurs partenaires et a concerné les enfants de moins de cinq ans qui sont
les cibles vulnérables aux maladies évitables. Celle de 2008 figure parmi les premicres expériences
africaines de couplage de la vaccination a la distribution de moustiquaires imprégnées. Ce résultat
constitue un progres considérable en comparaison des conclusions de 1’étude réalisée en 2006 par les
Centers for Disease Control and Prevention d’Atlanta qui montrait que seulement 58 % des enfants de
moins de cinq ans et 55 % des femmes enceintes dormaient sous des moustiquaires imprégnées
d’insecticide de longue durée.

Concernant 1’objectif 5 du Millénaire pour le développement (Améliorer la santé maternelle), au
Togo, le taux de mortalit¢ maternelle demeure encore loin du seuil de 160 déces pour 100 000
naissances vivantes attendus en 2015 en comparaison du niveau de 1990 qui était de 640 déces pour
100 000 naissances vivantes. Le pourcentage des accouchements assistés par le personnel de santé
qualifié a évolué 1égerement, passant de 61 % en 2003 a 62 % en 2006. La proportion des méres ayant
bénéficié de consultations prénatales a légérement baissé, passant de 86 % en 2003 a 83,8 % en 2006.
La mortalit¢ maternelle reste une question préoccupante au Togo en raison notamment de
I’insuffisance des visites prénatales liée au faible revenu et de 1’ignorance des ménages. Ainsi, pour
résoudre ce probléeme, le Gouvernement togolais vient de recruter prés de 2000 agents de santé, toutes
catégories confondues. La problématique de la prise en charge de la césarienne est en cours d’étude et
de réalisation au niveau du pays. S’agissant de I’objectif 6 du Millénaire pour le développement pour
ce qui concerne le VIH au Togo, la prévalence du VIH dans la population générale est estimée a 3 %
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en 2008 contre 3,6 % en 2001 et 3,3 % en 2005. La prise en charge des personnes malades s’améliore
du fait de la gratuité des antirétroviraux rendue effective depuis le 17 novembre 2008. Le nombre de
malades bénéficiant d’un traitement antirétroviral est ainsi passé de 700 en 2002 a 11 211 en 2008 et a
pres de 17 000 en 2009 avec 115 centres accrédités. Sur le plan institutionnel, le Togo a mis en place
en 2001 le Conseil national de lutte contre le sida dans une perspective de réponse multisectorielle ; ce
Conseil est présidé par le Président de la République. La réponse a 1’épidémie du VIH au Togo
s’organise sur la base des plans stratégiques nationaux. Le Togo vient de bénéficier du Round 8 en
cours de mise en ceuvre, ce qui lui permet de renforcer les interventions de lutte contre le VIH/sida
dans le pays. En matiére de lutte contre le paludisme, malgré les progrés importants réalisés dans ce
domaine, le paludisme demeure un réel probléme de santé publique compte tenu des préoccupations
socio-¢économiques chez les populations vulnérables. I représente au Togo la premiére cause de
morbidité et de mortalit¢ dans les formations sanitaires. Il est endémique et stable avec une
transmission qui dure presque toute I’année sur I’ensemble du pays. Les taux de mortalité hospitalicre
proportionnelle du paludisme étaient de 46 % en 2007 et occupaient ainsi le premier rang des
pathologies avec une 1étalité moyenne de 4 %. Les informations sur la protection et le traitement du
paludisme aux niveaux national et régional permettent de conclure que des progrés ont été réalisés
dans la lutte contre cette endémie. L’opportunité du pays d’avoir accés au Round 9 aprés les
prochaines négociations permettra le renforcement des actions de lutte contre le paludisme en vue de
pouvoir parvenir a 1’accés universel.

Au Togo, le Gouvernement a élaboré et adopté la Stratégie nationale de développement a long
terme axée sur les objectifs du Millénaire pour le développement en 2006 et le Document de stratégies
de réduction de la pauvreté complet en 2009. Au niveau sectoriel, un plan national de développement
sanitaire 2009-2013 vient d’étre adopté prenant en compte les indicateurs des objectifs du Millénaire
pour le développement. Par ailleurs, le cadre juridique et institutionnel a été renforcé par I’adoption du
code de la santé en 2009 et le plan national de développement et de gestion des ressources humaines
en santé en 2010. Malgré les efforts accomplis, beaucoup de défis restent a relever dans les domaines
suivants : mobilisation des ressources financiéres du secteur dans le cadre de la réalisation des
objectifs du Millénaire pour le développement ; renforcement des effectifs de personnels de santé ainsi
que de leurs compétences ; amélioration de 1’environnement de travail a travers des constructions et la
réhabilitation des infrastructures sanitaires ainsi que de leurs équipements ; amélioration de la qualité
des soins et de leur accés a travers des interventions intégrées efficaces et a moindre coit ;
renforcement du systéme national d’information sanitaire.

C’est pourquoi, tout en remerciant I’OMS pour son appui constant, le Togo sollicite la poursuite
et le renforcement du soutien de 1’Organisation en vue de la réalisation des objectifs du Millénaire
pour le développement liés a la santé. Je ne saurais terminer mon propos sans rendre un hommage
mérité a Mme le Directeur général de I’OMS pour le leadership et 1’efficacité avec lesquels elle gere
les différents problémes de santé auxquels le monde est confronté. Le Togo souhaite la poursuite des
efforts entrepris pour préserver les pays a faible revenu de nouvelles maladies qui risquent de
compromettre dangereusement leurs efforts de développement pour la réalisation des objectifs du
Millénaire pour le développement. Je vous remercie.

El Dr. PORTAL MIRANDA (Cuba):

Excelencias: Segun el informe distribuido por la OMS, a tan solo cinco afios del 2015, aunque
hay indicios de progresos, las tendencias actuales indican que desafortunadamente muchos paises no
alcanzaran el cumplimiento de los Objetivos de Desarrollo del Milenio. Se sefiala que la desnutricion
es la causa de mas de un tercio de las defunciones infantiles y que aun cuando hay progresos en la tasa
de mortalidad en menores de 5 afios, se esta lejos de la meta.

La mortalidad materna tiene una situacion que casi no ha cambiado desde 1990, lo que es
particularmente dramatico en Africa, con una tasa de 900 muertes maternas por 100 000 nacidos vivos
en comparacion con 27 en la Region de Europa. Persisten necesidades insatisfechas de
anticonceptivos, lo que provoca que se mantenga alto el nimero de embarazos en adolescentes. Se
consignan mejorias en enfrentamiento a la malaria, tuberculosis y sida y llama la atencion que de
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9,5 millones de personas de paises de ingresos bajos y medios que necesitaban tratamiento
antirretrovirico, mas de cinco millones no tuvieron acceso a él.

Se plantea como riesgo, que luego de sobrepasada la actual crisis econémica la atencion del
mundo se desvie del objetivo de reducir la pobreza y alcanzar los Objetivos de Desarrollo del Milenio
y que los paises desarrollados no puedan mantener su incumplido compromiso de ayuda oficial al
desarrollo y aportar el 0,7% de su producto interno bruto para los paises pobres.

El Primer Vicepresidente de los Consejos de Estado y Ministros de Cuba, José Ramon Machado
Ventura, en la Asamblea General de las Naciones Unidas en septiembre de 2008, planted que «... La
realizacion de las metas de Desarrollo del Milenio, exige el establecimiento de un orden internacional
basado en la solidaridad, justicia social, equidad y respeto a los derechos de los pueblos y de cada ser
humano. [...] La cuestion es saber si los responsables del mundo cadtico y desigual en que vivimos
estan dispuestos a renunciar siquiera a una parte de sus privilegios y derroches».

Hondamente preocupado por esta situacion mundial, me permito sefialar que en lo que se refiere
a mi pais, el cumplimiento de los Objetivos de Desarrollo del Milenio es como sigue:

Con relacion al Objetivo 1, Cuba se sitia entre los pocos paises de América Latina que han
logrado descender la insuficiencia de peso en nifios menores de cinco afios a menos del 5%, al
alcanzar en el 2008 el 4% en este grupo etario.

El indice de bajo peso al nacer ha descendido progresivamente, alcanzdndose una cifra de 5,1%,
con lo que segtn el informe del UNICEF, Cuba se sitiia entre los paises con mas bajo indice a nivel
mundial.

En cuanto al Objetivo 4, Cuba, con una tasa de mortalidad infantil de 4,7 por 1000 nacidos
vivos obtenida en el afio 2008, muestra indicadores de salud infantil al nivel de los paises
desarrollados, con una tasa similar a la del Canada y por debajo del resto de los paises de la region,
incluido los Estados Unidos, con lo que se considera cumplido este objetivo. La tasa de mortalidad en
menores de cinco afios fue de 6,2 por 1000, la mas baja de Latinoamérica.

En el Objetivo 5, sefialamos que en nuestro pais el 99,9% de los partos son institucionales y
atendidos por médicos, habiéndose alcanzado una razon de mortalidad materna de 46,5 por 100 000
nacidos vivos, lo que también nos situa entre los mejores resultados de America Latina.

En el Objetivo 6, en referencia a la epidemia de sida, podemos decir que aunque no se aprecia
una tendencia a la disminucion, es considerada una epidemia de baja intensidad, al tener una
prevalencia de 0,1% en la poblacion de 15 a 49 afios de edad, garantizandose el tratamiento
antirretroviral a todos los que lo necesitan, siendo seis de estos medicamentos de produccion nacional.
La malaria fue erradicada desde 1967. En cuanto a la tuberculosis, la incidencia es de 6,6 por 100 000
habitantes.

En el Objetivo 7 se aplica la Politica y Estrategia Ambiental Nacional, que incluye planes de
reforestacion, de areas protegidas y de eficiencia energética, a lo que se afiade que desde el 2004, el
95,6% de la poblacion disfruta de acceso sostenible al agua potable, y el 95% recibe los beneficios de
un saneamiento adecuado de los residuales solidos.

En el Objetivo 8, en cuanto a la cooperacion y ayuda al desarrollo, Cuba mantiene hoy mas de
38 000 trabajadores de la salud en 78 paises y trabaja para formar 100 000 médicos en 10 afios para
paises hermanos, lo que equivale a un aporte de cientos de millones de dolares.

Con relacion al acceso a medicamentos, el pais produce el 86% de los medicamentos que
consume. Entre el 95% y el 98% de la poblacidn tiene un acceso estable a medicamentos esenciales a
precios razonables,

Todo esto ha sido posible aun cuando durante cinco décadas nuestro pais ha sido sometido a un
cruel bloqueo por el Gobierno de los Estados Unidos de América, no cuantificable en el dolor y
sufrimientos de las familias. A pesar del rechazo casi absoluto de la comunidad internacional en la
Asamblea General de las Naciones Unidas, esta politica genocida se mantiene y su impacto econdmico
a los servicios de salud son superiores a los US$ 2000 millones y mas de US$ 90 000 millones a la
economia nacional.

Excelencias: Hago propicia la ocasion para desearles éxitos en los trabajos de esta 63.7
Asamblea Mundial de la Salud y la Tercera Reunién de Ministros del Movimiento de los Paises No
Alineados, las que sin duda alguna contribuiran a la obtencion del mayor grado de salud para todos.
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Y concluyo recordando que en ocasion del 50.° Aniversario de la Organizacion Mundial de la
Salud y en referencia a los importantes desafios que esta Organizacion enfrenta, el compafiero Fidel
Castro expresod «Contra estas realidades lucha heroicamente la Organizacion Mundial de la Salud, y
tiene, ademas, el deber de ser optimistay.

Con este optimismo redoblemos el compromiso con la salud de nuestros pueblos. No perdamos
un solo minuto. Muchas gracias.

Mr OSMAN (Brunei Darussalam):

Bismillah ar-rahman arrahim.

Mr Vice-President, honourable ministers, excellencies, ladies and gentlemen, first of all, on
behalf of the Government of Brunei Darussalam, I would like to take this opportunity to congratulate
you, Mr President, on your election as the President of the Sixty-third World Health Assembly and
also to the Vice-Presidents and other office-bearers for their appointments. I am confident that under
your stewardship, you will guide the work of this august Health Assembly to a successful conclusion.

I would also like to extend my delegation’s appreciation to the Director-General, Dr Chan, for
her opening remarks. You have raised issues which are central to our work here. Ten years have
elapsed since the United Nations General Assembly unanimously endorsed the Millennium
Declaration. Since then, as reported by the WHO Secretariat, globally, fewer children are dying; fewer
children are underweight; more women get skilled help during childbirth; fewer people are contracting
HIV/AIDS; tuberculosis treatment is more successful; and more people have access to safe drinking-
water. There has been significant progress in this respect in some countries, while in others, progress
has been limited because of conflict, poor governance, economic or humanitarian crises and lack of
resources.

Despite the decreasing trends in the total annual number of deaths among children under five
and the availability of financial and technical aid, millions of children still die from lack of health care
every year. Hundreds of thousands of women continue to die in pregnancy and childbirth each year,
despite having access to family planning services and increases in the rate of attended deliveries. The
maternal mortality health indicator shows the widest gaps between the rich and poor, both between
and within countries. With regard to efforts to combat HIV/AIDS, malaria and other diseases, despite
relative success in selected countries, there is still slow progress in halting the global pandemic of
HIV/AIDS. Efforts made to close the gaps through the sharing of information, discussions on
progress, major challenges that remain, lessons learnt from successes and failures and the strategies for
the way forward to achieve the Millennium Development Goals are very much welcome. Crucial,
unending and sustained collaborative efforts need to be extended, and technical help by WHO, other
United Nations agencies and other interested parties is invaluable in assisting countries.

Brunei Darussalam is strongly committed to achieving the target set in the Millennium
Development Goals. Brunei Darussalam has been classified as an early achiever in meeting the United
Nations Millennium Development Goals. Improvement in these indicators is a result of rising
standards of accessible health services, a higher standard of living with improved hygiene and
sanitation, improved levels of education and increasing empowerment of women.

For a country that has attained most of the health-related Millennium Development Goals, the
challenge before Brunei Darussalam is to maintain and improve our achievements, in particular by
reducing neonatal deaths; and to maintain low levels of maternal mortality ratios by ensuring
continued access to quality antenatal and postnatal care.

Maternal and child health services in Brunei Darussalam have also contributed significantly to
the reduction in child mortality. A well-established, free comprehensive National Childhood
Immunization Programme has been successful in protecting children against vaccine-preventable
diseases. Immunization coverage in Brunei Darussalam has consistently remained above 95% for all
vaccines in the Programme, thus meeting the target set by WHO.

The incidence of HIV/AIDS in Brunei Darussalam remains at a low level. By the end of 2009,
there were altogether 34 people living with HIV in Brunei Darussalam, all of whom had access to
equitable care and free antiretroviral treatment. Since 2005, no cases of mother-to-child transmission
have been recorded, and at present there are no children living with HIV in Brunei Darussalam.
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Serosurveillance for HIV is currently incorporated in all antenatal screening, blood donors, frequent
blood recipients, all tuberculosis and sexually transmitted-illness patients, prisoners and selected pre-
employment screening.

Brunei Darussalam’s full commitment to combating tuberculosis is clearly reflected through the
continuous availability of resources for the management of the disease. These include ensuring a free
and uninterrupted supply of drugs and vaccines as well as strengthening existing capacity and
capability in tuberculosis management, including diagnostic services as well as training of health and
medical personnel.

The National TB Prevention Control Programme established in March 2000 undertakes contact
tracing as well as the directly observed treatment, short course (DOTS) and has achieved 100% DOTS
coverage in the past five years. Notification of all forms of tuberculosis has shown a steady declining
trend consistent with the report of other parameters in the Programme, including high cure rates, high
success rates, no treatment failures, negligible defaulters, and no multidrug-resistant tuberculosis.

We realize that the Millennium Development Goals are subject to many new and evolving
challenges such as globalization, escalating health-care costs, natural disasters, complex emergencies,
ageing population, urbanization and changing socioeconomic and cultural values, to name a few. We
are also increasingly faced with the challenge of combating noncommunicable disease groups, such as
cancer, cardiovascular diseases and diabetes mellitus.

In addressing these challenges, we are indeed indebted to the technical support of WHO, offered
through collaboration of various forums in the region. This has significantly assisted our efforts to
strengthen our capacity and capability to address the many challenges. The pivotal role played by
regional and international cooperation, which has led to many achievements thus far, therefore needs
to be further enhanced.

The issues of the borderless world of health economics and the sociopolitical sphere have posed
greater challenges to us all. The situation is even worse now with the global food, energy, financial
and economic crisis as well as increasing environmental hazards. The cross-cutting nature of the issues
required us to work in tandem with all our stakeholders beyond the health sector. Multi-sector
involvement, including public—private partnerships needs to be established, together with strengthened
community participation, empowerment and ownership in many health activities.

With the present financial crisis, however, the resource gap is growing. In addition, the burden
posed by natural disasters has in some way delayed, and in some countries halted, progress towards
meeting the Millennium Development Goals. Secondary to this, it has in turn directly and indirectly
affected human health and put vulnerable populations at greater risk.

Availability of the trained human resources required to adequately run services to enable
accessibility in particular to services related to the Millennium Development Goals is also a real
challenge. In this regard, innovative ways where non-traditional human resources may be utilized to
fill the gap without compromising standards need to be thought of according to each country’s
individual set-up.

Lastly but not least, as we all know, the United Nations Summit on the Millennium
Development Goals is going to be held in September 2010, let us here work together to address the
problems in achieving the targets of the Goals. Stronger and sustained international action is needed to
accelerate implementation within the next five years. Unless existing barriers are addressed, achieving
the Millennium Development Goals by 2015 will be very challenging and may be unattainable for
some countries.

Dr RISIKKO (Finland):

Honourable Director-General, Mr Vice-President, distinguished colleagues, ladies and
gentlemen, it is a great pleasure for me to address this Health Assembly on behalf of the Government
of Finland. We fully associate ourselves with the European Union statement.

Finland is looking forward to WHO’s continued and strengthened global leadership and
guidance on strengthening health systems. Accessible, good-quality and an equitable health services
with an adequately trained sustainable workforce are key factors in improving health. To ensure
universal access and care, we may have to tailor services to meet the needs of specific population
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groups. The need for well-functioning and accessible health services has been apparent in, for
example, examining the progress on health-related Millennium Development Goals, such as maternal
health.

The importance of preventing noncommunicable diseases cannot be overstated. Last week’s
decision by the United Nations General Assembly to have a high-level meeting on noncommunicable
diseases in September 2011 highlights this. We are delighted about this decision. The decision also
calls for further leadership by WHO.

Finland warmly welcomes the alcohol strategy as well as the noncommunicable disease strategy
progress report, including its annex. We look forward to their implementation, as well as monitoring
and evaluation of their effectiveness.

At national level, Finland recently implemented several measures to prevent noncommunicable
diseases. The Government has established an intersectoral policy programme on health promotion, and
the Ministry of Health issued an intersectoral plan of action to reduce health inequalities. We have a
comprehensive tobacco policy, with recent additional measures. As regards alcohol, our current
Government has increased taxes on alcohol on public health grounds. We are also considering taxes on
sugar-containing beverages and sweets. Other measures, such as possible incentives for industry to
produce healthy food, are being discussed. Health education, through schools, media and in health
services is crucial.

We would like to congratulate WHO and Kenya for the excellent Global Conference on Health
Promotion held last autumn. We would also like to inform you that Finland has preliminarily agreed to
hold the next Global Conference in Helsinki in 2013. Last but not least, I want to express my sincere
thanks to you, Director-General, for the guidance and leadership provided by WHO during the
pandemic influenza. We count on your continuing support in this area.

Mr Vice-President, I am looking forward to the deliberations in this Health Assembly. Thank
you for your attention.

The PRESIDENT:

We have had a very long and productive day and it is time for us to adjourn the meeting.

The meeting rose at 19:10.
La séance est levée a 19h10.
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FOURTH PLENARY MEETING
Tuesday, 18 May 2010, at 09:05

President: Mr Mondher ZENAIDI (Tunisia)
later: Professor R. AKDAG (Turkey)

QUATRIEME SEANCE PLENIERE
Mardi 18 mai 2010, 9h05

Président: M. Mondher ZENAIDI (Tunisie)
puis: Professeur R. AKDAG (Turquie)

ADDRESS BY THE DIRECTOR-GENERAL (continued):
ALLOCUTION DU DIRECTEUR GENERAL (suite):

Le PRESIDENT:

Je déclare 1’ Assemblée ouverte. Mesdames et Messieurs, ce matin, 1’Assemblée va reprendre
I’examen du point 3 de 1’ordre du jour. Avant de poursuivre, je souhaite demander aux délégués de
bien vouloir remettre au responsable de la liste des intervenants le texte de 1’allocution qu’ils ont
I’intention de prononcer afin de faciliter I’interprétation et la transcription des débats. Cela vaut aussi
pour les délégués qui doivent quitter Genéve et qui ne pourront pas s’exprimer sur ce point de I’ordre
du jour avant leur départ ; ils peuvent demander que le texte de leur intervention soit publié¢ dans le
compte rendu de I’ Assemblée de la Santé. Les deux premiers orateurs sont le délégué de la Fédération
de Russie et le délégué de la Tanzanie. Je les invite & venir a la tribune.

Je donne la parole au délégué de la Fédération de Russie.

Professor SKVORTSOVA (Russian Federation):
[Ipodeccop CKBOPLIOBA (Poccuiickas ®denepauus):

VYBaxaemblii r-H [Ipencenarens, ypaxkaeMble KOJJIETH,

B mpomenmem Tomy BaKHBIMH I BCEX HAC CTalM COOBITHSA Ti00adpHOro Macmitaba,
CBS3aHHBIC C TaHJEMHUCH rpummna u (pUHAHCOBO-3KOHOMHMYECKUM KpusucoMm. OmbiT Poccuiickoit
Odenepanuy MOKa3all, YTO C STUMH HCIBITAHUSIMUA HE TOJBKO MOXXHO CIIPaBHTHCS, HO TPOHIs uepe3
HUX, MOXXHO CTaTh 3HAYWTENbHO CcwibHee. CHTyalusi C MaHAEMHYECKHM TPHIIIOM IT03BOJIHIIA
0TpaboTaTh CHCTEMY OBICTPOTO pearupoBaHHs Ha MH(EKIMOHHYIO yrpo3y Onarojaps wHpopmanuwy,
MpEeJICTaBICHHOW BceMupHOW opraHusanueil 3/paBOOXpaHEHHUs, O TJIO00ATBHOM PaCIPOCTPAHECHUU
rpurma HIN1 u pa3pabotke MexayHapOJHbIX MEIUKO-CAHUTApHBIX MpaBwi. B Poccuiickoit
Oenepany OBLT CBOEBPEMEHHO TMPEATIPHHSTHI BCE HEOOXOIUMBIE MPOTHBOIMHAEMUYECKIE MEPHI.
B cxxaTple CpOKM POCCHMCKMMH CHEIHATNUCTaMU OBLUTH pa3paOOTaHbl, MPOUUIM TIOTHBINA ITUKI
JIOKJIMHUYECKUX M KIMHUYECKUX HCIBITAHUN M Pa3pelICHbl K MPUMEHECHUIO YEThIPE BUJIA BaKI[UHBI
MPOTHUB MaHAEMHUYECKOTO TPHIIIA, MPOBEJIeHAa MAacCOBas MMMYHH3AIHs HAcENeHHUs, OTHOCSIIErocs K
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TpyInaM BBICOKOTO  pHCKa. B pamkax corpyaHndyectBa co BceemupHoW —opranuzanuein
3PaBOOXPAHEHUS TEXHOJIOTHS MPOU3BOJCTBA POCCHUCKHUX MPOTHBOTPHUIIIO3HBIX BAKIMH TEPEAaeTCs
Tawnangy, Uagnn u apyrum ctpanam. Co3naHue poccuilckux 3()(eKTHBHBIX MPOTUBOBUPYCHBIX
npenapaToB, K KOTOPBIM BBICOKOWYBCTBUTeNeH InTamMM Bupyca HINI, mo3Bomwio HaM He TONBKO
obOecnieunTs HaceneHne Poccum CBOEBpeMEHHBIM M a/€KBaTHBIM JIEYEHHEM, HO H OKa3aTh
TYMaHUTApHYIO TOMOIIs YKpanHe.

Ha ¢one pasBuBaromerocsi ¢rHaHCOBO-3KOHOMHUYECKOT'O KPU3UCA HaM yIAJIOCh OCYIIECTBHTDH
LEJIBIA P KOMIUIEKCHBIX MEp MO aKTUBHOMY Pa3BUTHIO 3/paBooxpaHeHus. (OUHAHCOBBIE CPEACTBa
ObUIM CKOHIICHTPHUPOBAHBI HA TMpOTpaMMax MNPOQUIAKTHKH U JICYCHUS COIUAbHO 3HAYUMBIX
3a00JI€BaHMil B paMKaxX HAIMOHAJIBHOIO MPHOPUTETHOTO mpoekTa. Hapsangy c ocymiecTBisieMbIMU
MEPONPHUATUSAME 110 00phOE C COCYIUCTHIMH 3a00JI€BaHUSIMK, KOMOMHUPOBAaHHBIMU TpaBMaMu IpHU
JOPOKHO-TPAHCTIOPTHBIX TpouciiecTBUsAX, BUU-uHdeknyn, renatutoM, ObUTH YCIIENIHO BHEIPEHBI
UPOKOMAacITa0HBIE TPOTpaMMBI 10  (OPMUPOBAHHUIO 3IO0POBOTO 00pasza KWU3HH, OOprOe ¢
OHKOJIOTHYECKUMH 3a00JIeBaHMsIMA M TyOepKyJie30M, TMOATOTOBICHBI K BHEAPEHHUIO MPOTPAMMBI,
HaIpaBlieHHbIE Ha Pa3BUTHE CEIIbCKOTO 3/IPaBOOXPAHEHHUS, SAAEPHON MEAWLIMHBI, OMOMEIUIIMHCKHIX
TEXHOJIOTHA. B Hacrosimee Bpemsi aKTHBHO OCYIIECTBISETCS CHUCTEMHOE pehopMHUpOBaHUE
30paBOOXpPAHEHUs, CO3IaHbl M BHEAPSIOTCS €AWHBIE ANl BCEHl CTpaHbl CTaHAAPTHl OKa3aHUS
MEAWIMHCKOH TIOMOIIM, 3KOHOMHUYECKH OOOCHOBaHa MpOrpaMMa TOCYAAapCTBEHHBIX TrapaHTHH
OeCIUTaTHON MEIWITMHCKOM TIOMOIIM, CYIIECTBEHHO pPEePOpMUPYETCS CHCTEMa 00513aTeILHOTO
MEAUIUHCKOTO CTPaxoBaHUsl, OOHOBIISIETCA U MEPEOCHAIIACTCS BCS CETh JIEUEOHO-TTPOPHIAKTHUECKUX
yUpexkAeHu# B 83 pernoHax CTpaHbl, pa3BUBACTCS TeleMEIUIMHA U WH(POPMALMOHHBIE TEXHOJIOTHH,
COBEPIICHCTBYETCS HEMPEPHIBHOE MEANIIMHCKOE 00pa30BaHue U KafpoBasi MOIUTHKA.

Bricokas 3 dpexTHBHOCTS TpeANPUHIMAEMBIX MEP OYCBHIHA. 3a YETHIPE roja CHIKEHA 001mast
CMEpTHOCTh HaceneHus Poccun Gosee yem Ha 9%, B TOM ymcliie MiiaeH4eckas Ha 24%, MaTepuHCKas
Ha 17%, oT cocyaucTrix 3a0oneBanuii Ha 8%, OT JOPOXKHO-TPAHCTIOPTHBIX MPOUCILIECTBUHN Ooiee 4ueM
Ha 26%, oT TyOepkyne3a Ha 21%. IIpomomKUTENHHOCTh KU3HN POCCHSH yBEIMYMIIACh HA TPHU TOja.
Taxum o6pa3oM, B Poccun OCTUTHYT 3HAYUTENBHBIN MIPOTpece B pelIeHHH JeMorpadgpuyeckux 3aaad,
VIIy4YIIEHUH 370pPOBbSl HACEJICHUSI CTPaHbl M TOBBILICHUM KadecTBa XKHM3HM, HE3aBUCHMO U Ha (oHE
pa3BHBaOIIErocs: GMHAHCOBO-IKOHOMHUYECKOTO KPU3HCA.

Cronb TO3UTHBHBIE PE3YNBTATHI JOKA3BIBAIOT MPABWJIBHOCTH BBHIOPAHHBIX ITyTeH W BHYIIAIOT
0osbIoi onTuMu3M. VIMeHHO mo3TOMY MpaBUTENLCTBO Poccuiickoit denepanun MpUHSIIO PelIeHUS
0 JaJIbHEHIIeM HapallMBaHUU MOAACPKKH pedopM 3apaBOOXpaHEHUs. B Omkailiiie rojisl
rocyapcTBeHHOEe (DMHAHCOBOE OOECTeYeHne POCCHICKOTO 37paBOOXpaHEHHUs OyIeT yABOEHO, YTO
MO3BOJIUT 00ECIICUYUTh PABHOIOCTYITHOCTh KAUeCTBEHHON MEAMLIMHCKON MOMOIIY HACEICHUIO.

Ocoboe BHMMaHHME MBI yIeNsAeM MpoOieMaM TI00aJbHOTO 3IpaBOOXpaHEeHUs. MOXHO ¢
YAOBJIETBOPEHHEM OTMETUTHh TEHACHIMM K YKPEIUIEHHIO HAIllero COTpyAHH4YecTBa co BcemmpHO
OpraHM3alye 31paBOOXPaHEHUs, PACIINPEHNIO yYaacTusl Poccun B pa3BUTUH 3[paBOOXPAaHEHUS CTpaH
CHI', psama ctpan Adpuxu, Asmm, IOxHoli Amepuku. Bo MHOrom stomy crocoOCTBOBaIO
noanvucane MeMopaHAyMa O B3aUMOIIOHMMAaHWW MeEXIy MUHHCTEPCTBOM 3APAaBOOXPAaHEHUS U
conuanpHoro pasButusa Poccuiickoit @enepanun u BecemupHoil opraHnuzaiiveil 34paBoOOXpaHEHUs, a
Takke BcTpeda ['eHepanmpHOro mupexkropa BO3 Mapraper Yen c IlpencemareneM mpaBHTENbCTBA
Poccuiickoit @enepaunn Biaagumupom ITyTuHBIM.

OmHMM W3 TPUMEPOB HAIIEro MPOAYKTHBHOTO COTPYAHHYECTBA SIBIJIACH UYPE3BBIUANHO
yCIelIHas, [0 MHEHUIO MEXAYHApOIHBIX YYaCTHHKOB, IiepBas BcemupHas MHHUCTEpCKas
KOH(epeHIHs Mo 0€30MacHOCTH AOPOKHOTO IBMKEHUs, mpoBeneHHast B Poccun B 2009 rony.

MBI XOTHUM TPHUTIACUTH BCEX TNPEACTAaBUTENEeH rocyAapcTB - wieHoB BO3 Ha miecTHIecsaTyio
ceccuto EBpomeiickoro perumoHansHoro xomutera BO3, kotopasi coctoutrcs B MockBe B CEHTSOpe
2010 roga.

Ham Ttakxe mnpusaTHO cOo0OOmUTH, YTO HA NpONUIoON Hexene [eHepambHas AccamoOies
Opranuszanun O0benuHeHHbIX Harwmii mogaepxkana npeanoxkenue BO3 o mposeaeHnn B MoOCKBe B
utoHe 2011 r. BcemupHoii koHpepeHIH M0 GOPMUPOBAHUIO 3I0POBOTO 00pasa XHU3HU U Oopnde ¢
HEMH(EKIMOHHBIMU 3a00J1€BaHUSIMH.
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Poccuiickas ®epeparyisi ToToBa HapalluBaTh WHBECTHIIMUA B TJI00ATLHOE 3PaBOOXPAaHCHUE.
Msb1 HazeeMcs, YTO 3TO TOCTYXXHT IOCTIKeHHio llemei ThIcsueneTvs, YIydIIeHHIO 3I0POBBS
HACEeJICHUS, IOBBIIIECHHIO IMOJIMTUYECKON M COIMATbHON CTA0MIIBHOCTH BO MHOTHX CTPaHax MHpa.
Cracu6o 3a BHUMaHUE.

Le PRESIDENT:

Je vous remercie, Madame. Je donne maintenant la parole au délégué de la République-Unie de
Tanzanie qui s’exprimera au nom des pays de la Communauté de développement de 1’Afrique
australe.

Professor MWAKYUSA (United Republic of Tanzania):

On behalf of the Member States of the Southern African Development Community, or SADC, 1
am honoured to be able to provide a statement to the Sixty-third World Health Assembly. The SADC
region has an estimated combined population of 200 million people distributed among the 15 Member
States, with health indicators below the expected standards in terms of infant mortality rates, child
mortality rates and maternal mortality rates. Communicable diseases such as HIV/AIDS, malaria,
tuberculosis and other emerging epidemics, including multidrug-resistant tuberculosis, are still
responsible for high morbidity and mortality in the region, which is also experiencing an increase in
lifestyle diseases in the form of such noncommunicable diseases as heart ailments, hypertension,
cancer, injury and trauma.

The SADC Member States face high levels of maternal, perinatal and child mortality. We are
aware that not all countries in the SADC region will be able to meet Millennium Development
Goals 4, 5 and 6. The region will, however, be able to meet the malaria targets if the current level of
support is scaled up, maintained and sustained. We also recognize that to meet the Millennium
Development Goals, particularly Goal 5, more resources and increased efforts will be required from
other sectors and stakeholders. In addition, countries will be required to report progress on these Goals
in 2011. We therefore call on WHO to work with the region and countries to scale up implementation
and reporting mechanisms.

Due to the challenges to which I have referred, the region has identified health as one of the
most important priority areas in its regional cooperation and deeper integration and development
agenda. It has been widely acknowledged that access to quality health care is not only central to the
ultimate goal of poverty eradication — improvement of the standard and quality of life of the people of
the region — but also a critical factor in accelerated and sustainable economic development. It is indeed
sad to note that on an annual basis more than 13 million cases of malaria are reported in the SADC
region alone. In some Member States, up to 40% of the population suffer from malaria at a given point
during the year. For this reason, the SADC region has welcomed the recent decisions to allow the use
of DDT for malaria control and possible eradication. We also welcome the support received from the
Roll Back Malaria Partnership in assisting SADC Member States to implement the Road Map in order
to meet the 2010 targets.

As a region, our fundamental goal is to build strong health systems that are based on the
foundations of equity, good governance and justice. In pursuit of our goals, we are fully aware that
there will be no easy victory and that there will be many obstacles along our path. In view of this fact,
the SADC region remains committed to its vision and practical implementation because, for us, access
to health care is above all a human right.

Regarding elimination of paediatric HIV, as a region, we strongly believe we should invest
together with our partners in interventions that are working, that are cost-effective, and that are being
used to strengthen maternal, newborn and child health systems. I refer to prevention of mother-to-child
transmission of HIV, where we have made tremendous strides as a region; we want to add our call to
an emphatic and resolute decision to work to eliminate paediatric HIV.

One of the major concerns in the region is the high prevalence of tuberculosis which continued
to contribute to avoidable morbidity and mortality. We have noted with concern that, as a region most
affected by tuberculosis, we have not benefited fairly from the global initiatives that are intended to
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support the most tuberculosis-affected communities. For instance, while seven out of 10 countries in
the world with the highest per capita tuberculosis cases are in southern Africa, the majority of them
have not benefited from global initiatives that are enjoyed by other high-burden countries. We would
like to call on the Health Assembly to revise its criteria for high tuberculosis-burden countries, so that
countries such as Botswana, Lesotho, Namibia and Swaziland, with high per capita tuberculosis, could
be prioritized on initiatives such as tuberculosis prevalence surveys.

The other challenge that the SADC region is facing is the emergence of resistance to first-line
antiretroviral medicines. It is worth mentioning that patents on newly developed essential medicines
have exacerbated already constrained resources and limited access to essential medicines. Close to
50% of the population in the SADC region lack regular access to newly developed affordable, quality,
safe and efficacious essential medicines. To address this, Member States in the SADC region
profoundly express their political will and commitment to improve pharmaceutical programmes in
their countries. In addition, the SADC region has embarked on and is prioritizing regional production
of essential medicines for HIV/AIDS, tuberculosis and malaria, based on the African Union
Pharmaceutical Manufacturing Plan for Africa. We, therefore, as a region, call on WHO to first,
support SADC Member States and the region in strengthening their regulatory mechanisms; and
second, to provide the necessary assistance and information to the SADC countries with a view to
facilitating speedy prequalification of products by WHO.

The SADC region is also addressing the issue of migration of health workers to industrialized
countries, particularly highly trained and skilled health personnel moving from the SADC region to
developed countries. To address the situation, SADC health ministers have resolved to improve the
conditions of service of their staff and use of bilateral agreements between and among the SADC
Member States to address the human resources challenge. We therefore welcome the draft global code
of practice on the international recruitment of health personnel, which we believe will go a long way
towards addressing the uncontrolled migration of health workers.

The SADC region has now adopted a new approach in addressing public health issues for
combating noncommunicable diseases, in line with the principles of the Declaration of Alma-Ata. It is
also gratifying to note that SADC was the first region to launch and subsequently commemorate the
Healthy Lifestyles Day on the last Friday of February each year. We are advocating a shift from ill
health to health, and as we continue to implement this decision, we will encourage the people of our
region — young and old alike — to be more physically active and eat healthy foods, thus reducing
lifestyle diseases.

The SADC region recognizes the threat posed by emerging epidemics such as pandemic (HIN1)
2009. The spectators will certainly bring the virus to South Africa, as the African continent, through
the SADC region, will be hosting the 2010 FIFA World Cup in the next few days in South Africa.
This event will bring large numbers of soccer teams and soccer fans to our region. We however,
remain firm and vigilant and prepared for any outbreaks like HIN1 that may erupt. This is in addition
to our resolve to continue the fight against such epidemics and pandemics.

The future of the SADC region, that is the unborn babies, children and our mothers, is under
threat due to rampant trafficking and internal and external immigration. This vulnerable group of our
region is in danger due to forced and unforced migration on economic, geographical and ethical
grounds. Interventions are required that address root causes of vulnerability of children and the youth
within a context defined by HIV/AIDS, poverty, ignorance and hunger. SADC commits itself to
safeguarding their rights to access social commodities and facilities to sustain their lives.

Let me conclude, Mr President, by thanking the WHO Director-General, Dr Margaret Chan, for
her stewardship and vision for WHO. In addition, my colleagues in the SADC region and I would like
to reiterate our commitment to work alongside Dr Sambo, WHO Regional Director for Africa, to
improve the lives of the people of our region. I thank you.

Ms TEODORO JORGE (Portugal):
Mr President, ladies and gentlemen, I would begin by highlighting that Portugal is a long-

standing advocate of the health determinants approach, both at the international and national levels. As
an active participant in Alma-Ata, Portugal made primary health care the cornerstone of the
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Portuguese Health System created in 1978. The very existence of the National Health System guided
by the principles of universal coverage, equity and solidarity, is itself a landmark of Portuguese
democracy. Thirty years later, the citizen’s rights-centred approach has allowed for steady progress in
pursuit of “More Health for all”. Health is indeed a right for all: for men and women, for rich and
poor, for all human beings regardless of their status. On the ongoing reform of primary health care,
Portugal has met and even exceeded set targets. Yesterday, however, we all heard Dr Chan and 1
quote: “National average is not enough”. National average results do not reflect the needs of the poor
and social minorities, and I quote again Dr Chan: “If we miss the poor we miss the point”. We should
be aware that a correct reading of health is very much cross-cutting. It also includes education, good
housing, water and sanitation, gender equality, access to health care and affordable medicines.

At the crossroads of an economic and financial crisis, the challenge is to achieve our goals with
better use of existing resources. This need is accentuated by the expenditure on health being driven by
an ageing population, chronic disease and complex technologies. Two months ago, European Union
health ministers met to debate the critical issue of equity in health. It has been decided to take the
necessary steps to develop comparable indicators and improve methodologies to monitor and control
health inequalities. However, the health sector cannot go it alone. There is a need to develop cross-
sector policies. This calls for a shift from the traditional approach to health problems to one that
addresses the social determinants as root causes of poor health. This was already been perceived by
the visionary leaders in Alma-Ata, thirty years ago.

At the national level, Portugal’s health strategies represent a commitment to a highly
participatory process, with an increasingly bottom-up approach to strategic management by the
various layers of the health system, and an interministerial committee to foster intersectoral action.
Benefiting from close cooperation with the WHO Regional Office for Europe, the strategy was
evaluated by leading external experts. The new Health Strategy 2011-2016 chose four cross-cutting
themes: citizenship in a perspective of participation and empowerment; healthy public policies
following an approach to Health-in-All-Policies; equity and access to health care focusing on primary
health care; and quality in terms of both structures and processes.

Finally, I would underline that Portugal co-hosted with Spain a side event to the Health
Assembly, following on the Global Consultation on Migrant Health. It is Portugal’s firm belief that
migrant health is crucial to the promotion of health equity and inclusive societies. Portugal considers
that the international community should follow up the recommendations of the Sixty-first World
Health Assembly on migrant health, towards a greater contribution to the promotion of Health for All.
In a time of economic and social crisis, migrants are among the more vulnerable groups.

Despite growing awareness, policies do not sufficiently address existing health inequities. And
health can and should play an important role in avoiding social exclusion. There is much work ahead.
The challenges before us demand continuous and concerted action — action to be driven by all,
together. Thank you, Mr President.

La Dra. ITURRIA CAAMENO (Reptblica Bolivariana de Venezuela):

Muy buenos dias, muy buenos dias a todos, a la Presidencia, a las compafieras trabajadoras y
compaiieros trabajadores por la salud y la vida que nos acompaifian hoy.

Hace diez afios, fue aprobada la Declaracion del Milenio, como una promesa colectiva, para
atender problemas estructurales que afectan a los pueblos, en especial a los mas vulnerables y excluidos
del mundo. Ahora podemos decir que los avances en algunos de los objetivos han sido lentos y
desiguales, el compromiso y apoyo internacional no se han visto reflejados con la contundencia y
celeridad necesarias. Hemos escuchado las cifras de los diferentes paises, pero nos falta evaluar los
indicadores de equidad. Los promedios ocultan las inequidades, y tiene que ser nuestro compromiso
ahora analizar las brechas en los paises, entre los paises y entre las regiones, y sobre todo: generar
estrategias que permitan reducir las diferencias evitables en los indicadores de salud entre los pueblos.

Las causas de estas diferencias radican en la naturaleza propia del modelo capitalista, que
privilegia intereses econdmicos, comerciales e individuales, por encima de derechos sociales
fundamentales, por encima de una verdadera justicia social, por encima del derecho a la salud de
nuestros pueblos. Los beneficios econdomicos del modelo capitalista se reparten entre muy pocos, pero
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las consecuencias negativas se distribuyen entre todos. La crisis financiera y el cambio climatico son
expresiones contundentes del fracaso de este modelo y es evidente que los paises del sur recibimos de
manera directa sus nefastas consecuencias.

En la Republica Bolivariana de Venezuela hemos trabajado partiendo de la reduccion de
brechas ¢ inequidades desde 1998, entendiendo la salud como derecho constitucional y humano y no
como mercancia, con resultados exitosos en varios ambitos.

Entre 1990 y 2009 hemos logrado reducir en mas de 70% el nlimero de personas que vivian en
situacion de pobreza extrema, de 25% a 7,4% de la poblacion total. El indice de prevalencia de
subnutricion era de 11 puntos, y lo llevamos a seis puntos, con reduccion cercana al 50% respecto a
1990.

Se han fortalecido las politicas de acceso a la educacion en sus diferentes niveles, a través de las
misiones educativas que ofrecen oportunidades de estudio a adultos y personas excluidas por diversas
razones del sistema tradicional, alcanzando en 2005 la declaratoria de la UNESCO de pais libre de
analfabetismo, y subimos la tasa de escolaridad neta de 86% en 1998 a 92,3% en 2009. El indice de
desarrollo humano pas6 del rango medio, 0,77, en 1990 a 0,85 (rango alto) en 2008.

La tasa de mortalidad de los nifios menores de cinco afios pasd de 32 por 1000 nacidos vivos
registrados, a 16,35 en 2008, lo que significa un 76% del cumplimiento de la meta del Milenio para
el 2015.

El Estado brinda atencion integral gratuita (incluyendo antirretrovirales desde 1998) al 100% de
las personas afectadas por VIH/sida registradas. En Venezuela se redujo la tasa de mortalidad por
tuberculosis a 2,15 por cada 100 000 habitantes, lo que representa una disminucion del 39%. La
prevalencia notificada de tuberculosis se redujo en 22% desde 1990, llevandola a 23 por cada 100 000
habitantes en 2007.

Superando la meta, el Gobierno bolivariano ha logrado que la poblacion sin acceso al agua
potable disminuyera en 81%, y la falta de acceso a redes de recoleccion de aguas servidas bajo 67%
con respecto a 1990. En cuanto a la equidad en la distribucion del ingreso en los hogares, el
coeficiente de GINI mejor6 de 0,49 en 1998 a 0,39 en 2009.

Con la Mision Barrio Adentro, creada en el afio 2003, hemos garantizado acceso universal y
gratuito a la atencion integral de salud, incluyendo el suministro gratuito de medicamentos. En esos
siete afnos pasamos de 4804 a 11 915 establecimientos de salud del primer y segundo nivel, lo cual
representa un incremento de 248%. Se construyo el Hospital Cardiologico Infantil Latinoamericano,
que desde 2006 brinda atencidn gratuita en cirugia cardiovascular, hemodinamia y electrofisiologia a
mas de 4000 nifias, nifios y adolescentes (45 de ellos de otros paises), con un incremento en 1418%
con respecto al 1998. En promedio, en Venezuela se hacian 5000 cirugias oftalmoldgicas al afio; con
Mision Milagro se han realizado 1 104 150 en seis afios, incluyendo 333 710 pacientes internacionales
gratuitamente operados en cirugia oftalmologica, expresion de la solidaridad de Venezuela como parte
de la cooperacion Sur-Sur entendida como compromiso y no como transaccion.

Estos logros, obtenidos durante el Gobierno Revolucionario del Presidente, Hugo Chavez Frias,
demuestran que los Objetivos del Milenio se pueden alcanzar si existen cambios radicales en el
modelo de desarrollo, sustentados en principios como la justicia, la equidad y la solidaridad. El reto
que ahora tiene nuestra Revolucion es profundizarlos para consolidar en nuestro pais el socialismo
bolivariano y humanista que elegimos las venezolanas y los venezolanos. Muchas gracias.

Professor AKDAG (Turkey):

Mr President, excellencies, ladies and gentlemen, it is a great pleasure to see that today, we have
achieved a certain success in many areas of health. I consider all this progress also very promising.
Furthermore, we have come a long way towards achieving the Millennium Development Goals.
Indeed, a number of countries have already reached most of their targets. Yet inequalities between
countries still exist. And there are some who say that many developing countries will not be able to
accomplish the Millennium Development Goals. There is a clear need for sufficient financial resources
and infrastructures to achieve the said Goals and ensure their sustainability. Moreover, equity should
be embraced as a fundamental human right.
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As we work to the best of our capacities, | wish to emphasize the importance of solidarity and
cooperation. One country’s sole success shall not be enough unless the Millennium Development
Goals are achieved globally. In this context, the countries that reach the targets are not free from
responsibility. That is why, under WHQO’s leadership, we should reinforce and further improve our
collaboration. We should share our experiences and best practices. Turkey has always been ready for
such cooperation and exchange of experience. We believe that working together is the only way to
come to the end of this long and difficult road.

I would like to share briefly two examples of our most significant achievements in Turkey
related to the Millennium Development Goals. Let me say that, as a paediatrician, this success is
particularly important for me. We have witnessed in Turkey a remarkable decrease in both maternal
and child mortality by our health transformation programme. We have made special efforts to improve
the situation. Over the last 10 years the maternal mortality rate has decreased from 70 to 20 per
100 000, while the infant mortality rate has fallen from 43 to 13 per 1000. We expect to reduce the
maternal mortality rate to below 15, and the infant mortality rate to below 10 in 2010.

The last two years so far have seen intense efforts in the field of health. Along with the financial
crisis, pandemic (HIN1) 2009 has been a major challenge for many countries. As you know,
cooperation, transparency and rapid communication are crucial to effectively combat any pandemic.
Having said that, I would like to thank Madam Director-General, her team and WHO for their
determined and strong management during the pandemic. This pandemic has also shown us the
importance of preparedness and rapid action, and given us an opportunity to see what we should do
further.

Let me underline that the key point here is acting together. During the recent pandemic, we
unfortunately observed that some countries could not access the vaccine while the others spent large
amounts. The availability of any pandemic vaccine is so crucial that it should not be left up to market
dynamics. Taking account of recent experiences, WHO should play a more proactive role. For
example, a global fund could be established, whereby WHO could manage the production process and
ensure fair distribution.

I would like to express my condolences to the tragedy-stricken countries and people who
suffered from earthquakes in the last couple of months. Turkey, unfortunately, has witnessed a number
of dramatic disasters, especially earthquakes in her history. Natural disasters are priority items on the
agenda of every country. In this regard, vigilance, preparedness, early and timely response are
essential factors for each country. Not only at country level, but also internationally, we should have
efficient, effective and sufficiently rapid operational mechanisms to further develop response
capacities. For instance, our well-trained medical rescue teams aided rescue efforts in many countries
such as Haiti, Indonesia, Iran and Pakistan. During these experiences, we recognized that challenges
such as communication failures, formalities and organizational weaknesses are usually a hindrance.
Therefore, WHO should establish an operational global emergency response mechanism.

I would also like to draw the Health Assembly’s attention to the people living in the occupied
territories, including the Gaza Strip, where difficulties persist, even for addressing the most essential
health services. I believe that taking a more active role in this matter is necessary for WHO in order to
meet the needs of such people, taking into account the principle of “Health for All”.

We all aim to ensure a better world for our children, and know that solidarity and cooperation
are always important for us. Thank you.

M. BIANCHERI (Monaco):

Monsieur le Président, Madame le Directeur général, Excellences, Mesdames et Messieurs, la
crise économique et financiére qui nous a tous durement frappés, touchant des domaines prioritaires
tels que la santé, 1’éducation et 1’aide publique au développement, a aujourd’hui pour conséquence de
fragiliser encore davantage les conditions de vie des populations les plus vulnérables. Cela est trés
préoccupant car il ne faudrait & aucun prix que les objectifs du Millénaire pour le développement
soient perdus de vue ou relégués a un faible rang de priorité.

Dans ce contexte, 1’Assemblée de la Santé qui nous réunit aujourd’hui revét une importance
particuliere. Il appartient en effet a I’Organisation mondiale de la Santé de jouer un rdle de chef de file



A63/VR/4
page 70

pour tout ce qui concerne les objectifs du Millénaire pour le développement liés a la santé et, de la
sorte, de contribuer dans son domaine a la meilleure préparation possible de la réunion de haut niveau
de I’Assemblée générale des Nations Unies du mois de septembre. Ce rendez-vous sera décisif, tant il
est vrai que les objectifs sont fortement liés les uns aux autres. Un acces efficace aux soins de santé
passe par 1’éducation ; le respect de I’environnement a un impact direct sur la santé ; il n’est pas de
développement possible sans élimination du probléme de la faim et de la malnutrition. Il est facile de
multiplier les exemples. Parmi les priorités de notre engagement en faveur du développement doit
aussi figurer la lutte contre la contrefacon ou la falsification des médicaments et dispositifs médicaux.
Effor¢ons-nous de faire avancer ce dossier sans que les questions juridiques n’aboutissent a paralyser
notre détermination. Peut-étre une approche allant du plus simple au plus complexe, et qui consisterait
a évoquer simplement, dans un premier temps, les « faux médicaments », pourra-t-elle recentrer notre
débat sur ’essentiel.

Depuis 1’an 2000, la Principauté de Monaco place la réalisation des objectifs du Millénaire pour
le développement en téte des objectifs de sa politique de coopération et met tout en ceuvre pour y
parvenir. S. A. S., le prince souverain, I’a réaffirmé en septembre dernier lors de I’ouverture de la
63° Assemblée générale : notre effort de consacrer 0,7 % de notre PIB d’ici 2015 a 1’aide publique au
développement doit étre poursuivi. « Celle-ci ne doit pas étre sacrifiée en raison de la situation
¢conomique et financiere actuelle. Elle doit étre au contraire renforcée au moment ou les plus
vulnérables en ont davantage besoin. ». Ainsi, en 2010 environ € 303 par habitant seront affectés a
’aide publique au développement et, sur ce montant, plus de la moitié est destinée a des programmes
couvrant les secteurs sanitaire et social, dans une approche diversifiée allant du partenariat hospitalier
a l’acces a I’eau potable, en passant par la formation des personnels de santé, la lutte contre les
pandémies mais aussi contre les maladies orphelines et tropicales négligées, la lutte contre la
malnutrition, la prise en charge du handicap ou la construction de structures sanitaires. La lutte contre
la poliomy¢lite est également pour nous une priorité et nous espérons voir prochainement 1’éradication
compléte de cette maladie. Par ailleurs, la Principauté de Monaco développe prioritairement des
programmes de coopération internationale qui visent & promouvoir I’autonomisation des femmes et la
parité des sexes, dans les domaines de 1’éducation, de la lutte contre la pauvreté ainsi que de la santé
maternelle et infantile. Tout cela ne se congoit, bien slr, qu’a travers une coopération avec
I’Organisation mondiale de la Santé, notre partenaire principal, dont je veux saluer ici I’engagement
sur le terrain partout dans le monde et au bénéfice de tous. Nous poursuivrons cette coopération sous
forme de participation a des programmes, tout en mobilisant également des contributions non
affectées. Ainsi au cours de la période biennale écoulée, nos contributions volontaires a I’OMS se sont
¢levées a plus de un million de dollars, soit plus de 50 fois le montant de nos contributions
obligatoires.

Enfin, je souhaiterais revenir rapidement sur la gestion de la grippe A (HIN1). Le Directeur
général et son équipe, confrontés a une situation porteuse de risques considérables mais qui n’était ni
totalement connue ni totalement prévisible, ont réagi en fonction des données en leur possession au
moment ou ils I’ont fait. Il n’en est pas moins nécessaire d’en tirer un bilan et des recommandations
pour le futur, en particulier dans le domaine de la communication, des critéres de déclenchement des
différents seuils d’alerte et de I’accés équitable aux médicaments. Une réflexion plus large sur la
signification et la portée exactes qu’il convient de conférer au principe de précaution pourrait
¢galement s’avérer souhaitable. Je vous remercie de votre attention.

Mr NGUYEN QUOC TRIEU (Viet Nam) (Interpretation from the Vietnamese):'

Mr President, ladies and gentlemen, on behalf of the Vietnamese delegation, I would like to
express gratitude to WHO for having invited Viet Nam to this Health Assembly and for having given
our country precious support in the area of public health. Within the context of the Millennium
Development Goals, Viet Nam has reaffirmed its respect for the values and principles of the United
Nations Millennium Declaration, which was made by 189 Heads of State and Government at the

" In accordance with Rule 89 of the Rules of Procedure of the World Health Assembly.
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Millennium Summit convened at United Nations Headquarters in September 2000. We are
accelerating our implementation and have achieved encouraging results as regards the eight Goals,
three of which are in the area of health. Viet Nam has achieved almost all of them in the period 2006—2010.

With regard to Millennium Development Goal 4, infant mortality, in 2009 the level for children
under five was 25/1000. The figure for children under one was 15/1000. The level of malnutrition
among children under one was 18.9%. We have also received great support from the GAVI Alliance.
With regard to Millennium Development Goal 5, in 2009 the maternal mortality rate fell to
75/100 000. The level of women benefiting from three consultations during their pregnancy was
84.6%; the level of births attended by obstetricians was 94.8%. With regard to Goal 6, namely malaria,
HIV/AIDS and other epidemics, we have achieved great success, as the level of infection is below
0.3% in the population.

Furthermore, we have managed to do a great deal. We have been implementing the Millennium
Development Goals. Viet Nam is a country that is developing. It has a long path ahead of it, with
many obstacles in the area of health. It has a significant divide with regard to access to medical
services between regions and social groups. There are shortcomings and different levels in the
provision of medical equipment, which means that there are still many challenges ahead. The
Vietnamese Government has agreed to ensure that all social classes should be supported in their access
to health care. In addition, we call for further support from donors and United Nations bodies in order
to accelerate the Millennium Development Goals.

Professor MYA OO (Myanmar):'

Mr President, Director-General, excellencies, ladies and gentlemen Myanmar is one of the
developing countries of the WHO South-East Asia Region and is also a member of ASEAN. It has a
population of over 58 million, 70% of which reside in rural areas.

Myanmar, like all other developing countries of the Region, is experiencing a double burden of
disease with communicable diseases such as malaria, tuberculosis, HIV/AIDS and new emerging
diseases like HSN1 and the current human influenza pandemic due to the new pandemic influenza
A (HIN1) 2009 virus on the one hand, and noncommunicable diseases such as heart disease,
hypertension, stroke, diabetes, cancer, substance abuse, and traffic accidents on the other hand. In
addition, maternal newborn and childhood health including malnutrition are also national health
priorities.

Myanmar, as a member of the United Nations family, is committed to attaining the United
Nations Millennium Development Goals by 2015 by strengthening its health system to provide
essential health care to all people in general and meet the health needs of the poor, women, children
and other vulnerable groups in particular.

Poverty is the world’s most ruthless killer and the greatest cause of human suffering. It is one of
the major challenges of the country particularly in remote and border areas. The Government launched
a multisectoral border area development plan in 1989 to meet the basic needs of nationalities residing
in remote and border areas. The Ministry for the Progress of Border Areas and National Races and
Development has taken on responsibility of implementing the plan in collaboration with the other
ministries concerned. Priority has been given to the development of transport and communication,
health, education, agriculture and livestock breeding in 68 townships of 7 states and 2 divisions, with
5 million people of national races residing in the area.

The Government also launched an integrated Rural Development Plan which includes a five-
point agenda to meet Millennium Development Goals, namely: the construction of roads, linking
village to village and village to urban township, and district to district; the provision of safe drinking-
water and sanitation as well as water for cultivation; education; the provision of essential health
services and a referral system to station and township hospitals; and promotion of agriculture and
livestock breeding for income generation.

" The following is the full text of the speech delivered by Professor Mya Oo in shortened form.
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The 2001 household income and expenditure survey found that the estimated poverty rate was
20% in urban areas, 28% in rural areas and 26% for the country as a whole. The poverty gap ratio was
6.8%. We fully recognize that investment in health will lead to poverty reduction and economic
development. Malnutrition is recognized as an outcome as well as a cause of poverty. Nutrition plays a
major role in the survival, growth and development of young children, and malnutrition also
contributes to 50%—60% of child deaths in developing countries. Protein energy malnutrition, iodine
deficiency disorders, iron and folic acid deficiency anaemia are major nutritional problems similar to
those of many developing countries. Mothers and children are the most vulnerable to undernutrition
and micronutrient deficiencies especially in rural and peri-urban areas. There has been significant
progress with regard to iodine deficiency due to universal iodization of salt, with household
consumption of iodized salt increasing from 10.8% in 1994 to 86% in 2005. During the same period,
goitre prevalence dropped from 33% to 2% in 2006. Strong political commitment, effective
cooperation of relevant Government ministries, private salt producers, support from UNICEF, and
many others contribute to the progress of Myanmar’s programme for universal salt iodization.

A recent survey indicated that 50% of pregnant women and 25% of adolescent girls are
anaemic; we are implementing behavioural change communication as regard to food habits and health-
seeking behaviour, and also iron folic acid and vitamin Bl supplementation. Vitamin A
supplementation was initiated during the years 2000 through to 2002 together with vaccination against
poliomyelitis on the national immunization days and through Nutrition Promotion Week campaigns
started in 2003 up till now. Today blindness due to vitamin A deficiency is almost unknown in
Myanmar.

There was a gradual decline in the prevalence of protein-energy-malnutrition among children
under five from 38.6% in 1997 to 36.3% in 2000 and 31.8% in 2003. But these current prevalence
rates are still high, and at the same time 32.2% of children are stunted and 8.6% are wasted.
Undernutrition is more common among rural children than their urban counterparts. Nutrition
rehabilitation and supplementary feeding for malnourished children are being implemented in both
rural and urban areas with joint collaboration between local and international nongovernmental
organizations and community participation for sustainability. The 2003 National Body Mass Index
survey indicated that 20% of women were underweight with a BMI of less than 18.5. The false beliefs
of women in some traditional communities stop them from eating a variety of nutritious foods during
the critical period of pregnancy and lactation. Household food security is the most critical factor in
malnutrition.

As women and children make up 60% of the population, the Government of Myanmar is
strengthening its health system to enhance the health status of all people in general and the health
needs of the women, newborns, children, the poor and the other vulnerable groups in particular. I
would like to point out that 13 developing countries account for 70% of global maternal deaths and
five countries in Asia and the Pacific region are responsible for 50% of global maternal deaths.
According to a United Nations estimate in 2003, the maternal mortality ratio was 380 per 100 000 live
births in Myanmar, which is still high in the Region. About 60% to 80% of maternal deaths are due to
postpartum haemorrhage, sepsis, obstructed labour, hypertensive disorder of pregnancy and septic
abortion.

The South East-Asia Region carries a proportional burden of morbidity and mortality amongst
children under five. The under-five mortality rate is 66 per 1000 live births in Myanmar. Although this
rate has declined significantly in past decades, the infant mortality rate of 49.7 per 1000 live births has
not changed significantly: over 80% of under-five mortality occurs in rural areas, and 73% of deaths
occur before the first birthday. Moreover, two thirds of neonatal deaths occurred within the first week
of life, and two thirds of these deaths take place in the first 24 hours of life. Therefore, attention to
neonatal survival is imperative for achieving the targeted reduction of the infant mortality rate and the
under-five mortality rate, especially in rural areas. The availability of skilled attendants at every
pregnancy and childbirth is crucial for improving access to maternal and newborn care services. The
proportion of births attended by skilled persons increased from 57% in 2001 to 67.5% in 2003.
Improving the health of mothers and newborns requires a continuum of good-quality reproductive
health care, starting from the period before pregnancy to some months after delivery. Also recognized
is the need for a better functioning referral system for emergency obstetric care and care for newborns
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with problems. We are striving to achieve universal access to reproductive health by the year 2015 so
as to reach the Millennium Development Goal targets for maternal and neonatal mortality. Regarding
the under-five mortality rate, the major killers are pneumonia, diarrhoea, malaria, measles and
HIV/AIDS, with malnutrition contributing to more than 50% of all deaths. For these, there are already
cost-effective health interventions. The major challenges are due to lack of resources in developing
countries; it is noted that the Millennium Development Goals monitoring framework includes a new
target “Achieve, by 2015, universal access to reproductive health” under Millennium Development
Goal 5, which recognizes the centrality of reproductive health services and reproductive health rights
in improving maternal newborn and child-health and reducing poverty.

To ensure successful implementation of the reproductive health strategy it is also necessary, to
address poverty-related health issues including malnutrition, lack of safe drinking-water and
sanitation, and a low level of exclusive breastfeeding and skilled birth attendance. International
stakeholders should provide adequate technical and financial support to resource-limited developing
countries and the developing countries should also scale up their investment in health, as
recommended by the Commission on Macroeconomics and Health. Health professionals also need to
redouble their efforts; and only then will we be able to achieve the targets of health-related
Millennium Development Goals by 2015.

Based on evidence and lessons learnt from previous strategies and interventions, we have
formulated a Five-year Strategic Plan for Child Health (2010-2014), with technical inputs from main
stakeholders. It has been implemented in close cooperation and collaboration with the Five-year
Strategic Plan for Reproductive Health (2009-2013) and the Five-year Strategic Plan for Adolescents
(2008-2011). These three strategic plans have commonality of strategic directions and approaches.

To achieve Millennium Development Goals 4 and 5 by 2015, we need to ensure the continuum
of maternal, newborn, child health and nutrition in a sustainable manner. Therefore, it is of utmost
importance to effectively coordinate and collaborate among stakeholders such as the Government,
WHO, UNICEF, UNFPA and other United Nations organizations, international nongovernmental
organizations as well as private-sector national nongovernmental organizations and the communities
themselves, for human, technical and financial resources.

Malaria, tuberculosis and HIV/AIDS are national priority diseases hindering the socioeconomic
development of the country. We are combating these three diseases in accordance with national
programmes, with a high level of political commitment. Over 70% of the population reside in
malarious areas. During the last two decades, malaria morbidity and mortality have been declining. In
the 1990s the morbidity rate was 24.5 per 1000 population, and the mortality rate was 10.4 per
100 000 live births. At present, morbidity and mortality have been reduced to 10.7 per 1000
population and 1.8 per 100 000 live births, respectively. Human behaviour in using insecticide-treated
bednets, an adequate supply of rapid diagnosis tests and artemisinin-based combination therapy are
key factors in reducing the malaria morbidity and mortality. Human resource training and supportive
supervision are also crucial for malaria programmes.

Tuberculosis is also a major public health problem and Myanmar is one of 22 high tuberculosis
burden and 27 high multidrug-resistant tuberculosis countries in the world. Recent estimates suggest
that 1.5% of the population becomes infected with tuberculosis ever year, and that some 130 000
people go on to develop tuberculosis. Half of these cases are infectious with positive sputum smears.
The national tuberculosis programme began implementing a directly observed treatment, short course
strategy in 1997, and all townships in the country were covered by the year 2003. We have formulated
a revised national strategic plan for 2010-2015, which includes six principal components of the new
WHO’s Stop TB strategy. We achieved a case detection rate of 94% and a treatment success rate of
85% in 2008. The uninterrupted supply of good-quality first-line anti-tuberculosis drugs supported by
the Global Drug Facility was completed in 2009, but fortunately will be backed in 2010 with support
from the Three Diseases Fund and Japanese Grant Aid.

South-East Asia has the second highest HIV/AIDS disease burden and the epidemic is still
concentrated in the population with high-risk behaviour, such as commercial sex workers and injecting
drug users. Considerable progress has been made in fighting this epidemic by implementing a national
plan with full involvement of various Government agencies, the private sector and nongovernmental
organizations. HIV prevalence in Myanmar started to decline from 0.94% in the year 2000, falling to
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0.67% in 2007 and to 0.61% in 2009. But prevalence in high-risk groups such as commercial female
sex workers and injecting drug users remains high, ranging from 20% to 38% in 2008. Success in
reducing prevalence is the result of firm political commitment and the scaling-up of coordinated
efforts of all stakeholders. However, the 2003 target of antiretroviral treatment reaching at least half of
those in need of therapy has not been met and only one in five receives treatment. We are confident
that with the Three Diseases Fund and additional support from the Global Fund, the goals and targets
of Millennium Development Goal 6 will be achieved in 2015.

Essential medicines are vital tools for the health care system. The primary objective is to ensure
safe and good-quality essential medicines at an affordable price. The proportion of the population with
access to affordable medicines is about 60%. Due to the TRIPS agreement, the developing countries
cannot afford the prices of patent-protected drugs. The Commission on Macroeconomics and Health
recommended broader licensing to produce high-quality generic drugs for use on the domestic markets
of low-income countries. This means that the rich countries would bear the cost of research and
development while the poor countries would pay a price close to the production cost. I would like to
urge the multinational pharmaceutical industry, WHO, WTO and the low-income countries to work
together to ensure that the poor countries can access medicines at the lowest viable commercial price.

I have presented progress and achievements with regard to the health-related Millennium
Development Goals in Myanmar. However, we fully recognize the need to sustain political
momentum and scale up investment in health. It is also crucial for the international community and
financial organizations to sustain their commitment to assist low-income countries, without which the
latter will not be able to achieve the Millennium Development Goals and targets by 2015. Myanmar is
also building a stronger health system so as to ensure comprehensive, good-quality health-care
services for all people and protection against financial disaster, especially for poor people during
illness, covering reproductive health services as well.

At this juncture, I would like to commend the efforts of WHO to work with the GAVI Alliance,
the Global Fund to Fight AIDS, Tuberculosis and Malaria, and the World Bank in developing a
common platform for health systems funding in line with the recommendation of the High-level Task
Force on Innovative International Financing for Health Systems. We are also strengthening health
information systems in collaboration with WHO to enhance the availability of quality health data,
especially on the health-related Millennium Development Goals and other indicators.

I would like to express my profound gratitude and appreciation to WHO, other United Nations
agencies, international communities and international financial organizations, and all respective
stakeholders for their assistance to the Union of Myanmar. We also support the Secretariat’s report on
monitoring of the achievements of the health-related Millennium Development Goals, and the
Executive Board resolution EB126.R4. Finally, I would like to reiterate our commitment to achieving
the health-related Millennium Development Goals by the year 2015. Thank you for your kind
attention.

Mr JEON Jae-hee (Republic of Korea):

Mr President, distinguished delegates, ladies and gentlemen, it is a great honour to speak today
on behalf of the Republic of Korea.

I remember standing here at the Sixty-second World Health Assembly last year, talking about
solidarity in the fight against pandemic (HIN1) 2009. I am pleased to tell you that Korea has
successfully kept the pandemic under control, like many other countries. This year, we are gathered to
discuss yet another challenge for health ministers and professionals that requires our urgent attention:
the health-related Millennium Development Goals. I wish to express my appreciation to Dr Chan and
WHO for the timely decision to bring this pressing issue to our attention. It should sound an alarm for
us all that, among all the Millennium Development Goals, the least progress has been made in
achieving maternal and infant mortality reduction. Health-related goals cannot be met with the efforts
of the foreign affairs ministries or organizations in charge of official development assistance alone. It
will not be possible without a strong commitment of health leaders and expertise of health
professionals. Recognizing their indispensable role in the drive to achieve the health-related
Millennium Development Goals, United Nations Secretary-General Ban Ki-moon has organized a



A63/VR/4
page 75

meeting to gain insight from health officials in the run-up to the September 2010 Summit on the
Millennium Development Goals. I believe it is our noble duty as health ministers and professionals to
turn our eyes and reach out to those who suffer from dreadful health conditions within or outside our
borders.

The Korean Government has pledged on many occasions to expand its official development
assistance volume to pay back the help we have received from the international community. President
Lee Myung-bak promised at the United Nations General Assembly last September to triple the 2008
official development assistance to US$ 3 billion by 2015. As the first recipient-turned-donor country,
we still remember the hardship that may be suffered by developing countries today. The Korean
Government is more than ready to share our development experience. What made us improve our
dismal health care in a country devastated by war 50 years ago? First, technical assistance as well as
material aid from the international community were important. With the support of WHO, we were
able to effectively eradicate the malaria parasite and waterborne diseases. Second, training health-care
workers was also a key success factor. Our Government focused on fostering public health doctors and
community health practitioners who could work in the field. They were deployed at the basic
administrative level and helped establish the primary health-care system in rural areas. They cared
about mothers’ health before and after childbirth, and led people to make changes in lifestyle and
attitudes, enabling grassroots social reform.

The ideas are in line with the established principles and guidelines on international cooperation.
The Korean Government truly understands the value of the principles, as we learned them through our
experience, and wishes to make them more valuable by sharing them with others. We have already
started projects to assist developing countries. Hopefully, the success stories will be shared with you
here someday.

The right to health is one of the most fundamental human rights. We representatives here today,
stand at the forefront to uphold that right. The international community calls on us to work together to
make progress towards the health-related Millennium Development Goals. It is time for us to join
forces and stand united again, as we did in the fight against pandemic influenza, to achieve the
ambitious goals by 2015, under the strong leadership of WHO. Thank you.

Mr MCKERNAN (New Zealand):

Mr President, honourable ministers, delegates, teéna koutou, téna koutou, téna koutou katoa,
warm greetings from the people of New Zealand.

New Zealand welcomes this debate in the Health Assembly. We welcome WHO’s work to
assist Member States in achieving the Millennium Development Goals, and we also welcome the
reports by other Member States here today on their progress.

I want firstly to acknowledge the progress that has been made towards achieving the health-
related Millennium Development Goals, in particular the reductions in child mortality. However, like
many we do agree that there is also much that can and should be done to step up action where progress
has been poor. There is strong agreement about the need to strengthen health systems to further
progress the Millennium Development Goals. In New Zealand, we have placed particular emphasis on
health systems strengthening, including the key role of primary health care. Our surveys in New
Zealand show that investment in primary care has benefited the whole population but in particular
vulnerable groups, especially those on low incomes or living in areas of economic deprivation. The
New Zealand Government is working with health professionals to drive change within primary care to
achieve “better, sooner, more convenient” primary care services. This includes: services which are
delivered closer to home by a wider range of health professionals; the more effective prevention,
identification and management of chronic diseases; new models of delivery to improve maternal and
child health; improved access to diagnostic and traditionally hospital-based treatment services that are
now delivered in the primary care setting. Furthermore, the New Zealand Government recently
announced a new approach to addressing the social and economic needs of families, with a focus on
those families most at risk. The approach, named Whanau Ora, which loosely means ‘“family
well-being”, is designed to allow families to take greater control of their future by reorientating the
delivery of health and social services around their identified needs. This initiative draws on indigenous
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Maori approaches, shifting the emphasis from individualized service delivery to one that better
supports the needs and aspirations of the family or Whanau.

Internationally, New Zealand has taken a lead role at the United Nations Human Rights Council
in raising the issue of maternal mortality and the potential failure to meet Millennium Development
Goal 5 as a significant human rights question. Universal access to sexual and reproductive health
information and services is integral to good maternal health. The progress report that will be
considered later in the Health Assembly on reproductive health highlights the uneven progress in
achieving international targets related to maternal, sexual and reproductive health. This is of great
concern to us, and it must continue to be a focus for our efforts at country, regional and global levels.
In 2009, the New Zealand Parliamentarians Group on Population and Development convened an open
hearing on maternal health in the Pacific, to highlight the continued need to address the complex
issues limiting improvements to maternal health in our region. The resulting findings and
recommendations will guide New Zealand’s efforts in working in the Pacific region and with other
development partners. The report also highlights once again the need to improve data collection and
information systems to better support monitoring progress on the Millennium Development Goals.

The world faces many pressing health issues, and while we would like to act on them all
simultaneously, the reality is we cannot and priorities must be set. The New Zealand Government has
established a health target regime that identifies six key targets. These include targets for
immunization, the management of cardiovascular disease and diabetes, and smoking. Our experience
is that a focus on a few important health priorities leads to rapid improvement, for example our
historically poor immunization rate has increased 17% over a two-year period to 85% and continues to
climb. Youth smoking rates have halved in the last five years, while wider availability of highly cost-
effective nicotine replacement therapy has seen a 200% increase in its use over the past 18 months.

New Zealand is pleased that noncommunicable diseases are now being seriously discussed in
the context of the Millennium Development Goals. We cosponsored the resolution agreed in
New York last week, calling for a United Nations high-level meeting on noncommunicable diseases in
September 2011. Preventing and managing such diseases is not only an important new challenge in its
own right, but will be essential for continued progress with the existing health-related Millennium
Development Goals.

Finally, New Zealand continues to place a high value on opportunities such as this Health
Assembly to learn from and share our experience with other countries, both developing and developed.
There is much that we can all learn from the rapid improvements in Millennium Development Goal
indicators in a number of developing countries, often with limited resources. The Goals are our
collective responsibility and we will all benefit when all countries achieve them — the sooner the
better.

For me, this is perhaps best summed up by a Maori proverb from New Zealand, which goes
Na to rourou, nd taku rourou ka ora ai te iwi translated, this means “With your basket with my basket,
the people will thrive”.

Thank you, Mr Chairman No reira, téna koutou, téna koutou, tenda koutou katoa.

Dr ZHARKO (Belarus):
H-p XKAPKO (benapycs):

VYBaxaeMbliii T-H [Ipencenarens, yBaxkaemble JIe€JI€TaThl, 1aMbl U FOCIIO/1A,

[Ipomecc moctmxenust Lleneir TeicaueneTus B 0OJACTH Pa3BUTHS B YCIOBHUSAX TIIOOATH3AIUH,
BO3PACTAIONIEH POJM COLUAIBHO-DKOHOMHUYECKUX NETEPMUHAHT 3J0POBbS M TAaKHX COBPEMEHHBIX
BBI30BOB, KaK IOCJIEICTBHS MUPOBOTO (PMHAHCOBOTO KPU3WCA, YPE3BBIYANHBIE CHUTYallMHd M BCTIBIIIKH
OomesHel, TpedyeT 0co00i KOHCONMIAIIMN YCWIIMKA KaK Ha Ti00aJhbHOM, TaK W Ha HAIMOHAIHHBIX
ypoBHAX. B cBoeM mocTymaTenbHOM IBMKEHHHM K AocTikeHuio Llened ToicsueneTns B obiactu
pasBuTHsl 3ApaBooxpaHeHue PecnyOnmukm benapyck OCHOBBIBacTCS Ha IIMPOKOMACIITAOHBIX
rOCYyIapCTBEHHBIX IPOrpaMMax IO OXpaHE 3[0POBbs, HANPaBICHHBIX, B TOM 4YHCIIE, HA OXpaHy
310pOBbsl MaTepu U pedenka, 6oprdy ¢ BUU/CIIN oM, npyrumu 00ne3HAMH, a TaKKe Ha PEIICHUN
WHBIX 33/1a4, CBSA3aHHBIX CO 310poBbeM. CBOEBPEMEHHO MPUHSITHIE MEPHI 110 IKOHOMHUH (PUHAHCOBBIX
pEeCypcoB W clakeHHas paboTa TMPaBUTENBCTBA W PYKOBOJCTBA OTPACHH 3/IPaBOOXPAHEHUS
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o0ecreynBaloT yCTOWYMBOE (MHAHCHPOBAHME MEPONPHUITUH, NMPELyCMOTPEHHBIX HALMOHAILHBIMHU
MporpaMMamMH, ¥ TIO3BOJISIFOT TOCTUYh MOJIOKUTENHHON THHAMIKH.

Tak, mnageH4Yeckass CMEPTHOCTh CHM3WJIACh, C YYETOM MIJAJIEHILIEB C YpE3BbIYAHO HU3KON
Maccoil Tena mpu poxaeHuu, Ao 4,7 npomuiuie npu 11,9 npomumie B 1990 rony. Kosddunuent
CMEPTHOCTH CpeIW JeTe MO0 NATH JeT KaKk OJUH W3 OCHOBHBIX IIOKa3aTele O1arococTOosHUS
obmectBa cocraBun 6,1 mpommmie, B 1990T. - 15,2 mpoMuiuie, 9TO COMOCTAaBUMO C YPOBHEM
BBICOKOPA3BUTHIX CTpaH MHpa M TIO3BOJISICT HAJESThCS Ha JOCTH)KCHHE IIOCTABJICHHBIX IIEeJei K
2015 rogy. Marepunckas cmeptHocTh coctaBaseT 0,9 Ha 100 000 xuBopoxaeHHbIX, B 1990 1. - 22.
ITonoxxurenpHbIE pe3yabTaThl B PecryOnuke NOCTUTHYTHI Oiaroaps yCTOMYHUBOMY NMPHOPHUTETHOMY
rOCyJapCTBEHHOMY (MHAHCHPOBAaHHIO OTpacid, MEpPONPHUATUSIM MO O0ecleueHno  JeTel
KayeCTBEHHBIMH  MPOAYKTaMH IHTAHHUs, CBOEBPEMEHHOMY COBEPILCHCTBOBAHUIO  CHCTEMBI
MEPUHATAIBHON TIOMOIIM ITyTEM CO3JaHMs Pa3HOYPOBHEBOW CHCTEMBI €€ OKa3aHWs, yTy4IICHHIO
MEPUHATAIBHON  JUArHOCTUKA  BPOXKIEHHBIX  MOPOKOB W HACIEACTBEHHBIX  OOJE3HEH,
COBEPILEHCTBOBAHUIO HEOHATAIEHOW PeaHMMAallUH U BBIXaKUBAHHS HETOHOIECHHBIX HOBOPOXKACHHBIX,
HEYKJIOHHOMY TIOBBIIICHUIO KBANH(UKAIMKA Bpadeld W CHEIUAIMCTOB JIETCKOTO 3/IPaBOOXPAHCHUSI.
AKTHBHO Pa3BUBAETCS BBHICOKOTEXHOJIOTHYHAS MEAMIMHCKAs MOMOIIh AeTsaM. Kaxaon GepeMeHHON
JKCHIIIHE rapaHTupyeTcs OecryiaTHOe MEAULIUHCKOE HAOMI0IeHHE B TOCYAaPCTBEHHBIX YUPEkKACHUIX
3[IpaBOOXpAHEHUs, CTallMOHApHAs MEIWIMHCKAas IOMOIIbL BO BpEMs M IIOCIE POAOB, a TaKxke
MEAHUIMHCKAs TOMOIIb U MEIUIIMHCKOE HAOIIOICHHIE 32 HOBOPOXKICHHBIM.

BaxxelmmM 1711 COXpaHEHUS 3[J0POBBS SIBISIETCS] TIPOBEJCHUE MEPOTPHUATHI, HAIPaBICHHBIX
Ha TpoduiIakTHKy 3abomeBaeMocTH JHeTeidl. B PecmyOmuke ocymecTBisieTcss o0s3arenbHast
UMMYHH3AIIUs IeTei MPOTHB TyOepKyesa, AudTeprn, KOKIIOIIA, KOPH U TIOJMOMHEIINTA, KPaCHYX! U
BUpycHOoro remaruta B. OxBar jgereil mpodMIAKTUYUECKUMH TPUBMBKAMH B OTHOIICHUHM BCEX
uHekuid, Bxomsamux B [Iporpammy mmmyHmzauuu, B 2005 r. coctaBun 98,7%, 4TO TpeBBIIIAET
pexomenayemble kputepun BO3 B 95%. PecnyOnuka bemapych Takke moOmiack mporpecca B
JMIOCTIKCHHUH TIeJIeH, OTpaKCHHBIX B Jlekmapamuu o mpuBepkeHHOCTH neny 6oprosl co CII oM, u
HAIMOHAJBHBIX IIeJIe BCeoOIero 10cTyma K NpoQuIakTHKE U JICYEHHUIO, YXOIy U MOJACPKKE B CBI3U
¢ BUY-undexumert. I['naBupiMu mpunnunamu noiautukd B obmactu BUY u CIIM/a B Benapycu
SBISIFOTCS: OOECIeUYeHUe TIOJTHOTO M PaBHOIO JIOCTyNa K MH(OpMAIMU, CPEACTBAM NPOQUIAKTHKH,
JICUCHHUIO, YXOAy U Moaaepkke B cBsi3u ¢ BUU-undeknueli; yBaxkeHue IMpaB dejoBeKa, OopbOa ¢
JUCKpUMHHAIME!H U cTUrMaTh3anyeil B cBsa3u ¢ BUU-cratycoMm; cOTpYIHMYECTBO TOCYAapCTBEHHBIX
VUpeKICHUH, MEKITYHAPOIHBIX OOIIECTBCHHBIX OpraHW3allUi, a TaKXke JIoAcH, >kuBymux ¢ BUY;
MpU3HAaHKE TPOPUITAKTHKH TPHUOPUTETHON CTpaTeTrueil MPOTUBOACHCTBUS DIUICMHM.

B nactosimiee Bpems 3a0oeBaeMoCTh Manspuell B PecryOnnke orieHnBaeTcsl Kak cTaOuiibHasi, ¢
HU3KUM ypoBHeM. Hacesnenue PecryOnuky, 0COOEHHO COIMANbHO YS3BUMBIE TPYIIIIBI, UMEET MOTHBII
JOCTyl K yciayram 1o mnpoduiakTuke TyOepkyne3a u HHGOpMAluM, a JHIa, >KUBYIIHE C
TyOepKyJie30M, UMEIOT JOCTYH K JICYCHHUIO, YXOAY M Hoanepxke. IIpu 5ToM cyMMapHOe CHIDKCHHE
3a00JIeBaeMOCTH TyOEepKyIe30M 3a 1Tk JieT, ¢ 2005 mo 2009 rox, cocramio 13,8%, ¢ 54,3 1o 46,8 Ha
100 000 Hacenerns. CHmKEHHE CMEPTHOCTH OT TyOepkynesa - 33,1%, ¢ 12,1 mo 8,1 ma 100 000
HaceneHus. Ommpasich Ha MEXIyHAPOIHBIA OMBIT M JIYYIIHE MHUPOBBIE IOCTIKEHHUS B 00JacTH
00pbOBI C TyOepKyJie30M, elle MPEeICTOMT pellaTh akTyalbHble MPOOJIEMBl COBPEMEHHOTO dTara,
Takue Kak Oopbba ¢ TyOepKyJle30M C MHOXKECTBCHHOW JICKAPCTBEHHOH YCTOWYHUBOCTEIO,
3a00seBaeMoCTh KOTOPHIM Bo3pocia ¢ 9,9% B 2005 r. go 20,3 8 2009 r. 1 BUY-acconmupoBaHHBIM
TyOepKyIe30M.

o 3agauam obecnieueHns: JOCTYMa K OCHOBHBIM JICKAPCTBEHHBIM CPEACTBAM CIIETyeT OTMETHUTD,
yTo B Pecmybnuke bemapych cOOTHOIIEHHE O T€HEPUKOBBIX M OPUTHHAIBHBIX JIEKAPCTBEHHBIX
cpencts coctaBisieT 82% u 18%, cootBercTBeHHO. B Pecnybnuke benapych anst ciepxuBanust pocta
LIeH MpPaKTUKyeTCs NOoANMcaHnne MeMopaHOyMa IO CHEPKHBAHUIO IEH C MPOU3BOAMUTEISIMHU
JIEKapCTBEHHBIX CPEJICTB. 3apaBooxpanenne PecmyOmmku bemapych craBUT mepen  coboit
CTPaTerMyecKyl0 IeIb Pa3BUTHS 110 CO3/JaHUI0O COBPEeMEHHONM U 3¢ (EeKTHBHON CHCTEMBI
3[IpaBOOXpAHEHUs, IO YKPEIUICHWIO €€ NOTeHUuana ais oOecledeHUs] TpaxaaH JOCTYIHBIMU
JIEKapCTBEHHBIMHU CPEJICTBAMHU M MEIUIIMHCKOH MOMOIIBIO.

biarogapro 3a BHUMaHUeE.
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Le Dr AOUELE (Céte d’Ivoire):

Monsieur le Président, Mesdames et Messieurs, honorables délégués, avant tout propos, je
voudrais vous féliciter, Monsieur le Président, pour votre élection a la présidence de nos travaux et
aussi féliciter tous les membres du Bureau mis en place. La Cdte d’Ivoire par ma voix remercie et
félicite I’OMS et son Directeur général pour 1’intérét accordé au suivi de la réalisation des objectifs du
Millénaire pour le développement.

A cinq ans du délai fixé en 2015 par la Déclaration du Millénaire, le bilan concernant la
réalisation des objectifs du Millénaire pour le développement est mitigé, notamment pour les pays en
développement dont fait partie la Cote d’Ivoire. En effet, la crise sociopolitique qu’a connue la Cote
d’Ivoire a occasionné bien des difficultés dans la mise en ceuvre de la politique sanitaire ivoirienne
avec la partition du pays et la restriction de 1’autorité sanitaire a la moiti¢ sud du pays. Mais avec le
processus de sortic de crise suite aux accords politiques de Ouagadougou en 2007, les activités
sanitaires développées par le Gouvernement se sont a nouveau étendues a I’ensemble du pays et des
signes d’amélioration de 1’état des indicateurs sont perceptibles. Ainsi, les indicateurs concernant la
santé des enfants se sont sensiblement améliorés. En effet, le taux de mortalité infanto-juvénile est
passé de 150 pour mille en 1990 a 125 pour mille en 2005, soit une réduction de 17 %. L’adoption de
la stratégie d’accélération de la survie de I’enfant et de la prise en charge intégrée des maladies du
nouveau-né et de I’enfant ainsi que 1’adoption de nouvelles stratégies pour 1’amélioration de 1’état
nutritionnel de ces derniers et ’amélioration de la couverture vaccinale avec 1’appui de partenaires tels
que 1’Alliance GAVI, nous donnent bon espoir d’approcher de cet objectif.

Au sujet de la santé maternelle, des efforts sont a noter. En effet, le taux de mortalité maternelle
a légeérement baissé, passant de 597 déces pour 100 000 naissances vivantes en 1999 a 543 déces pour
100 000 naissances vivantes en 2005, soit une réduction de 10 %. Le taux d’accouchement assisté par
un personnel qualifié a connu une amélioration passant de 45 % avant 1’an 2000 a plus de 56,9 % en
2006, puis a 64,49 % en 2009, avec une augmentation de la capacité de formation des sages-femmes.
Nous notons également que la couverture des besoins sanitaires en maticre de prise en charge des
complications obstétricales est passée de 42 % en 1999 a 60,1 % en 2004, entralnant ainsi une baisse
du taux de létalit¢ due aux complications obstétricales au sein des structures assurant les soins
obstétricaux d’urgence de 2,7 % en 2000 a 1,7 % en 2004.

Concernant 1’objectif 6 du Millénaire pour le développement, des efforts ont également été faits
au niveau de la Cote d’Ivoire, avec I’appui de plusieurs partenaires au développement. Ainsi, au
niveau du VIH/sida, la prévalence est passée de 7 % en fin 2003 a 4,7 % en fin 2005 et les estimations
actuelles font état d’une 1égére baisse de cette prévalence. Le nombre de personnes vivant avec le VIH
ayant acces au traitement antirétroviral a connu une augmentation de plus de 183 % entre 2005 et
2007. L’intégration des activités de prévention de la transmission mére-enfant au paquet minimum
d’activités et I’intégration de la prise en charge nutritionnelle dans la prise en charge globale des
personnes infectées et affectées par le VIH ainsi que le développement d’activités pour le changement
de comportement, en liaison avec les groupes communautaires et les organisations
intergouvernementales devraient permettre une accélération de la lutte contre le VIH, qui demeure une
préoccupation majeure pour le Gouvernement ivoirien.

Pour ce qui est de la lutte contre le paludisme, qui reste la premicre cause de décés en Afrique,
I’intégration des associations thérapeutiques a base d’artémisinine dans la prise en charge des cas est
une réalité, mais 1’accessibilité financiére a cette intervention reste une problématique dans nos pays.
Fort heurecusement, la Cote d’Ivoire bénéficie du soutien du Fonds mondial pour son projet de
« Passage a échelle des interventions de lutte contre le paludisme dans le contexte de reconstruction
nationale ». Ce projet permettra la distribution d’environ 9 millions de moustiquaires & imprégnation
durable au cours de cette année, permettra 1’achat d’antipaludiques pour toute la population, la
vulgarisation des tests de diagnostic rapide dans les centres de santé périphériques et la prise en charge
a domicile avec le médicament de premicre intention. Toutefois, nous pensons qu’un appui a
I’assainissement de I’environnement et a [’amélioration de I’hygiéne environnementale des
populations demeure une voie a encourager dans la lutte contre la maladie qui est aussi une lutte
antivectorielle. C’est pourquoi nous sollicitons encore I’appui des partenaires multilatéraux.
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Concernant la lutte contre la tuberculose, nous avons adopté la Stratégie Halte a la tuberculose
recommandée au niveau mondial par I’OMS pour stopper la tuberculose et atteindre les objectifs du
Millénaire pour le développement d’ici 2015. En 2006, 21 204 cas ont été déclarés pour toutes les
formes de tuberculose et 12 964 cas pour les formes a frottis positifs. Le taux de succés thérapeutique
est encourageant car il est passé de 64 % en 2000 a 75 % en 2007.

Je voudrais terminer mon propos, en insistant sur la nécessité du suivi de la réalisation des
objectifs du Millénaire pour le développement. Pour cela, il nous faudra des données de qualité qui
permettent d’évaluer la situation de départ a sa juste valeur et de mesurer les efforts accomplis sur une
période déterminée. La Cote d’Ivoire se trouve aujourd’hui en situation de sortie de crise et est classée
comme pays fragile. Elle lance donc un appel a la solidarité internationale pour une amélioration et un
renforcement de son systéme de santé. Je vous remercie.

La Dra. JADUE (Chile):

Buenos dias. Es un honor para mi representar al Gobierno de Chile en esta Asamblea, a dos
meses de asumir el nuevo Gobierno, en condiciones muy particulares.

A partir del 27 de febrero de este afio, nuestro pais enfrenta serios desafios después del
terremoto y el tsunami que asold el centro sur, afectando a mas de dos millones de personas. Se
perdieron casas, escuelas, hospitales, caminos y puentes. Comienza el invierno y deberemos enfrentar
la pandemia con una red hospitalaria que perdié el 10% de su capacidad instalada con 4000 camas.
De un total de 26 000 camas hospitalarias en el pais, 17 hospitales desaparecieron, otros 30 tienen
dafios graves. La red de consultorios de atencion primaria quedod en mejores condiciones y esta fue
capaz de asumir rapidamente el control de la situacion, para restaurar los servicios a la poblacion. Sin
embargo, estamos en una situacion tremendamente disminuida.

Esto ha significado desarrollar rapidamente otras estrategias de proteccion de la salud de la
poblacioén, como la vacunacion masiva contra la influenza A HIN1 y la creacion de maneras nuevas
de reponer las capacidades en los servicios de salud, instalando redes funcionales, trasladando los
pacientes de un lugar a otro dentro del pais en el lugar donde estan los servicios requeridos.

Superada la fase de la emergencia inicial, estamos hoy poniendo nuestro esfuerzo en las labores
de reconstruccion, lo que supone llevar ayuda, alivio, consuelo y proteccion a los cientos de miles de
chilenas y chilenos damnificados por este cataclismo.

Nuestro Presidente, Sebastian Pifiera, esta preparando un proyecto de ley que financia la
reconstruccion del pais, que contempla obtener recursos por mas de US$ 20 000 millones para
reponer, también entre otras cosas, la infraestructura hospitalaria.

Lo mas doloroso y lo mas sensible, porque es irrecuperable, son las numerosas victimas fatales
que dejo este cataclismo, con 452 fallecidos y aun 56 personas que no han podido ser encontradas.

Sin perjuicio de lo anterior, la vida sigue y debemos seguir avanzando y preocuparnos de la
salud de todos los chilenos y chilenas. Los ODM, que representan una manera mucho mas integral de
mirar los avances en el nivel de salud de los pueblos, son una prioridad para nuestro pais y superar la
pobreza que afecta a un porcentaje de nuestra poblacion, avanzando con equidad en el logro de una
mejor salud son prioridades para nuestro Gobierno. Hoy en la tarde de hecho presentaremos algunos
de los avances en estos afios, con resultados que son alentadores en varios casos.

En este sentido, la OMS es un espacio de cooperacion multilateral y Chile estard siempre
dispuesto a compartir las experiencias y aprender de buenas practicas para buscar mejor vida para
todos.

La cooperacion internacional fue muy importante para poder superar la emergencia: muchos
paises acudieron en nuestra ayuda, con hospitales de campafia, con equipos de profesionales para
colaborar con insumos. Deseo aprovechar la oportunidad en esta Asamblea para reiterar nuestra
gratitud por la solidaridad recibida, valor ético en el mundo global que estamos construyendo dia a dia
y que tienen mucha importancia.

Hoy tenemos que mostrar y compartir las lecciones aprendidas para tratar de cometer cada vez
menos errores y para que todos podamos enfrentar las situaciones de emergencia, cada vez mas
frecuentes en el mundo, de mejor manera.
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Reconstruir piedra por piedra y ladrillo por ladrillo, no solamente lo que el terremoto y el
maremoto destruyeron, sino que algo mas grande y ambicioso aln, reconstruir un pais mejor, con
tecnologias mas modernas, con estandares de seguridad mas exigentes, pero también con valores mas
solidos son nuestros objetivos. Muchas gracias.

M. DI BARTOLOMEO (Luxembourg):

Monsieur le Président, Madame le Directeur général, chers tous, je voudrais tout d’abord me
rallier a la déclaration faite hier par ma collégue espagnole au nom de 1’Union européenne. Nous
sommes tous conscients que la crise financiére et économique qui nous a frappés ne facilitera pas la
réalisation des priorités de développement en général et des objectifs du Millénaire pour le
développement liés a la santé en particulier. Mais nous sommes attendus au tournant.

Notre débat sur les objectifs du Millénaire pour le développement (OMD) tombe a point
nommé, alors que nos travaux pourront étre une contribution importante a la réunion de haut niveau
consacrée a cette question qui aura lieu dans quelques semaines a New York. J’espére qu’elle adoptera
par consensus la résolution que le Comité exécutif lui soumettra en vue d’accélérer les progres en
matiére d’OMD liés a la santé, ce qui devrait étre un signal fort pour souligner notre engagement
consensuel et fournir un cadre ambitieux de mesures a prendre dans le domaine de la santé. Le nombre
¢levé d’acteurs gouvernementaux et non gouvernementaux, la dimension globale des questions de
santé et ’interdépendance des objectifs du Millénaire pour le développement demande un leadership
fort de I’OMS. J’aimerais rendre hommage a Mme le Directeur général, le Dr Chan, a son engagement
inlassable et son bilan en termes de réalisation des OMD liés a la santé, surtout depuis 2008 lorsque
ma délégation avait suggéré de lancer un processus annuel de suivi par les ministres de la santé. En
juillet 2009 s’est tenue, sous la présidence luxembourgeoise, ici a Genéve, I’Examen ministériel
annuel du Conseil économique et social (ONU). Il a ét€ consacré a la « Mise en ceuvre des objectifs et
engagements adoptés au niveau international en matiére de santé publique mondiale ». L’adoption par
consensus de la déclaration ministérielle constitue un pas important dans les travaux préparatoires
pour septembre. La santé est au cceur des objectifs du Millénaire pour le développement. Une
gouvernance soucicuse des droits de I’homme, de la démocratic et de la stabilité sont autant de
facteurs essentiels a une société en bonne santé. La santé est un élément primordial dans la lutte contre
la pauvreté et la promotion d’une croissance durable. Des progres réels et mesurables ont été obtenus
en santé publique, notamment dans la lutte contre le sida et la tuberculose, et dans la réduction de la
mortalité infantile. De graves lacunes subsistent pourtant. Ainsi, les avancées en mati¢re de santé
maternelle sont négligeables, ce qui compromet bien évidemment aussi la sant¢ du nouveau-né.
Répondre aux besoins des femmes en termes de services de santé sexuelle et génésique pourrait
améliorer leurs chances de terminer leurs études et d’échapper a la pauvreté. Nous croyons également
qu’avec une participation accrue des femmes aux processus décisionnels, une plus grande attention
sera accordée aux besoins sanitaires des femmes et des filles.

L’incapacité des pays —souvent fragiles, se relevant de conflits ou ne disposant pas
d’institutions suffisamment solides ou de ressources appropriées — & mener des politiques de santé
publique efficaces, notamment en garantissant 1’accés a des services de santé adaptés, en particulier
des soins de santé primaires, constitue un défi majeur. Nos débats devraient aussi faire état de la
nécessité de mettre en place des systémes de santé durables pour atteindre, a long terme, les objectifs
liés a la santé. Cela implique en particulier des ressources financicres suffisantes et donc accrues face
au dénuement de nombre de ministéres de la santé, surtout dans les pays les moins avancés. Nous
devons renforcer tous les efforts susceptibles d’étre déployés pour souligner la priorité qu’il convient
de réserver a la santé, pour accorder une part accrue des moyens nationaux disponibles et de 1’aide
publique au développement a la santé, pour développer en méme temps des mécanismes de
financement innovants tant sur le plan national que sur le plan international. Une feuille de route
précise de ’OMS pour guider ses Etats Membres dans leurs efforts de renforcement des systémes de
santé serait a cet égard un outil essentiel que mon pays encouragerait. La réalisation des OMD ne peut
étre fondée seulement sur 1’assistance. Pour rendre cette stratégie durable, nous devons mettre 1’accent
sur le développement des capacités de production. Le développement de 1’appareil productif et de
’emploi engendre des revenus pour les personnes et pour I’Etat. Sans un tel développement, les
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avancées sociales qui pourraient étre faites dans 1’éducation, la santé et les indices de pauvreté ne
seraient pas durables ; on traiterait les symptomes plutdt que les causes profondes de la pauvreté.
L’année 2010 est une occasion unique pour nous de redynamiser et de coordonner nos efforts en vue
d’atteindre les OMD. C’est également le moment de rendre des comptes, un certain nombre d’objectifs
et d’échéances intermédiaires ayant été fixés pour les OMD, notamment ceux énoncés pour 1’aide
publique au développement et pour I’efficacité de ’aide. Il est crucial pour la réalisation des OMD
d’atteindre les niveaux d’aide publique au développement déja engagés et le Luxembourg ne
manquera pas a ses engagements ; 1,04 % de notre revenu national brut est actuellement dédié¢ a I’aide
publique au développement. Lors de la réunion pléniére de haut niveau des Nations Unies, nous
devons montrer comment nous comptons tenir nos promesses. Les OMD liés a la santé sont
réalisables ; nous devons les atteindre. Pour cela, il faut anticiper et faire preuve de volonté politique.
Tel doit étre 1’objectif ambitieux qui déterminera, pour l’avenir, la perspective de notre action
commune. Le Luxembourg, au sein de ’OMS, y prendra toute sa part.

Je ne voudrais pas terminer sans évoquer les problémes que nous avons rencontrés lors de la
gestion de la crise autour de la grippe A (HIN1). Avec beaucoup de nos collégues, je me suis demandé
ce qu’on aurait pu faire d’autre ? Avec ce que ’on savait au début de 1’épidémie, on n’aurait pas pu
faire autrement. J’assume. Nous devons assumer. Mais avec ce qu’on a appris de la crise on pourra
faire mieux a I’avenir. Nous savons entre-temps combien de confusion peut créer la collision entre le
principe de précaution voulant garantir a nos populations au plus vite un vaccin efficace et I’autre
principe de précaution lié a un risque hypothétique associé a ce méme vaccin. Nous savons,
aujourd’hui plus que jamais, que nous devons mettre en réseau nos experts indépendants et crédibles
pour éviter une cacophonie préjudiciable a notre politique de vaccination en général qui est sans
alternative. Finalement, je voudrais m’insurger contre le fait que la crise mondiale de la grippe a fait
I’affaire de 1’industrie du vaccin qui affiche des bénéfices records, ce qui est particuliérement indécent
a un moment ou tous les Etats font face & des problémes financiers énormes. J’aimerais répéter mon
invitation a mes collégues de mener des négociations communes et non pas sur une base individuelle
avec I’industrie pharmaceutique afin de nous garantir des prix honnétes et des contrats équilibrés. Si
crise mondiale il y a, il doit y avoir solidarité globale et réponse commune. Je vous remercie de votre
attention.

Mr DUKPA (Bhutan):

Mr President, Madam Director-General, excellencies, ladies and gentlemen, I bring to this
august gathering, the warmest greetings from His Majesty the King, the Government and the people of
Bhutan. Mr President, I join our friends in congratulating you on your election as President of the
Sixty-third World Health Assembly. We are confident that your leadership and wisdom will steer the
deliberations to fruitful results. As always, Madam Director-General, your statement yesterday was
very inspiring and illuminating.

With only five years remaining to 2015, it makes sense that we deliberate and review the status
and progress of the health-related Millennium Development Goals. I would like to thank WHO and the
Executive Board for selecting these Goals as the theme for this Health Assembly. The first
democratically elected Government in Bhutan not only fully subscribes to the commitment made
towards the achievement of the Millennium Development Goals, but we have brought forward the date
from 2015 to 2013 for the health-related Goals. Last year, the Ministry of Health signed the compact
with the Prime Minister for the acceleration of achievement of various aspirations, one of which is the
health-related Millennium Development Goals. Further, poverty reduction, if not elimination, is the
main theme of the current 10th Five-Year Development Plan (2008-2013). Obviously, the Millennium
Development Goals, as the Director-General said yesterday, are part of the overarching goal of
poverty reduction. Our development goals and programmes are based on the development philosophy
of gross national happiness, not gross national product, which focuses on sustainable and equitable
economic development, preservation of the environment, cultural and spiritual pursuits, and more
importantly, good governance. Health is one of the nine domains of gross national happiness.

If we are to achieve the Millennium Development Goals, which were conceived and designed to
bring about equity and social justice, it is time that we review and revisit the fundamentals of the
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economic development paradigms. There is a need to harmonize the two dominant economic models
of capitalism and communism. This is what we in Bhutan strive to do through the application and
adoption of the economic model infused by development philosophy of gross national happiness. You
know, and I know, that gross domestic product does not take into account the parameters like
environment, climate change, and so on.

As regards the acceleration of the achievement of the health-related Millennium Development
Goals, we have also done some exercises on the requirements of financial input. For a small and
developing country like ours, we need over US$ 600 million, a substantial amount given the size of
our economy.

Bhutan now stands at a critical juncture — politically, economically and socially. For the first
time, we have successfully hosted the Summit of the South Asian Association for Regional
Cooperation, the 16th such event, when a large and unprecedented number of high-level delegates
from 17 countries and journalists from many countries gathered recently in the small Himalayan
Kingdom of Bhutan. The hosting of such major events is necessary to help institutionalize the clean
and vibrant democracy and also showcase the capability and goodness of the Government. Only if the
people have faith and trust in the elected Government will democracy flourish in a country. Mindful of
this, we have embarked on several reforms, including the Economic Development Policy, based on
which the National Health Policy is being drafted. This will provide a clear and concrete direction for
the delivery of health-care services on the basis of equity and social justice.

We look forward to continued support and cooperation from our development partners as we
tread past these milestones of health system development, which is founded on principles of primary
health care. Lastly, and in conclusion, I would like to thank WHO for its stewardship in global health.
May this exemplary stewardship translate into a timely attainment of all health-related Millennium
Development Goals in countries across the globe.

I would like to thank you all for listening and Tashi Delek! Thank you.

Mr NAGAHAMA (Japan) (interpretation from the Japanese):'

Mr President, Director-General, honourable ministers, distinguished delegates, ladies and
gentlemen, on behalf of the Government of Japan, I would like to commend Dr Chan and WHO on
their outstanding leadership in global health.

I would also like to express my heartfelt sympathy for those who lost their lives in the Haiti
carthquake and other recent natural disasters. Japan greatly appreciates the role WHO plays in
humanitarian response such as in Haiti, and the Japanese Government is always supportive of such
efforts.

Pandemic (HIN1) 2009 poses a serious threat to global health security. Since last year. WHO
and the Member States have taken collective action to address the pandemic, by making best use of
preparedness gained so far. In Japan, we have taken active measures, such as enhancing surveillance,
enforcing preventive measures in schools and public facilities, and providing appropriate medical
services at community level. Japan has successfully contained the mortality rate at 0.15 per 100 000
people, which is relatively low compared to other countries. At the global level, Japan has actively
contributed to efforts in developing countries, including through WHO vaccine distribution. It is
essential for the Secretariat and the Member States to strengthen preparedness based on the lessons
learnt from the most recent experiences. We should further enhance the function of the International
Health Regulations (2005) as well as promote international cooperation.

We have only five years left to achieve the Millennium Development Goals. “To protect
people’s lives” is one of the policy pillars to which the Administration of Prime Minister Hatoyama
attaches particular importance. With its rich knowledge and experience, Japan is committed to keep
focusing on its support to maternal, newborn and child health and the fight against infectious diseases
in developing countries for reducing infant and maternal mortality rates. For this purpose, Japan
believes that health systems strengthening such as health workforce development is critical, while

" In accordance with Rule 89 of the Rules of Procedure of the World Health Assembly.
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stronger collaboration across other sectors, such as safe water, sanitation and education, is also
essential.

As for infectious diseases, Japan is committed to maintaining our global fight against three
major infectious diseases and our efforts towards global immunization. In addition, we should closely
watch recent developments such as the spread of poliomyelitis and multidrug-resistant tuberculosis.
For global poliomyelitis eradication, the affected countries and all partners should work as one, with
strong political will. Controlling noncommunicable diseases is also an important issue. Our new
Administration has decided to increase the price of tobacco. On 31 May, the World No Tobacco Day
event will be held in Japan for the first time. In addition, we are actively engaged in the World Health
Day campaign in Japan regarding healthier cities promoted by the WHO Centre for Health
Development, Kobe. I look forward to the Global Forum on Urbanization and Health, which will take
place in Kobe in November of this year.

Today, the international community faces more complex health challenges. WHO is expected to
serve as a leading organization in coping with them. It is important for WHO to operate more
effectively and efficiently, while mobilizing its resources for activities where it enjoys a comparative
advantage. To conclude my statement, I would like to express Japan’s willingness to further enhance
its cooperation with WHO for a more significant impact. Thank you very much for your attention.

M. VAN MEEUWEN (Belgique):

Monsieur le Président, Excellences, Mesdames et Messieurs, la réunion de haut niveau de
I’ Assemblée générale des Nations Unies sur les objectifs du Millénaire pour le développement (OMD)
fait de 1’année 2010 une année clé¢ pour le développement dans le monde. Et dans ce contexte,
I’importance du secteur de la santé et de I’OMS dans la réalisation des OMD ne peut étre trop
soulignée.

En effet, pas moins de trois des huit objectifs du Millénaire portant respectivement sur la
mortalité infantile, la santé maternelle et le sida, le paludisme et d’autres maladies concernent
directement le secteur de la santé. Il va sans dire que d’autres objectifs tels que 1’élimination de la
pauvreté, la généralisation de 1’enseignement primaire et I’égalité des sexes ont une relation directe
avec ce qui se réalise dans le secteur de la santé. Cette relation, cela est suffisamment clair, est une
relation de causalité a double sens. La Belgique veut approcher les OMD de fagon holistique. Pour
nous, les OMD sont un tout indissociable d’objectifs qui doivent se réaliser en menant des efforts qui
se renforcent mutuellement et qui s’appliquent sur un front vaste couvrant 1’ensemble du domaine du
développement humain. Notre vision des OMD suppose une approche globale des 8 objectifs, des 21
cibles et de la soixantaine d’indicateurs. Dans ce cadre, le renforcement de systemes de santé durables
est la pierre angulaire d’une telle politique. Le débat sur «le renforcement des capacités des
gouvernements pour amener de fagon constructive le secteur privé a fournir des soins de santé
essentiels » est crucial tant il s’agit de 1’organisation et de la gestion des soins de santé en continuelle
adaptation que du role de contrdle qui doit étre joué par I’Etat grice a un cadre législatif solide et
évolutif.

Nous avons suivi avec grand intérét les débats sur les maladies non transmissibles qui restent un
défi majeur dans nos pays mais aussi dans les pays du Sud. La Belgique se félicite de la mise en place
du Réseau mondial de lutte contre les maladies non transmissibles (NCDnet) a 1’inauguration duquel
la Princesse Mathilde et la Ministre de la Santé, Mme Onkelinx ont assisté, ce qui montre I’importance
que nous y accordons. Méme si les maladies non transmissibles ne font pas expressément partie des
OMD en tant que telles, une attention particuliére a leur égard n’est pas contradictoire avec 1’approche
générale des OMD. Pour lutter efficacement contre les maladies transmissibles et non transmissibles,
il est impératif de consolider les systémes de soins de santé primaires. Pour étre en état de répondre
aux défis globaux nécessitant des systémes de santé solides, I’efficacité d’un acteur tel que I’OMS est
essentielle. Soutenir cette efficacité est une responsabilit¢ partagée entre les organisations
multilatérales elles-mémes, leurs constituants et leurs partenaires. La Belgique souhaite contribuer a
cette tache, comme faisant partiec de son engagement vis-a-vis du « good multilateral donorship ».
Comme vous le savez, la Belgique a fait un choix clair pour les contributions souples et pour la
réorientation des contributions multilatérales belges vers le financement de base.
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Je ne saurais conclure mon intervention sans mentionner la premiére urgence de santé publique
a répercussion internationale qu’a représenté la pandémie de grippe A (HINI1). Cette pandémic a
démontré 1’utilité et I’'importance du Réglement sanitaire international (2005). Elle a également mis en
¢vidence la nécessité de maintenir et de renforcer les efforts pour la compléte mise en ceuvre des
dispositions requises par ce Réglement. La Belgique continuera a appuyer les efforts pour la mise en
ceuvre compléte des capacités au niveau national et soutient le processus d’examen mis en ceuvre
actuellement afin de tirer les lecons de I’expérience vécue. Je vous remercie.

Professor R. Akdag (Turkey), Vice-President, took the presidential chair.
Le Professeur R. Akdag (Turquie), Vice-Président, assume la présidence.

Mr MARUSIC (Slovenia):

Mr Vice-President, Madam Director-General, colleagues and excellencies, allow me first of all
to congratulate the President on his election to the post of the President of the Sixty-third World
Health Assembly. On behalf of my delegation, I would like to assure him and the Bureau of our full
support.

Allow me to add a few national points to what was already expressed by the distinguished
colleague, Dr Jiménez Garcia-Herrera, Minister of Health of Spain yesterday, on behalf of the
European Union. The health-related Millennium Development Goals have been rightly chosen as a
leading theme of this year’s Health Assembly opening debate. We are fast approaching 2015, the year
which our leaders set as a deadline for achieving the Millennium Development Goals. Over the last
nine years, much has been done but we have to admit that we have left many promises unfulfilled. I
fully agree with the Director-General that the Goals should not be seen independently but in a holistic
manner, in the context of strengthening health systems and applying robust and effective national and
regional preventive measures.

Among the items on our indeed large agenda, there are three items that Slovenia deems
important. Firstly, Slovenia attaches particular attention to the adoption of the global strategy to reduce
harmful use of alcohol. Harmful use of alcohol has serious effects on public health globally. Today,
too many young people die all over the world because of it. That is why we need a global tool. Many
countries, including my own, have adopted national and regional strategies. For many years, it has
been clear that these individual efforts are simply not enough — we need a global approach, taking in
account difference of our countries and proposing evidence-based action. I hope that this Health
Assembly will adopt the proposed strategy by consensus, thus enabling us to act in a more coordinated
manner.

Second, let me mention the issue of the Strategic Approach to Integrated Chemicals
Management. Slovenia is currently chairing the Bureau of the third Session of the International
Conference on Chemicals Management that took place a year ago here in Geneva. This Health
Assembly is discussing the Strategic Approach for the second time. In 2006, our discussion was on a
general level. This year we have to go deeper. The health effects of obsolete pesticides are not only a
problem today, not of a single country and not of a single region. Indiscriminate overconsumption of
pesticides, together with unsafe dumping, have been and still are a reality of the present world. The
recent disaster that took place in Armenia is clear proof of this. This is why the European Union is
proposing a resolution on better management of obsolete pesticides and other obsolete chemicals. We
hope that the technical briefing Slovenia is organizing today will shed some new light on what could
be done in this respect. Let me also add that the draft resolution on toxic waste proposed by Indonesia
complements the discussion on obsolete pesticides and other obsolete chemicals.

Third, I would like to draw your attention to the issue of noncommunicable diseases. Like other
developed countries, Slovenia has many problems stemming from these diseases. We cooperate with
our fellow European Union partners and the WHO Regional Office for Europe. But we have to do
more, particularly by preventing unhealthy behaviour in children and young people. We have to ensure
conditions in which young people will be able to make healthy choices. That is why we support a draft
resolution proposed by Norway on the marketing of food and non-alcoholic beverages to children.
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In conclusion, let me reiterate our view that our joint problems could be solved only through
genuine cooperation with each other. Together with WHO, we can address global health problems
better and make this world a healthier place. I thank you, Mr Vice-President.

Mr IKRAMOV (Uzbekistan):
I'-a MIKPAMOB (V30ekucran):

YBaxaewmslii T-H lIpeacenatens, yBakaeMble TOCIIOa MUHUCTPHI, YBaXKaeMbIe JIeNIeraThl, JaMbl
¥ TOCTIO/a,

Pazpemmrte oT uMeHH neneranyu Y30eKucTaHa O3ApaBUTh [Ipeacenarens u ero 3aMecTuTenei
¢ n30paHMeM Ha BBICOKME TOCTHI B pamkax lllecthaecsar Tpetheit ceccun BcemupHoi accambiien
3IPaBOOXPAHEHHS U BBICKA3aTh CBOE OTHOIIEHWE K TIyOOKO MPOAYMaHHOMY JOKJIANy yBa)KaeMoH T-
U Mapraper Yen, I'enepansHoro aupexropa BecemupHol opranuzanuu 3apaBooxpaHeHus. Mel Bce
MMOHUMAEM, YTO OCTAJIOCh TOJBKO TISITh JIET 0 nocTwxkeHus Lleneit TeicsyeneTs B 001acTu pa3BUTHS,
M, HE3aBHCHMO OT Pa3MEpOB CTPaH, OT KOJIMYECTBA HACEJIeHUs, OT TIOTEHIMAaa CTPaH, MBI BCE 3a OTH
TOJTBI JOCTUTIIN IOCTATOYHO MHOTOTO.

Xotenochk OBl CKa3aTh, YTO B Y30EKHCTaHE TONBKO ACTCKAas W MIIaJICHUECKas CMEPTHOCTH 3a
nocnexaaue 10 et ObUTa CHUXKEHA OoJiee YeM B JiBa C MOJIOBMHOH pa3a, JOCTUTHYTa CTAOMIU3aIUs 110
CIIN Ay, BUY u Gonee ueM B JBa pa3a yMEHbIIIEHa CMEPTHOCTh OT TyOepKyJe3a. Kak 3T0 BO3MOKHO
U K 4YeMmy Mbl JOJDKHBI uatu? B mepByro odepenb, - 3To ycwieHHe 3()()EKTHBHOCTH CHUCTEM
3paBOOXPAHEHUSI HE3aBUCUMO OT TOTO, KaKMMH OHH SIBISIIOTCS B pas3HbIX cTpaHax. ConuanbHas
3aIIMIIEHHOCTh HAceNeHNs U paboTa CHCTEM 3[paBOOXPaHEHUS, OT NMEPBUYHON MEIMKO-CAaHUTAPHON
MOMOIIIM JI0 CHUCTEM YIPaBICHHS, AODKHBI OBITh B MaKCHMaNbHOW creneHu 3(()EeKTHBHBIMH B
nocienyouye mOaTeh JeT.  Bropoe, - 3To0 paboTa ¢ mapTHEpaMHu, KOTOpPbIE NpPEACTaBIICHBI
MEXIYHAPOIHBIMA OpTaHM3AIMSAMH. B 3TOM HampaBIeHHHM MBI MOXEM CKaszaTh, 4TO padora
BcemupHOH OopraHu3anyy 3ApaBOOXPaHCHMs, APYTUX MEXIYHApOIHBIX opraHusaiuii, I'7100aapHOro
(hoHMa mana cBOM TUIOABI MMEHHO B TIAPTHEPCTBE CUCTEMBI 3/IpaBOOXPAHEHUS HAIIMOHAIIEHOTO YPOBHS
C HAIIMMH MapTHEPaMH, U 3TO, 5 AyMal0, MOXET B MEPCIEKTUBE 1aTh BOBMOXHOCTb JOCTUTHYTh TE€X
Tpex Llene#t pa3BUTHS THICSYEICTHS, KOTOPhIE MBI Tepea coboit craBuM. BwmecTte ¢ Tem, ¢ 3ToM
BBICOKOH TPUOYHBI S XoTen Obl OOpaTWUThH Ballle BHHUMAaHWE W Ha ceapMyr Llenb Teicsuenetus B
obOmacti pas3Butusi, - 9T0 OOecrmeyeHne OSKOJOTHYECKOW YCTOHYMBOCTH, W CKa3aTh, 4YTO
MIPaBUTEIHCTBOM HAIllEH CTpaHBI, IPE3UACHTOM CTpaHbl B 1993 1. ¢ BBICOKO# TprOyHBI Opranu3aiun
O0benuHenHbIx Hammii ObUTO aKIIEHTHPOBAHO BHUMAaHHME HAa MEXIYHAPOIHYIO IKOJIOTHYECKYIO
KaracTpody B palioHe ApalbCKOrO MOPS, U MHE OYCHb IPHUATHO, YTO BBICOKAsS JICICTaIlisd BO TJIaBE C
I'enepanbubiM cekpetapeM r-HoMm [lan I'm MyHoMm u pykoBoiactBoMm Opranmzanuud OObeIuHEHHBIX
Hamwmif mocetnna B ampene 3Toro roga ApaiabCKWi PErMOH W TPHUBJICKIA BHUMAHUE MHUPOBOM
OOIIECTBEHHOCTH K TMPOOJeMaM 3KOJOTHUH, KOTOpbIE B OOJBIION CTEMEHH OTpPaKaloT HEraTUBHOE
COCTOSTHHE 3JI0POBbSI HACENICHUS KaK ApallbCKOrO perroHa Y30CKUCTaHa, TaK M 3JI0POBhE HAIIUX
cocenei.

T'oBopst 0 mpobiieMax MaHIEMHUM TPUIIIA, MBI JyMaeM, 4TO OHa Jiajia BO3MOXKHOCTh IIPHOOPECTH
OTBIT B JIByX HampaBlieHUsX. llepBoe, - 3TO TO, 4TO JIFOOBIC 3a00JCBaHMS, TaK WM WHAYEC, B HAIIC
BpeMs OYeHb CTPEMHTEIBHO Pa3BUBAIOTCS, U B KOPOTKHE CPOKH, OT TPEX IO YETHIpEX MECSIIEB, OHU
OXBAaTHIBAIOT MPAaKTHYECKH BeCh MHpP. I TOBOPUTH O TOM, YTO MaHAEeMHs Oblia, HE MPHUXOIUTCS
COMHEBaTbCA. Bropoe, - 3TO TO, YTO MBI yBEPEHBI CETOAHSA, YTO KOHCOJMIALMS MHPOBOTO
coolmiecTBa U CHUCTEM 3APABOOXPAaHEHHS JAeT BO3MOXXKHOCTH B OU€Hb KOPOTKHE CPOKH YCIEUIHO
00pOTHCS C TEMH WM WHBIMHU 3a00JI€BaHUSAMH, €CIIM UMeeTCs eAnHas cTparterus. U rmaBHOe TO, 4TO
MOXXHO JyMaTh O TOM, OIPaBJaHBI JH Te¢ OOJBIIHE CPEACTBA, KOTOPhIC OBUTM HAIPaBJICHHI Ha
peanu3anuio MpoOJieMbl TAHACMUW TPUIIA, BMECTE C TEM 3TO YK€ BOMpoc ucTopud. M roBops
CerofHs O TOM, 4YTO B LIeHTpanmbHOA3MATCKOM pPETHOHE MBI UMEEM BCIIBIIIKY MOJUOMHUEIHUTA, MBI
MOJXEM CKa3aTh, YTO CHCTEMBI 3ApPAaBOOXpPAHEHHS BMECTE C HAIIMM{ NapTHEpaMH IIPUIAraroT
MaKCUMAalIbHbIC YCHUIUS MJIS HEPacCHpOCTPAHECHMsS] OSTOM BCHOBIIKM HA TEPPUTOPUU APYTHUX
IlenTpanbHOA3UATCKUX CTpaH, U CO BUepallHero AHs, 17 mas, Mbl Hadyaiu BMecTe ¢ BcemupHoM
opranuzanueit 3apaBooxpanenus u FOHUCE® Ilporpammy 1Mo BaKIIUHAITMK 3 MIJLTHOHOB JETEH OT
HYJIS JIO TISITH JIET B Y30CKUCTAaHE.
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B 3akmoueHue XoTenoch OBl TOOJIArOJapUTh MEXIYHApPOIHBIC OpPraHU3alud, BceMHpHYIO
OpPraHM3alliI0 3IPaBOOXPAHCHUS, APYTHe MEKIYHAPOIHBIC OpraHu3alvv U (POHABI 3a MOIICPIKKY
CHCTEM 3IPaBOOXPAHCHHUS U BBIPA3UTh YBEPECHHOCTh, 4TO B 2015 I. MbI TOCTHTHEM T€X HAIIMOHAIBHBIX
n Tio0anbHBIX Llenmeil TeICSYeneTHsT THICSAYENETHS, KOTOPBIE IIOCTaBICHBI Tepel] CHCTEMaMu
3PaBOOXPaHEHUSL.

Cnacu0o 3a BHUMaHHE.

El Sr. OBAMA ASUE (Guinea Ecuatorial):

Sefior Presidente de la 63.* Asamblea Mundial de la Salud, sefiores miembros de la Mesa,
distinguidos delegados: En sintonia con la intervencion, ayer, del representante del Grupo africano, a
la vez Vicepresidente de esta Asamblea, séame permitido en primer lugar transmitirles los saludos
muy calurosos del pueblo y Gobierno de Guinea Ecuatorial, que tengo el honor de representar en este
encuentro. Aprovecho también la oportunidad para felicitar al Presidente y a los miembros de la Mesa
por su acertada eleccion. Estoy convencido de que su acumulada experiencia contribuird a que las
deliberaciones y conclusiones sean lo mas provechosas posible para nuestros respectivos paises.
Asimismo, saludamos respetuosamente a la Directora General, Dra. Chan, por su saber hacer asi como
a todos los Representantes de la OMS que prestan sus servicios por todo el mundo.

En este sentido, la Cumbre del Milenio celebrada en el afio 2000 adopto la Declaracion del
Milenio y los Objetivos de Desarrollo del Milenio (ODM) con metas fijadas al horizonte 2015 para
mejorar las condiciones de vida y reducir la pobreza en los diferentes paises. Para ello, los Estados y
gobiernos se comprometicron a alinear sus politicas y planes de desarrollo de acuerdo a las
necesidades nacionales y establecer mecanismos de abogacia, de coordinacion, seguimiento y
evaluacion para medir periddicamente los proyectos y progresos alcanzados hacia el logro de dichos
Objetivos.

En este sentido, Guinea Ecuatorial esta firmemente comprometida para el logro de los Objetivos
de Desarrollo del Milenio con la adopcion y aplicacion de una Estrategia Econdmica Nacional a
mediano plazo para el periodo 1997-2001 en su primera Conferencia Econdémica y Social, y la
adopcion en 2007 del Plan Nacional de Desarrollo Econdmico y Social al horizonte 2020 en su
segunda Conferencia Econdmica Nacional, que contempla el desarrollo de un sector social capaz de
mejorar el nivel actual de los indicadores en el sector social, la formacion de recursos humanos y la
diversificacion de la economia.

El presente foro que nos retine hoy en dia me ofrece la oportunidad para intercambiar con
esta audiencia sobre los progresos mas relevantes realizados para el logro de la implementacion de los
Objetivos de Desarrollo del Milenio en el sector salud en mi pais, las lecciones aprendidas y las
perspectivas de futuro. Con el escaso tiempo que tenemos, ponemos en ecvidencia algunas
realizaciones actuales.

La promocion de la poblacion con acceso al agua potable, que se estimaba en 45% en 2006, se
esta mejorando con la implementacion del nuevo programa del Gobierno «Agua para todos» en el
marco de la implementacion del «Plan Guinea Ecuatorial 2020».

La tasa de cobertura vacunal de las campanas realizadas contra las enfermedades evitables por
la vacunacion alcanzd el 81% en 2008 y se ha adoptado y financiado un Plan Quinquenal de
Reforzamiento del Programa Ampliado de Vacunacion hasta 2013 para reforzar y mantener esta
cobertura a un minimo de 90%.

La mortalidad de los nifios menores de cinco afios ha pasado de 93 por 1000 en 2001 a 53 por
1000 en 2009, cuyas principales causas siguen siendo el paludismo, las enfermedades diarreicas, las
infecciones respiratorias agudas, la malnutricion, las enfermedades parasitarias y la fiebre tifoidea.

La adopcion y financiacion de una hoja de ruta de reduccion de la mortalidad materna y
neonatal con fondos propios a través del presupuesto nacional de inversiones y la creacion de un
Fondo para el Desarrollo Social para facilitar la financiacion de los proyectos del sector social con
especial atencion a la salud de la madre y el nifio.

Se nota una fuerte implicacion de la Primera Dama de la Nacion para la reduccion de la
mortalidad materna y neonatal a través de las Campaiias de reparacion de fistulas obstétricas y de
movilizacion de fondos para la mejora de salud de la madre y del nifio en Guinea Ecuatorial. A
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proposito de las fistulas obstétricas, tenemos la gentileza de agradecer a nuestros hermanos de Mali
que han acogido a nueve estudiantes para esa especialidad.

La cobertura en telas mosquiteras impregnadas de insecticidas alcanza el 50% en la region
continental y el 76% en la region insular; se observa una reduccion significativa de vectores infectados
gracias a la cobertura de pulverizacion intradomiciliaria de 79% en la isla de Bioko. La poblacion se
beneficia de un total acceso gratuito a las pruebas de diagnostico rapido y tratamiento y el 100% de
mujeres embarazadas tienen acceso gratuito a la quimioprofilaxis.

Las medidas tomadas en materia de prevencion estan aumentando el nivel de informacién de la
poblacion sobre la pandemia del VIH/sida. En el campo del tratamiento de esta pandemia se nota un
reforzamiento progresivo de la calidad del diagnostico y tratamiento a través de la formacion del
personal, la adquisiciéon de equipos técnicos asi como de medicamentos y antirretrovirales, con
perspectiva de apertura de centros ambulatorios de tratamiento.

En materia de lucha contra la tuberculosis, el Gobierno estd llevando a cabo un amplio
programa nacional que prevé una asistencia médica gratuita y una alimentacion adecuada de los
pacientes ingresados. Con mucho esfuerzo se han recorrido muchas etapas, no obstante queda
pendiente mucho que recorrer en esta linea de acciones. Las acciones decisivas deberan encaminarse
en el futuro en los dominios siguientes: 1) reforzamiento del sistema de salud, con la puesta en
marcha total de la Declaracion de Uagadugu; 2) reforzamiento de los recursos humanos; 3)la
disponibilidad de datos de base actuales que permiten medir los indicadores de progresos; 4) la
disponibilidad de financiamiento global de planes y programas.

Sefior Presidente, sefiores miembros de la Mesa, distinguidos delegados, sefioras y sefores:
Esta evaluacion rapida del progreso hacia la realizacion de los Objetivos de Desarrollo del Milenio en
mi pais muestra que de acuerdo con el tiempo que nos separa de 2015 queda mucho por hacer, pero
con la vision que se ha fijado el pais bajo el liderazgo de su Presidente, Su Excelencia Obiang Nguema
Mbansogo, el Gobierno de Guinea Ecuatorial esta altamente comprometido para alcanzar estos ob-
jetivos.

En este sentido, para la mejora de la nutricion y la alimentacion estan en curso actividades
prioritarias para garantizar la productividad de alimentos, la intensificacion de la promocion de la
lactancia materna y la implementacion de un sistema eficaz de informacion y educacion sobre la
nutricion y la alimentacion, para aprovechar los productos disponibles a nivel nacional. Por otro lado,
las grandes oportunidades a nivel del sector salud con la creacion de un fondo para el desarrollo social
que asigna mas del 20% de sus recursos a la atencion primaria de salud, a la eliminacion de las fistulas
obstétricas, la lucha contra el paludismo, la tuberculosis y el VIH/sida, la adopcion y financiacion de
una hoja de ruta para celebrar la reduccion de la mortalidad materna neonatal y sobre todo la encuesta
de demografia y salud que esta en curso de realizaciébn en mi pais son, entre otras, acciones
significativas del Gobierno que nos garantizan la posibilidad de alcanzar los Objetivos de Desarrollo
del Milenio en materia de salud.

Distinguida audiencia, no puedo terminar mi intervencion sin hacer un llamamiento a todos los
socios al desarrollo, para pedir su constante apoyo para la materializacion del deseo del Gobierno en el
sector salud al horizonte 2020 para que «todos, las mujeres y hombres, nifios, adolescentes y jovenes
gocen de una buena salud con acceso equitativo a una atencion de calidad».

Convencido de que la contribucion de los sefiores participantes durante los debates contribuira
en la mejora de la aplicacion de las acciones definidas en nuestro Plan de Desarrollo Econdémico y
Social para alcanzar los Objetivos de Desarrollo del Milenio en 2015, les agradezco a todos el tiempo
que me han dispensado. Muchas gracias.

Professor KULZHANOV (Kazakhstan):
IIpodeccop KYJIBXKAHOB (KazaxcraH):

YBaxaemblii r-H [Ipeacenarens,

ITo3BosibTe MOOMaromaputs Bac 3a mpemocTaBicHHE MHE CIIOBAa M MPUCOSIUHHUTHCS KO BCEM
MPO3BYUYABIINM 37IeCh TO3JpaBIeHUsIM 0 ciydaro u3dpanms Bac Ilpeacemarenem Bcemuproit
accamOJen 31paBOOXpaHEHNSI.
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Xotenock Obl Takke BbIpaszuTh [ enepanbHoMy aupekropy BO3 r-xe YeH nckpenHee yBakeHHE
1 6IIaroZjapHOCTh 3a MOAJAEPKKY M ITOMOIIIbh B peaTn3alliid COBMECTHBIX MEPOIPUSATHI, HAITPABIEHHBIX
Ha YKpeIUIeHHEe MapTHEepCTBa B o0iacTu 3ApaBooxpaHeHus. IIpucyTcTBHe B 3TOM 3aje KOJUIET W3
6onee yem 190 rocymapctB - wieHoB BO3 momuepkuBaeT Hamly OOIIYIO MONUTHYECKYIO BOJIO U
TOTOBHOCTH COOOIIa pa3BUBaTh TECHOE MAPTHEPCTBO HA OJ1aro 3[0pOBbhs TPAXKAAH HAIIUX CTPAH.

Pa3ButHe coBpeMEHHOTO MHpa MPEeabIBISET 0COObIe TPeOOBAaHMS K YCTOHYNBOMY Pa3BUTHIO U
Oe3omacHOCTH JTIO0OW CTpaHbl, B OCHOBE KOTOPBIX JISKHT 3J0pPOBOE HaceleHWe. B aToil cBs3m
BOIIPOCHI 3/I0POBbSI HACETICHUS U Pa3BUTHUS CUCTEMBI 3APaBOOXPAaHEHHUS SBISIIOTCS HanOosiee BaXKHBIMU
B JeSITENHHOCTH mpaBuTenbcTBa Kazaxcrana. KaszaxcTaH mocTymaTenbHO BBITIONHSET PEIICHUS,
npuHATBIE Ha ceccusax Accambnen u Ucnonkoma BO3, MexnyHapoAHBIX KOHPEPEHLIUAX, H OCTACTCS
MIPUBEPKECHIIEM CBOEBpPEeMEHHOTO nocTmkeHwus Lleneit ThicssueneTust B oOnmactu passutus k 2015 roxy.
AHanm3upysi OCHOBHBIE TIOKa3aTelln 30pOBbs HaceneHns KazaxcTana, Mbl IPUXOANM K BBIBOIY, YTO
HaONroaeTcss MOCTyMaTedbHOE YIYUYIICHHE MEIUKO-IeMOTpaQueckod CHTyallid, BO3pPacTaeT
POXAAEMOCTh, CHIDKAIOTCS TOKa3aTeld OOIIeH CMEPTHOCTH, YBEJIWYMBACTCA IUHAMHYHO CpPEIHSS
MPOJODKUTENBHOCTh JKM3HU.  HeoOXomuMo OTMETHTh, 4YTO CHH3HWIOCH W OpeMs OCHOBHBIX
HeMH(EKIMOHHBIX 3a00JIeBaHUI, B TOM 4YHCIIE€ OCHOBHOM WPUYHHBI CMEPTHOCTH HACEJICHUS
KazaxcraHa, - cepaedHo-cocyuCThIX Oone3Heil. YTo ke KacaeTcsi OCHOBHBIX 3aJlad, CBS3aHHBIX C
noctwkenneM Llenmeilt TeicsdeneTus, MO HUTOraM B OTHOLICHWH COKPAICHHS MIaJeHUECKON
CMEPTHOCTH HAOII0aeTCsa TMHAMIYHOE CHIDKEHHE 3TOTO TTOKa3aTelsl, HECMOTPS Ha TO, YTO MBI YK€ C
2007 r. mepemaM Ha TOKa3aTelnHW >KMBOpPOXAEHUN Mo KputepusmM BO3.  Otmeuaercs Takxke
3HAUUTENIFHOE CHW)KEHHE II0Ka3zaTelsi MAaTepUHCKOM cMepTHOCTH. Ha ceropHsmHuii JeHb OH
cocraBisier okoio 30 Ha 100 000 skMBOPOXACHHBIX, 4TO 3a mociefuue 10 ger 310 (akTHIeCKH
JIBOMHOE CHIDKEHHE dToro mokasarens. Ilo mecromy mokasatemo L[TP, mo BUY/CITM/ly, sToT Buj
3a00JIeBaHUsl OKa3bIBAE€T CEphE3HOE BIMSHHE Ha cepy HE TOJIBKO MEAMLUHBI, HO U OCTaJIbHBIC
aCTeKThl JKU3HENESATEIBHOCTH HACEJCHUS, M HaAo0 NpU3HATh, YTO 3aJaya JOCTIKEHHS JTOTO
TTOKa3aTelIsl TTOKa OCTAeTCs He TOJHOCTHIO BBITOJTHEHHOH, X0Ts B Pecmybnmke metictByeT CTpaHOBOM
KOOPJIMHAIIMOHHBIT KOMHTET, B KOTOPBI BXOASIT HE TOJBKO NPEACTABUTEIH MEIUIMHBI, HO U
MPEICTAaBUTENIN HETPABUTEILCTBEHHBIX OpraHM3allii, accoIramnuy JroaeH, xusymux ¢ BUY, psna
MEXTyHAPOIHBIX opranm3amuii, B ToM uncie u BO3, ['mobanpnbiit houa mis 6opsosr co CITH oM.
Kazaxcran cerofHs HaxoauTcA B CTaMU KOHLIEHTPUPOBaHHOW »maeMun. [lo pacmpocTpaHeHHOCTH
u ypoBHIo BBII oH OTHOCHTCA K cTpaHaMm BBIIIE CPEJHETO YPOBHS pa3BUTHSA, a YPOBEHb OCAHOCTH
HWKe, 9eM IMoKaszareidb BeceMupHoro 6aHKa, U 1Mo HOBBIM Kputepusm | mobansHoro ¢onma Kazaxcran
He TomnajaeT noj kiaccudukanuio [mobamsHOro GoHma ans BbiIelieHWs rpaHToB. Ho peanbHas
cuTyauusi Heckoibko nHas. Ocraercs mpobieMa ysI3BUMBIX coeB HacedeHus. Cpenu nmotpeduteneit
WHBEKIMOHHBIX HAapKOTHKOB, Pa0OTHHKOB HEKOMMEPYECKOTO ceKca pacmpocTpaHeHHOcTs BUY
0CTaeTCsl BHICOKOM, TakKe MMeeTcsl TeHACeHIHs pocTa nepenaun BUY momoBeiM mytem. Cephbe3HOM
npobaemoii ans 3apaBooxpaneHus Kazaxcrana ocraercs mpobieMa pacnpocTpaHeHus TyOepKyiesa ¢
MHOXXECTBEHHOH JIEKapCTBEHHOW yCTOMYMBOCTBIO. JleueHne sToro BHma TyOepkyse3a TpeOyer
OTPOMHBIX (DMHAHCOBBIX W YENOBEUECKHWX 3aTpaT, HEIOCTaTOYHBIX JJIsi CTPaHbl CETOMHS, H
MIPOJIOJDKEHNUE COTpyAHHYeCTBa C [ 7o0anbHBIM (OHIOM B OTUX YCIOBUSAX OBLI0O OBl BechMa
aKTyaJlbHBIM M BaXHbIM. Ka3zaxcTaH omepaTMBHO OTpearupoBaj Ha IIOCIEACTBUS (UHAHCOBOTO
KpU3Wca W TPUCTYNWI K pPeaju3aliiil PEIIUTeNbHBIX MEp, CBA3aHHBIX C YJIyYIIEHHEM KadecTBa

MEIUIIMHCKOW TIOMOIIM HACEJICHHUIO. C2010r. BHeapseTcs HOBBIM TPHUHIINI OPTaHU3AIIH
HAI[MOHAIBHON CHCTEMBI 3/[PABOOXPAHCHUS, OPUCHTHPOBAHHEIN Ha PE3ybTaT U OIUIATy (hPaKTUISCKHIX
pacxoloB Ha OKa3aHUE MEIUIUHCKOM TIOMONIM.  3HAYWTEIbHO YBEIWYWINCh ACCHTHOBAHHUS

MPaBUTENBCTBA, (PAKTHUECKH 3a ISITh JIET OHU YTPOWIHCh. BHeIpsieTcs NMPHHLIWI CBOOOIHOTO
BbIOOpa Bpaya, MEIWIMHCKOM OpTaHH3alWH, BHEAPSIOTCS CTUMYJIBl Ui OXpaHbl YeIOBEKOM
CcOOCTBEHHOTO 370pOBbs. OpraHu3yeTcs MPUHLIUI COJIMAAPHONH OTBETCTBEHHOCTH TPaKAaHUHA 3a
OXpaHy 3M0pOBBS. B menmsax peamusammm crpateruu pasputms Kazaxcrana go 2020r. m Lleneit
pa3BUTHSL THICAYENETHS] B HACTOsIIEe BpeMs pa3padoTaH MPOEKT TOCYJapCTBEHHOW MpPOTpaMMBI
pasButus 3apaBooxpanenus Kazaxcrana va 2011-2015 rogst. 1lenbio HOBOM rocmporpamMmbl SBISETCA
JanbpHellIee yKperieHne 310poBbs rpaxaan Pecnyonuku Kazaxcran u popmuposanue 3¢ hekTuBHOR
CHCTEMBI 37paBOOXPaHEHHs JJISI 00ECIeUeHHs COIUATBHO-IEMOrpapuecKoro pa3BUTHs CTPaHHI,
ocHoBaHHON Ha cuiapHOM cucteme [IMCII. B mpoekre rocmporpaMmsl NpexycMOTPEHBI MEPHI IO
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3aKOHOAATEIHPHOMY, WHBECTHUIIMOHHOMY, CTPYKTYpHOMY, O3KOHOMHYECKOMY U  KaJpOBOMY
YCOBEPIIIEHCTBOBAHUIO CHUCTEMBI OXpaHBI 3J0POBbA C y4ETOM HEOOXOAMMOCTH MEKCEKTOPaIbHOTO
B3aMMOJAEWCTBUA. B memsx 3¢¢heKTHBHOTO MOHUTOPHHTA JOCTIDKEHUS KOHEYHBIX PEe3yJbTaTOB
paspaboTanbl Oosnee 70 IeNEBBIX MMOKa3aTeNNeld U IMOKa3aTesied OICHKH NEATSIIbHOCTH OpraHW3alliH
3npaBooxpaHeHus PecryOmukm.

I'-n IIpeacenarens,

B 3aknrodeHue TO3BOJBTE MOMYCPKHYTh, YTO IICHTPAILHOE MECTO B JIFOOOH cHcTeMe
3/IpaBOOXPAHCHHS 3aHUMAIOT KaJPOBBIC PECYpPChI, KOTOPBHIC WTPAIOT KIFOYEBYIO POJIb B YKPEIUICHUU
3I0pOBBs HaceneHus. Yucno M KBanupukanusg MEAUIUHCKAX PAOOTHUKOB IMO3UTHBHO CKa3bIBAIOTCS
Ha 3()(PEKTUBHOCTH MPOBOAMMEIX MEIHMKO-CAHUTApPHBIX Mep. Bwmecte ¢ TeM, W caMu pabOTHHKHU
3/IpaBOOXPAHCHUS TOJABEPTAOTCS CEPhE3HBIM PUCKAM U OMACHOCTAM. Hu3kuii ypoBeHb 3apaboTHOMN
TUTaThl, HEJAOCTATOYHOE MpH3HaHWE B 0OIIecTBe, cliabble BO3MOXHOCTH JUISI KaphEPHOTO poOCTa U
npyrue (akTopbl COCOOCTBYIOT MHTpPAIllMM BHYTPH CTpaHbl M 3a €€ NpefeiaMd. OTH NPUMEPb
WLUTIOCTPUPYIOT, YTO PEIICHHUE MPOOIEeM JIGKHUT M B JIPYTHMX CEKTOpPax SKOHOMHUKUA WM COLUAIBHOM
cheppl.  HyxXHBI CcHCTEMHBIE YCWIHS MO JAHHAMHYHOMY pEIICHHIO TMPOOJIEeM MeIUIIHHCKOTO
oOpazoBanms kanapoB. llpaButenbctBo Kazaxcrana HajgeeTcss Ha YKpeEIUIGHHE pPaBHOIPABHOTO
corpyaauuectBa ¢ BO3 um apyruMu mapTHEpaMM Kak Ha PErHOHAIILHOM, TaK U Ha TI00aIBHOM
YPOBHSX, @ TAK)K€ HAMEPEHO YCHWINTh WHBECTHUIIMH B 370POBbE M TMOCTpOEHHE Ooliee OE30MacHOro
Oymytero.

B 3axiroueHue mo3BoNIbTe MOMAUYEPKHYTH, 9YTO B XXI Beke poiib ceKTOpa 37paBOOXPAaHCHUS B
MHUPOBOM Pa3BUTHH OYJET TOJHKO BO3pPAcTaTh, U MbI YBEPCHBI, YTO CMOXEM BHECTH CBOHM BKJIaJ B
YCTOHYMBOE M JWHAMHUYHOE Pa3BUTHE HAI[MOHAIBHON CHCTEMBI 3pPaBOOXPAHEHHA U JOCTH)KEHHE
OCHOBHOM IEJIH Pa3BUTHS THICSUEIETHS.

Brarogapro 3a BHUMaHMeE.

El Sr. OLESKER (Uruguay):

Buenos dias. El Gobierno actual del Uruguay ha asumido hace aproximadamente tres meses
con una continuacion del primer gobierno de izquierda del Uruguay que, a partir del afio 2005,
emprendié un programa global cuyos dos objetivos eran el crecimiento econémico y la redistribucion
de la riqueza.

Sobre la base de que es posible, al mismo tiempo, que la economia crezca y redistribuya su
riqueza y romper el crecimiento concentrador y excluyente que el pais habia tenido en los afios
noventa, fruto de las politicas neoliberales, se planted6 un objetivo central, que fue desarrollar un
cambio en la distribucion de la riqueza. Para ello, las politicas sociales son muy importantes, y
desarroll6 una politica social que hemos denominado un «nuevo Estado de bienestar»: la construccion
de un «nuevo Estado de bienestar» basado fundamentalmente en la participacion del Estado.
Recordemos que, en los afios noventa, la politica social habia sido trasladada al mercado y solamente
se generaban acciones focalizadas tendientes a resolver los problemas de mayor y de extrema pobreza.
La vision de un Estado presente en el conjunto de la politica social, un incremento presupuestal, que
llegd a duplicar el presupuesto en términos reales para las politicas sociales, y la participacion
ciudadana en la gestion y direccion de las politicas sociales fueron los criterios de este «nuevo Estado
de bienestar» o «Estado de bienestar de nuevo tipo», como llamamos al modelo que estamos
construyendo en el Uruguay.

Para ello se hicieron al mismo tiempo cinco reformas sociales que modificaron los criterios
politicos de determinacion de ellas: la reforma de salud, a la que inmediatamente me voy a referir; la
reforma de la educacion; la reforma del sistema de proteccion social, basado en un nuevo régimen de
asignaciones familiares y de jubilaciones; la reforma tributaria, cambiando el criterio de un pais que no
tenia impuesto a la renta, donde no se pagaba por la renta personal, a un sistema que incorporo6 el
sistema a la renta personal sobre la base del criterio de que pague mas quien tiene mas; y, finalmente,
en quinto lugar, luego de la desregulacion laboral de los afios noventa, la reconstruccion de las leyes
de proteccion al trabajo y, en particular, una ley de negociacion colectiva que obliga a la
determinacion de los salarios en todos los ambitos empresariales en el marco de una negociacion
obrero-patronal.
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Es en esa perspectiva que introducimos nosotros la reforma de salud y los resultados del primer
gobierno que estan a la vista. Se bajo la pobreza de 32% a 20%, la indigencia de 4% a 1,6%, la tasa de
desempleo de 15% a 7%, teniendo el menor registro historico del pais. Se recuperaron los salarios
reales en un 25% y al mismo tiempo el indice de Gini, el elemento que determina la concentracion o la
distribucion, bajo un 7%, de 45,3% a 43,2% o0 0,432. Esta propuesta de crecimiento y redistribucion al
mismo tiempo tuvo entonces una reforma de la salud con cuatro principios, hoy ya cumplidos: la
universalidad (todos tienen acceso a la salud); la justicia social (de cada quién sus ingresos a cada
quién sus necesidades, todos aportan en funcion de su ingreso); basado en la atencidon primaria de
salud (APS); y con participacion social, no solo en la parte comunitaria, sino en la conduccion. En
efecto, el organismo que dirige la reforma de salud tiene usuarios, trabajadores y empresas en su
representacion.

Tenemos resultados que podemos transmitir a ustedes con mucha conviccion. La tasa de
mortalidad infantil hoy es de 9,5 por 1000 nacidos vivos, es decir, hemos pasado la barrera de los dos
digitos. La tasa de mortalidad materna ha bajado y queremos anunciar que el numero de muertes
provocadas por aborto en condiciones de riesgo es de cero, fruto de una politica de iniciativas
sanitarias que protege, digamos, del aborto en condiciones de riesgo.

Y todo esto en un contexto de cuatro programas que queremos transmitir, como los programas
que este segundo gobierno de izquierda, para continuar la reforma de salud iniciada, va a desarrollar:
un programa de fortalecimiento de la salud de la nifiez, a través de un programa de nutricion y un
programa de control de los primeros meses de vida, con visita domiciliaria obligatoria, al que hemos
denominado NICO (Nacimiento e Infancia con Control Obligatorio) para todos los prestadores de
salud publicos y privados. En segundo lugar, un programa centrado en la adolescencia, que tiende
fundamentalmente a continuar la obra del programa de la nifiez y que tiene como eje central el tema de
las adicciones y el tema de la salud mental, que en ese tramo etario es muy relevante. En tercer lugar,
un programa de salud sexual y reproductiva, con una ley aprobada en el pais, que obliga a tener
clinicas de salud sexual en todos los prestadores de salud y a la distribucion universal y gratuita de
anticonceptivos. Finalmente, metas asistenciales que se pagan a los prestadores de salud por el
cumplimiento de ciertos objetivos en materia de control de salud de los nifios y control del embarazo.
Eso nos ha llevado a una baja, como expliqué, de la tasa de mortalidad infantil y tasa de mortalidad
materna.

Serd una gran tarea de este segundo periodo de gobierno de izquierda de Uruguay, un gran
programa de salud rural para llevar la salud a los medios mas alejados del interior del pais, donde
todavia algunos de estos derechos que yo anunciaba no han llegado. El programa de salud rural se ha
transformado en la prioridad niumero uno de esta segunda gestion de gobierno. En este sentido,
queriamos transmitir estos elementos a ustedes, tener el convencimiento de que, con los niveles
actuales que tenemos de mortalidad infantil y mortalidad materna, vamos a llegar en 2014 a los
Objetivos del Milenio sin ninguna duda, en la medida que mantengamos, y esa ha sido la decision
politica del Gobierno, esta politica basada fundamentalmente en la promocién y prevencion de salud,
con poblacion prioritaria en nifiez, adolescencia y mujer. Muchas gracias.

M. MOSSO RAMOS (Cap-Vert):

Monsieur le Président, Mesdames et Messieurs les Ministres, Mesdames et Messieurs, pauvre
en ressources naturelles et avec une histoire jalonnée de catastrophes naturelles liées a des sécheresses
cycliques, le Cap-Vert a accédé a I’indépendance il y a 35 ans. Grace a I’effort persévérant de son
peuple, a une gouvernance éclairée et sérieuse et avec 1’aide de la communauté internationale, le
Cap-Vert a réussi un processus de développement intégré qui s’est traduit par I’amélioration du niveau
de vie de la population, par 1’élévation progressive du revenu par habitant qui est passé de US $200
par an a plus de 2000 aujourd’hui et par I’accroissement de son indice de développement humain. Ces
parameétres qui ont contribué a la progression de mon pays dans la catégorie des pays les moins
avancés en 2008.

Les indicateurs concernant les secteurs de la santé et de 1’éducation reflétent le mieux les
progres enregistrés par mon pays depuis son indépendance. D’une situation de presque désert sanitaire
avec un taux de mortalité infantile de 108 pour 1000 naissances vivantes en 1975, il s’est construit un
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service national de santé décentralisé et opérationnel qui a réussi, entre autres, a réduire cette mortalité
a environ 20 pour 1000 et la mortalité maternelle autour de 14 pour 100 000 naissances vivantes, cela
grace a un programme de protection maternelle et infantile fondé essentiellement sur la prévention.
Plus de 80 % des accouchements ont lieu dans des institutions sanitaires assistés par du personnel
professionnel. Plus de 75 % de la population a accés en moins de 30 minutes & une structure de santé.
Le taux de prévalence du VIH/sida est estimé a 0,8 %. Une enquéte réalisée en 2009 a montré que
94 % des enfants de moins d’un an sont vaccinés contre la rougeole et la poliomy¢lite. Bref, dans le
domaine de la santé comme dans d’autres aussi, le Cap-Vert est bien parti pour atteindre les objectifs
du Millénaire pour le développement en [’an 2015.

I faut savoir cependant que, malgré les progres enregistrés, le Cap-Vert est vulnérable, qu’il
s’agisse des risques d’épidémies, de changements climatiques, du crime international organisé ou de la
conjoncture économique mondiale. En effet, tout peut étre mis en cause compte tenu de la fragilité de
ses fondements économiques. C’est ainsi que 1’année dernicre, une épidémie due au sérotype 3 de
dengue a touché plus de 21 000 personnes, provoqué quatre décés, semé la peur et affecté 1’économie
du pays.

Le Cap-Vert a besoin de I’aide de la communauté internationale pour poursuivre son
développement et atteindre de nouveaux paliers de progrés irréversibles. Dans le cas spécifique de la
santé, secteur fondamental pour sa croissance, les besoins en ressources sont de plus en plus grands.
Pour ne citer qu’un exemple, le Cap-Vert finance avec ses propres ressources le Programme élargi de
vaccination. Jusqu’a I’année derniére, le calendrier vaccinal comprenait sept vaccins : contre la
tuberculose, la poliomy¢lite, I’hépatite B, le tétanos, la diphtérie, la coqueluche et la rougeole. La
décision, prise cette année, d’inclure d’autres antigénes dans le Programme, parmi lesquels les vaccins
contre I’Haemophilus influenzae B, la rubéole et la parotidite, implique une multiplication par trois des
colts, ce qui est extrémement difficile a supporter par un pays comme le nbtre qui ne bénéficie
d’aucune aide d’organisations s’occupant de ce type d’activités. D’autre part, suite a 1’épidémie de
dengue, nous sommes obligés d’admettre le risque imminent d’une épidémie de fiévre jaune au Cap-
Vert, étant donné que le vecteur existe dans toutes les iles et que la maladie est endémique dans les
pays voisins. Ainsi, nous pensons lancer une campagne de vaccination de la population et introduire le
vaccin antiamaril dans le calendrier du Programme élargi de vaccination.

Enfin, le Cap-Vert, comme d’autres pays, subit le double fardeau des maladies transmissibles et
non transmissibles et doit prendre ses responsabilités aussi bien vis-a-vis de ses citoyens que par
rapport aux recommandations des organisations internationales responsables de la santé. Pour cela, il
faut des moyens importants que le pays ne pourra pas mobiliser tout seul. Mais la vérité est que le
Cap-Vert ne bénéficie pas de toute 1’aide dont il a besoin. Et cela parce que nous ne réunissons pas les
critéres d’¢éligibilité comme d’autres pays plus riches en ressources naturelles qui sont acceptés. En
fait, ce qui est paradoxal, c’est que mon pays est pénalisé car il présente des indicateurs socio-
économiques qui sont le résultat d’une gestion judicieuse de son développement. S’il est permis de se
défendre contre cette situation dans ce forum, nous voulons demander que les critéres considérés
soient révisés pour une question de justice. Je vous remercie de votre attention.

Dr DALIL (Afghanistan):

Mr Vice-President, respected ministers, distinguished delegates, ladies and gentlemen, first of
all, I would like to congratulate the President on his election to preside over the Sixty-third World
Health Assembly, and to wish him success in this important assignment.

I am delighted to report that investment in the health sector in Afghanistan over the last eight
years is bearing results despite the enormous challenges. A decade ago, the health situation of
Afghanistan was more than dismal; in early 2002, there were only a limited number of functioning
primary health facilities across the country. In fact, one woman died of pregnancy-related causes every
27 minutes. This meant that every week about 370 families became motherless, which was tantamount
to a death sentence for small children in Afghan society. Similarly, high maternal mortality, poor
nutrition, inadequate hygiene, illiteracy, poverty, and a lack of modern health care combined to
produce one of the highest infant and child mortality rates in the world; in 2001, an estimated one in
four children died before reaching their fifth birthday. Addressing the poor health status, Afghanistan
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took effective strategic steps, including defining a basic package of health services aimed primarily at
reducing mortality among rural women and children, and an essential package of hospital services for
provincial and regional hospitals. Moreover, the Ministry took on a stewardship role and contracted
out the delivery of primary health-care services to nongovernmental organizations. Furthermore,
thousands of community-based midwives as well as community health workers were trained and
deployed in their own communities. All this subsequently led to about a 25% reduction in child
mortality over the past few years. Although we have presumably made progress on Millennium
Development Goal 4, our progress on Goal 5 is not evident. All moves were bold and prudent,
rationalizing the delivery of health services in a way that is unique in the world and entirely
appropriate, given where Afghanistan was in 2002. However, we are still lagging behind global and
regional set targets. There is a long way to go in improving the health situation of our country.

We believe that without an effective health system, no programme can be stable and successful.
We have also learnt that building health-system elements should be addressed concurrently while the
services are scaled up in a post-conflict environment. Currently Afghanistan is focusing on improving
access, developing human resources for health, strengthening monitoring and evaluation, integrating
health service delivery, and reforming administration and financing. We recognize the importance of
the private sector for strengthening the health system. We would like to encourage and support it to
expand its services to a wider range. We have significant experience of working with
nongovernmental organizations through public—private partnerships and performance-based contract
mechanisms, and we are looking forward to sharing it with countries of similar context.

Eradication of poliomyelitis is the biggest global public health initiative. Afghanistan is still one
of the four endemic countries with wild poliovirus. We stand fully committed to this cause. His
Excellency the President of Afghanistan has on many occasions in the country, and at international
forums, expressed his commitment that eradication of poliomyelitis is a priority of our Government.
We will do our best not to let conflict stand between our children and the vaccine against
poliomyelitis, and to ensure community ownership and an integrated response in order to eradicate
poliovirus. We are working for the days of tranquillity in the immunization rounds when our
vaccinators can access every child and immunize each child safely. Let me reaffirm our commitment
on behalf of the Government of Afghanistan for the eradication of poliovirus in the country, fighting
to wipe out the last reservoir in Afghanistan.

I am happy to have shared our progress and challenges with this august gathering. We are
thankful to the international community for supporting Afghanistan and that we have translated this
support into life-saving critical gains. To keep the pace of progress and to maintain the gains, we are in
need of additional and continued support from donors and partners. We are certain that progress in the
health sector is an important factor for ensuring socioeconomic development, promoting peace and
having a stable and prosperous Afghanistan. A stable and peaceful Afghanistan will nurture stability
and progress in the region. Thank you very much.

El Dr. MANZUR (Argentina):

Sefior Presidente de la 63.* Asamblea Mundial de la Salud, sefiora Directora General, sefioras y
seflores Ministros, distinguidos delegados, amigas y amigos: Hemos dado un paso significativo desde
la Gltima Asamblea. El afio pasado en esta época, todos los paises estabamos frente a la incertidumbre
de un evento de salud publica internacional con potencial pandémico. Considero, que a diferencia del
afio pasado, hoy contamos con muchos mas elementos e informacion, y esto se debe en buena medida
a las diferentes iniciativas subregionales, regionales y globales, de foros como el UNASUR SALUD,
la Organizacion Panamericana de la Salud y la propia OMS. En este sentido, nuestra Presidenta, la
Dra. Cristina Fernandez de Kirchner, ha priorizado la participacion en los foros subregionales como
MERCOSUR y UNASUR, y la propia participacion y relacion con los organismos internacionales.
Asimismo, la mayoria de nuestros paises ya han incorporado la vacuna pandémica. En mi pais, a este
momento se ha inmunizado ya a mas de cinco millones de argentinas y argentinos.

Argentina, como otros paises de la Region de las Américas, se caracteriza por tener un perfil
epidemiologico en el que se presenta una doble carga de enfermedad. Por un lado debemos responder
a las enfermedades transmisibles con la reemergencia de problemas milenarios como han sido la fiebre
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amarilla y el dengue. Por otro lado, las enfermedades no transmisibles constituyen la principal causa
de muerte en la actualidad, con un marco sostenido de su prevalencia en las ultimas décadas.

Argentina se plantea actuar sobre estos dos frentes, con planes intensivos, integrales e
intersectoriales de lucha contra las enfermedades no transmisibles, y sobre las transmisibles con la
promocion de pautas y estilos de vida saludables, asi como con la creacion y puesta en marcha de un
Instituto Nacional del Cancer.

En este contexto, consideramos que el mayor desafio que se nos plantea constituye la mejor
manera de generar salud para todos los argentinos. Siguiendo las ensefianzas de Alma-Ata,
consideramos necesario continuar reforzando la promociéon de la salud, involucrando a todas las
personas y a las comunidades en el desarrollo de pautas saludables de vida para el cuidado de su
propia salud.

Durante la tltima década, Argentina ha tenido un mejoramiento de los indicadores de salud. En
este sentido, podemos mencionar algunas buenas practicas que hemos implementado y que nos
permitieron abordar los Objetivos de Desarrollo del Milenio.

La provision publica gratuita de medicamentos, que hemos llamado REMEDIAR, ha permitido
que los medicamentos esenciales estén en el primer nivel de atencidon de todos los centros de salud y
de atencion primaria de la Republica Argentina. Esto ha permitido que 15 millones de personas,
incluidas madres y niflos vayan a los centros de salud teniendo la certeza de que van a tener acceso al
acido folico, al hierro, asi como a otros medicamentos esenciales para su atencion.

A partir de un programa que hemos implementado de médicos comunitarios se formo y se
dispuso del recurso humano en salud necesario para atender a la poblacion. El Programa Nacer, que
centra su atencion en el binomio madre e hijo, propiciando el cumplimiento de los controles durante el
embarazo, la asistencia perinatal y el monitoreo de la vacunacién de los nifios. Argentina ha
considerado que para promover la equidad sanitaria es necesario abordarla como una cuestion de
justicia social, abordando las cuestiones socioeconomicas. Por eso, la Presidenta Fernandez de
Kirchner ha implementado una asignacion de U$S 45 por cada hijo de desocupado y de empleado no
registrado con bajos salarios.

Los Objetivos de Desarrollo del Milenio nos han ensefiado que, cuando formulamos objetivos
concretos orientados a los problemas sociales y de salud de la poblacion, podemos constituir alianzas
estratégicas y desarrollar marcos de cooperacion adecuados.

En Argentina hemos adoptado un enfoque de determinantes sociales de la salud, basado en la
territorialidad, intersectorialidad e interjurisdiccionalidad, planteando que hay que desplegar
respuestas multiples y combinadas en cada localidad, planteando esfuerzos de empoderamiento y
transferencia que buscan sacar a una poblacion de la vulnerabilidad y el letargo, poniéndola en pie
para afrontar los problemas de su comunidad.

Considerando la importancia que tiene el contar con sangre segura para los servicios de salud,
hemos iniciado un intenso trabajo promoviendo la donaciéon. En este sentido, Argentina ha sido
reconocida para ser sede del Dia Mundial del Donante de Sangre para el afio 2011, siendo la primera
vez que un pais de las Américas se constituye como sede para este evento.

Siguiendo las ensefianzas obtenidas a partir de los Objetivos de Desarrollo del Milenio, nos
propusimos retomar el camino de la planificacion, formulando planes y proponiéndonos resultados
concretos, y en este sentido el Ministerio de Salud ha dado un paso concreto en sus esfuerzos para
lanzar un nuevo Plan Federal de Salud.

Hemos adoptado metas de manera que reflejen las circunstancias y las prioridades de desarrollo,
incorporandolas en las politicas nacionales de salud con su apropiacion por parte de los niveles
provinciales y con el desafio de lograr estrategias de trabajo intersectoriales. Muchas gracias.

Mrs CABRAL (Philippines):

Excellencies, ladies and gentlemen, good morning. At the outset, allow me to congratulate the
President on his election. Rest assured of the Philippine delegation’s support as you lead us towards a
successful outcome of this Sixty-third World Health Assembly.

The Government of the Republic of the Philippines remains fully committed to achieving its
targets under the Millennium Development Goals by 2015. The global economic and financial crisis
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notwithstanding, the country has persevered in its efforts. Our Department of Health has taken bold
steps to reform the health system, focusing on service delivery, regulation, financing and good
governance. In the course of our efforts to meet the health-related Millennium Development Goal
targets, several key challenges have been identified, and these are being urgently addressed by the
Government, through the Department of Health: first, the challenge of reducing maternal, infant and
child mortality rates across the regions in our country, across wealth quintiles and between rural and
urban areas; secondly, the challenge of balancing population growth with family planning; thirdly, the
challenge of mobilizing adequate resources for the public health sector in order to make health
services accessible and affordable for all Filipinos; and lastly, the challenge of effectively coordinating
national and local government efforts, so as to forge synergies and partnerships among relevant
stakeholders, including the private sector, towards achieving the Millennium Development Goals.

Despite these challenges, the Philippines is working hard to meet its commitments under the
Millennium Development Goals. We have refused to be hamstrung by limited resources, choosing
instead to fund critical health programmes aimed at making an impact on the reduction of maternal,
infant and child mortality rates all across the country. Under the Maternal Neonatal and Child Health
and Nutrition policy, resources have been put into upgrading the capacities of village health facilities,
enabling them to provide basic emergency obstetric and neonatal care, even in remote areas.

We are pushing for the recognition of adequate family planning services as an important tool to
achieve the health-related Millennium Development Goals. We have also directed resources for public
health programmes such as tuberculosis, malaria and HIV/AIDS, encouraging the active participation
of local government units in these health programmes through the Province-wide Investments for
Health. At the same time, we have continuously engaged the private sector and civil society in helping
craft policies, enhancing service delivery and ensuring good governance. To address the health needs
of the poor, our National Health Insurance Program is working for the universal coverage of the
indigent population, while the prices of essential drugs and services are being regulated to ensure
quality and affordability. Poverty reduction programmes such as the Conditional Cash Transfer
Program, also aim to improve the poor’s utilization of basic social services such as health and
nutrition, while also helping poor women gain access to reproductive health, family planning and
maternal health information.

The international community is at an important crossroads in fulfilling the Millennium
Development Goals. Five years on, we will be looking back at what we have accomplished and will
assess whether we had done enough to uphold our peoples’ right to health. We hope that when that
time comes, we can all say that we did our utmost. Despite the odds, we are one with all stakeholders
in sustaining and enhancing current efforts, while looking for new avenues to improve the efficiency
of our services. We must be united in a concerted effort to uplift our respective countries which have
lagged behind in the attainment of the Millennium Development Goals. The Philippines thus joins the
call to all Governments to increase political and financial commitments to meet the Goals. Five years
may seem like a short time for many, but it also represents boundless opportunities to either make or
break our efforts. We fervently hope that all of us will make the most of the remaining time we have.
Thank you Mr Vice-President and Mabuhay!

Ms JURASKOVA (Czech Republic):

President, colleagues, ladies and gentlemen, the Czech Republic attaches great importance to
achieving the Millennium Development Goals defined in the Millennium Declaration of 2000 and
reaffirmed at the United Nations World Summit in 2005. At this Summit, the international community
again expressed its determination to eradicate extreme poverty, its causes and consequences. We are
well aware of how much remains to be done to achieve the Millennium Development Goals, notably
in reducing child mortality, improving maternal health, combating HIV/AIDS, malaria and other
diseases. 1 believe that the United Nations General Assembly High-Level Plenary Meeting on the
Millennium Development Goals in September of this year will be an opportunity to bring even more
coherence to the current initiatives that are taking place around the world, at a national, regional and
international level. The global economic and financial crisis has significantly affected economic and
social progress achieved during recent decades. Those devastating impacts are being felt worldwide —



A63/VR/4
page 95

both in the developed and developing countries. In the developing countries, the reversed impact is
particularly worrisome. Therefore, the consequences of the crisis reinforce the need for particular
attention to those Millennium Development Goals and to those regions where the least progress has
been made.

The Czech Republic is particularly concerned about the fact that in sub-Saharan Africa, close to
50% of all children and mothers die during pregnancy and delivery. The Czech Republic, as a
European Union Member State, holds the firm belief that the Millennium Development Goals and
other internationally agreed development goals will not be achieved unless the right to attain the
highest standard of reproductive health is promoted and protected. We need to acknowledge that,
while certain progress has been made, this right remains unfulfilled for too many women and young
girls with devastating and far-reaching consequences. A key factor affecting the progress in achieving
the Millennium Development Goals and sustainable development is also education. The reduction of
sickness and mortality rates, the empowerment of women, improvement of the quality of the labour
force and promotion of democracy can be largely assisted by progress in education. In other words,
universal access to education is fundamental to the achievement of internationally agreed development
goals, including the Millennium Development Goals.

In conclusion, let me assure you that the Czech Republic, as a European Union Member State, is
fully aligned with the European Union’s commitments to intensify development assistance, adopted in
2008 and reaffirmed in 2009. The Czech Republic also fully supports the European Union’s multi-
sectoral approach to combating poverty, which should not be perceived solely in economic terms but
also in the broader context of social, environmental and health issues. Thank you for your attention.

The PRESIDENT:

Ladies and gentlemen, it is time to adjourn this morning’s session. The meeting is adjourned.

The meeting rose at 12:05.
La séance est levée a 12h05.



A63/VR/5
page 96

FIFTH PLENARY MEETING
Tuesday, 18 May 2010, at 14:45

President: Mr Mondher ZENAIDI (Tunisia)
later: Dr R. SEZIBERA (Rwanda)

CINQUIEME SEANCE PLENIERE
Mardi 18 mai 2010, 14h45

Président: M. Mondher ZENAIDI (Tunisie)
puis: Dr R. SEZIBERA (Rwanda)

1. INVITED SPEAKERS
INTERVENANTS INVITES

The PRESIDENT:

The Health Assembly is called to order. Good afternoon, ladies and gentlemen. The Health
Assembly will now take up consideration of item 4 of the agenda, Invited speakers. It is an honour for
me to introduce our first invited speaker at this Sixty-third World Health Assembly, Her Excellency,
Ellen Johnson Sirleaf, President of the Republic of Liberia.

President, Johnson Sirleaf has led a distinguished international career spanning nearly four
decades, and began her career in banking and economic and financial management in 1965. In 1992,
the President joined the United Nations Development Programme in New York as Assistant
Administrator and Director of its Regional Bureau of Africa with the rank of Assistant Secretary
General of the United Nations. In 2003, Ellen Johnson Sirleaf returned to Liberia and was elected
President of Liberia in January 2006. In 2007, President Johnson Sirleaf was awarded the prestigious
Presidential Medal of Freedom. More recently, in April 2010 President Johnson Sirleaf graciously
accepted to be the honorary President of the Women’s Health Commission for the African Region.
Distinguished delegates, please join me in welcoming the President of the Republic of Liberia.

(Applause/Applaudissements)

It is with pleasure that I invite Her Excellency to go to the rostrum. Madam President, you have
the floor.

Mrs Ellen JOHNSON SIRLEAF (President of the Republic of Liberia):

Distinguished delegates, Dr Chan, Director-General, other officials of the World Health
Organization, ladies and gentlemen. I am here today to join you in asserting that people should not
have to die, simply because they are poor. I am here to join in saying that people should not die
because treatments common in the rest of the world are not available where they live. I am here today
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because I believe that a child should not have to die because a parent has to make the impossible
choice between feeding her family, or taking her sick child to the clinic that could have saved her life.

I am delighted, and honoured, to speak to you this morning. Dr Chan, I thank you and
I welcome the opportunity to address this important event in the international calendar. WHO has long
been an institution of global significance. If anything, it has become ever more vital as the world
moves into the twenty-first century.

Pandemics can spread without passports. Diseases don’t stop at national borders or checkpoints.
Improving the health of our people is not only of fundamental importance to our nations and our
citizens themselves; it also has crucial economic and geopolitical implications that reach far beyond
the narrow interests of any one country. In a globalized planet, the world’s health has to be a shared
responsibility. As we face up to the challenge of achieving our Millennium Development Goals, as we
strive to save the lives of women and children, and tackle the deadly impact of malaria, of HIV and
AIDS, events such as today’s Health Assembly help us face up to and shoulder that responsibility
together. Because success will make a fundamental difference not only to my country and its people,
but also to Africa, the developing world and the planet as a whole.

My message today is simple: individually, and collectively, we are making progress towards
achieving the Millennium Development Goals, but we are not making that progress fast enough. To
achieve our ambition, we must continue our work together towards improving the health systems of
our countries. We must also do more together to remove the barriers that stand in the way of people
taking advantage of those systems.

Fourteen years of war will damage a country in multiple ways. In the case of Liberia, my
country, the impact of the civil conflict on the country’s health system was particularly severe. In
1989, Liberia had 800 practising doctors. By 2003, we had just 50. Clinics and hospitals across the
country were destroyed. Even the roads needed to allow people to travel to the few facilities that
survived lay in ruins. Less than half our population had access to medical care of any sort! Today, we
have renovated and built new clinics, midwifery schools and health training centres. With support
from the Swiss Development Corporation, we have renovated and reactivated one of our major rural
referral hospitals and a second one is nearing completion with support from China. We have improved
general referral services and access to medicines across the country; and we have more than
quadrupled the number of facilities offering comprehensive and emergency neonatal care.

We are pleased to have established our “Basic Package of Health Services” in over 80% of the
nation’s health facilities, ahead of our target date. As a result, more people are receiving free services,
and the simple standards set out in the Package give priority to the interventions that will have the
greatest benefit to our nation’s health. In tackling malaria, without a doubt our country’s biggest health
problem, we have tripled the distribution of free insecticide-treated bednets which has helped malaria
prevalence fall by half in the four years to 2009.

The evidence from our health surveys suggests that we are seeing other results. Our current
child mortality rate, for example, has fallen to almost 50% over the last few years. The latest
Demographic and Health Survey, conducted in 2007, puts the overall child mortality at 72 deaths per
1000 live births as compared to the 2000 data of 132 deaths to 1000 live births. These are good signs.
They show that we can make progress, however challenging the conditions we face.

Unfortunately, not all the news is so positive. The latest figures for maternal mortality in Liberia
suggest that nearly one in 1000 women die even as they bring new life into the world — a sharp
increase from previous years. This is a shocking statistic, and one reason why I became involved with
the Women’s Health Commission for the African Region — a WHO initiative, launched last month, in
my capacity as Honorary President. The Commission is called upon to produce recommendations on
what more can be done to reduce the unacceptable level of maternal mortality in our part of the world.
We eagerly await its recommendations. We are also doing all we can to tackle the tragedy of mothers
who are dying needlessly. As well as improving emergency obstetrics care and training more
midwives to work where they are needed most, we have also adopted the “Reach Every Pregnant
Woman” approach, which seeks to ensure that every pregnant woman across the country gets medical
attention during pregnancy and delivers her baby at a health facility. We have seen the numbers at
these clinics increasing, although the challenges remain awesome — especially as regards increasing
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teenage pregnancy. Yet, we know that putting systems in place is not enough on its own. We must do
more to allow and to convince our people to take advantage of such systems once they are available.

Distinguished ladies and gentlemen, over 90% of Liberians live on less that US$ 2 a day. In that
grim statistic, they are not alone. Around the world, there are millions of people who have so little to
live on that any costs required for treatment — no matter how low — are still far too high. That is why,
in September last year, a group of countries, including Liberia, committed to extending the principle of
free health care to more of our people. Alongside Burundi, Ghana, Malawi, Nepal and Sierra Leone
and we announced new ways of allowing those who most need medical help — especially those who
are targeted by the Millennium Development Goals — to get the health care they need without having
to pay up-front.

Sierra Leone, our neighbouring country, just last month, launched its new programme aimed at
mothers and children. Early reports of a huge increase in patients at clinics point to just how many
people were not getting the treatment they needed before, simply because of the cost. In Liberia’s
case, last year I committed to making permanent our temporary suspension of user fees and to
providing free health care for all, depending on the continuing support of adequate donor finance to
make this possible. Offering free health-care services at all public health facilities has significantly
increased out-patient attendance across the country. Similarly, expanding access to health care by
building more clinics and health facilities in areas that were previously underserved is making a big
difference. In addition, we now have more trained health workers and have implemented various
policies aimed at ensuring that health care is equitable.

I understand that there is still debate around the merits of removing user fees — and we must
make sure that we go about doing so in the right and sustainable way. But, equally it is clear to me that
the people who are least able to pay for their care should not be the ones forced to do so. The
implication is clear: often such people simply do not have the money to pay. And often they die as a
result. Of course, free health care costs money. If user fees are not to be charged, the money has to
come from somewhere.

The initiatives I mentioned were made possible thanks to over US$ 5 billion of investment
developed by the High-Level Task Force on Innovative International Financing for Health Systems
launched in September 2008 by the former United Kingdom Prime Minister Gordon Brown and World
Bank President Robert Zoellick. UNITAID, championed by former French Foreign Minister,
Philippe Douste-Blazy, is one of these innovations. In three years UNITAID has raised more than
USS$ 1 billion to provide life-saving treatments for HIV/AIDS, malaria and tuberculosis patients
around the world. These diseases contribute to the death of over 4.5 million people every year. More
than 70% of UNITAID finances come from a solidarity levy on airline tickets. Eleven member
countries impose the levy today, with others agreeing to contribute in the future. The result of their
innovation is that 10 million more women and children will get the medical care they need to save
their lives.

We recognize that since the 2000 Millennium Declaration, the total development assistance for
health has more than doubled, and this has saved countless lives. The fact remains, however, that more
money is still needed if we are to achieve the Millennium Development Goals. It goes without saying
that we must use the money that is currently available more efficiently. We have to make the most of
every dollar already found, or to be found in the future. We have to target it where it will make the
most difference and ensure that our systems are as effective and accountable as they can be.

There is, at the same time, the need to allocate more money — money that needs to come from
domestic sources, prioritizing where necessary, but also from our international partners and the
various sources of international aid — so that a reliable flow of funds can be targeted at those areas that
need change. The stark fact is that unless more is done, and done quickly, some of the Millennium
Development Goals could end up being nothing more than well-intentioned ambitions that, ultimately,
do not achieve all that they have set out to attain.

My goal, our goal, your goal, must be to do more than this. It must be to build on the good work
already done. It must be to continue working together at events like today’s to ensure that our mothers,
our sisters, our children will not have to pay the price for failure today with their lives tomorrow. You
are at the front line of all that we do. You identify the challenges. You lead the change. You make the
sacrifices. For that we salute you and I thank you.
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(Applause/Applaudissements)

The PRESIDENT:

Thank you very much, Madam President. On behalf of the Health Assembly, I express our
sincere thanks for your address today. It is an honour for the Health Assembly to have you here and to
hear your views.

I am now very pleased to welcome, on behalf of the Health Assembly, Mr Ray Chambers, the
United Nations Secretary-General’s first Special Envoy for Malaria. Mr Chambers is a philanthropist
and humanitarian, and has been serving as Special Envoy since February 2008. In his capacity, he has
committed to achieve the Secretary-General’s goal of ensuring universal access to malaria prevention
tools in all countries in which the disease is endemic by the end of 2010, with the ultimate goal of
achieving near zero preventable malaria deaths by 2015. Most of his other efforts have been directed
towards children. He is the Founding Chairman of the Points of Light Foundation and co-founded,
with Colin Powell, America’s Promise Alliance. Mr Chambers is Co-Founder of the National
Mentoring Partnership, and Founding Chairman of both The Millennium Promise Alliance and
Malaria No More. Mr Chambers is a member of the President’s Council on Service and Civic
Participation. It is with pleasure that I invite Mr Ray Chambers to go to the rostrum.

(Applause/Applaudissements)
Mr Chambers, you have the floor.
Mr Ray CHAMBERS (United Nations Secretary-General’s Special Envoy for Malaria):

Mr President, Director-General Dr Margaret Chan, Excellencies, ladies and gentlemen, it is an
honour and a privilege to have been invited to speak before you today. Just three years ago, you took
the decision to create a World Malaria Day to be celebrated on 25 April each year. The following year,
in 2008, the Secretary-General of the United Nations, Mr Ban Ki-moon, appointed his first Special
Envoy for Malaria. Soon after, he called for all people at risk of malaria to be provided with
preventive, diagnostic and treatment measures by the end of 2010 and an end to deaths from malaria
by 2015. At the time many thought this overambitious.

As you know, there has been tremendous progress, as recorded in WHO’s most recent World
malaria report presented last December here in Geneva. Thirty-eight countries have recorded declines
in cases and deaths by over 50% since 2000; nine of these are in sub-Saharan Africa. The health
ministers who have demonstrated such leadership in this fight are to be congratulated.

Of course, this did not happen just because of activities since the Secretary-General’s call.
However, that call, and its immediate endorsement by the Chair of the African Union, led to a
dramatic increase in funding available for malaria. This was primarily from the Global Fund to Fight
AIDS, Tuberculosis and Malaria, the World Bank and the United States President’s Malaria Initiative
as well as from the United Kingdom and other bilateral partners, the Bill & Melinda Gates Foundation,
UNITAID, UNICEF and members of the private sector. These commitments, as well as increases in
funding from endemic countries themselves, allowed for the rapid scale-up of WHO-recommended
malaria-control interventions, primarily in sub-Saharan Africa. The active work of the Roll Back
Malaria Partnership under the leadership of Professor Awa Marie Coll-Seck ensured continued
advocacy and the development of the comprehensive Global Malaria Action Plan.

The efforts and resources have largely been focused on sub-Saharan Africa to date. Why this
focus? As you all know, 85% of the world’s malaria cases are found on the continent as well as 90%
of the deaths, most of those among children under five years of age. These tragic deaths are entirely
unnecessary as the tools exist to prevent them.

In my role of Special Envoy, I concentrate on advocacy, the mobilization of resources, and
helping to remove any obstacle in a country’s path to achieving the universal coverage target. In order
to do this well, my own experience from business tells me that communications have to be brief,
focused and clear. We, therefore, used the bednet as the symbol of an action that was immediately
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understandable to the lay person, affordable and doable. In the United States we started a campaign to
raise both awareness and funds, based on the slogan “US$ 10 buys a net, saves a life.” This was picked
up in popular television programmes, by many nongovernmental organizations and professional
associations and created what the media people call a “buzz” around malaria — particularly that
controlling it was achievable. It was extraordinarily successful. By the end of 2009, nearly
USS 4 billion had been committed to the fight against malaria. In 2009 alone, nearly US$ 1.5 billion
was disbursed. Much of the funding did indeed go to nets, but by no means all. Much was spent on the
life-saving antimalarials — the artemisinin-based combination therapies — as well as on diagnostics and
indoor residual spraying. While this increase in funding has been dramatic, we are still far short of the
approximately US$ 5 billion per year that is required to scale up these effective tools.

Thirty months ago it was estimated that 700 million people were at risk from malaria in Africa.
WHO estimated that one bednet for every two people would be needed to achieve universal coverage.
That meant 350 million long-lasting insecticide-treated bednets — approved by WHO’s Pesticide
Evaluation Scheme — had to be procured and distributed, which would require a tremendous effort
from manufacturers, national malaria programmes, and partners involved in distribution and
communications. The response has been terrific, and today I can say that over 325 million nets have
already been financed, 93% of the originally calculated need. Over 200 million of these have been
delivered to countries, and most have either been distributed or are in the process of distribution. The
remaining nets are either in the production queue or being delivered.

Therefore, despite the doubts of some, the Secretary-General’s goal will be met as far as the
delivery of nets is concerned. In its 2009 World malaria report, WHO demonstrated that in countries
that have achieved high coverage with nets and other malaria-control interventions, the decline in
malaria cases and deaths that follows is dramatic, often exceeding 50%. WHO has also shown that in a
number of countries, the benefits go beyond malaria, and extend to sharp reductions in overall child
mortality. For many countries, the control of malaria will enable the achievement of the Millennium
Development Goal of child survival, Goal 4. These declines have the potential to ease the pressure on
medical facilities in countries in which the disease is endemic. I witnessed this myself last August
when [ travelled to Zanzibar, in the United Republic of Tanzania, along with the WHO Director-
General — Dr Chan — and Dr Tachi Yamada of the Bill & Melinda Gates Foundation. The 12-bed
paediatric ward of the main hospital was empty! Apparently, up to two years before it had been
overflowing, often with two children to a bed. These results were achieved through the widespread
availability of effective treatment with artemesinin-based combination therapy, the universal
distribution of nets, and universal indoor spraying. I know many of you are thinking about the optimal
deployment of nets and indoor spraying with a range of insecticides. Clearly a comprehensive
approach to control the malaria vector is required to make further gains as well as sustain our current
efforts. We must also take care to deploy these and newly developed insecticides and contain the
spread of resistance as we will need a full arsenal of all effective insecticides for years to come.

Beyond prevention with nets and spraying, the scale-up of other malaria-control interventions is
accelerating, but still lags far behind. Yet there is good news on this front. With regard to treatment,
the number of WHO quality artemisinin-based combination therapies has increased and their price has
dropped significantly from what it was a few years ago. Nevertheless, we are still seeing the overuse
of oral artemisinin monotherapies, and this is dangerous as it may foster resistance to the best
available medicines against malaria.

Resistance to artesunate was reported in 2009 at the Thai—-Cambodian border, where
artemisinins have been used alone as monotherapies for many years, especially in the private sector.
When treated with an oral artemisinin-based monotherapy, most patients feel well after two to three
days and, for this reason, discontinue treatment. Since they do not take the seven days of treatment
required with oral artemisinin-based monotherapy, they may remain with persistent parasites in their
blood. Without a second drug given as part of a combination (as is done with artemisinin-based
combination therapy), these resistant parasites survive and can be passed on quickly to a mosquito and
then another person. These monotherapies are therefore the primary driving force behind the
development of resistance by the malaria parasite to artemisinins.

As Dr Chan and Dr Newman, the Director of the Global Malaria Programme at WHO, have
stated, the widespread availability of artemisinin monotherapies is one of the most dangerous threats
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to our collective efforts. If resistance to artemisinins develops and spreads to other large geographical
areas, as has happened before with chloroquine and sulfadoxine-pyrimethamine, we could have a
public health disaster. There are currently no alternatives to these life-saving antimalarial medicines,
and there will not be one for the treatment of falciparum malaria in the near future.

It is, therefore, imperative that oral artemisinin-based monotherapies be rapidly removed from
the market, as was called for in the 2007 Health Assembly resolution on this issue. Progress has been
made, but not fast enough. There are at least 37 pharmaceutical companies still involved in the
production and marketing of oral artemisinin-based monotherapies, and 29 countries that allow the
marketing and use of these compounds. The time has now come for all nations to band together and
halt this practice once and for all. Before it is too late.

On the positive side, we have seen a rising use of rapid diagnostic tests which have become
increasingly reliable. The increasing availability of quality-assured tests allowed WHO to recently
recommend that all persons with suspected malaria receive a diagnostic test prior to the treatment of
confirmed cases. Through the use of diagnostic tests, health-care workers are able not only to target
artemisinin-based combination therapy to those who actually need it, but also determine which
patients have other causes for their fevers — such as pneumonia — and to treat them appropriately. The
universal use of diagnostics therefore has the potential not only to diminish the unnecessary use of
artemisinin-based combination therapy, and, therefore, save money, but also to improve the treatment
of febrile illness, and contribute to continued improvements in child survival.

I know that all of you are deeply committed to building health systems in your countries. I also
know that many of you have watched, likely with some amusement, the debate among donors and
partners on whether or not to focus on health systems, or whether to control disease. I know you have
no choice but to do both, and of course the two are inseparable. There is no doubt in my mind that
malaria interventions have boosted health systems development. Whether it is in lowering stress on the
system (as in Zanzibar), providing commodities that lead to a more integrated approach to treating sick
children (as in Zambia), supporting the development of community health cadres to link communities
with health services (as in Ethiopia and Rwanda), or delivering malaria-control services through
accredited social health activists (as in India), controlling and reducing malaria has had a remarkably
positive and rejuvenating impact on health systems. This can and should go much further. In my visits
to countries in which malaria is endemic, health ministers have always reminded me that malaria is a
major cause of poor pregnancy outcomes, including maternal mortality. Many countries have
programmes targeted at preventing pregnant women from getting malaria. However, this objective
should be more assertively pursued. One idea may be to ask local religious leaders to ensure that each
couple getting married receives a bednet. Just as WHO has reported a decline in cases and deaths from
malaria in many countries, the same tools could be used to reduce the number of complications in
pregnancy and child birth in malaria-endemic countries and reduce further the burden on health
systems.

I have not yet touched on another issue: the burden malaria puts on the economy. In the past,
several figures have been quoted for the annual burden for sub-Saharan Africa. These range from
USS$ 12 billion to US$ 30 billion. Whichever is more accurate, the economic burden is tremendous.
Heads of State and ministers of finance have been keen to see this burden reduced. The recently
formed African Leaders Malaria Alliance is currently composed of 27 Heads of State who are
particularly concerned about this. They want to see an end to malaria being such a drag on their
economies. Three weeks ago, at an event at the World Bank in Washington DC, the Bank’s President,
Bob Zoellick, and the finance ministers of the Democratic Republic of the Congo, Kenya and Zambia
all spoke to this. They see the fight against malaria as an investment, not a cost. I recognize in the
audience today someone you know well, Joy Phumaphi, the former Minister of Health of Botswana,
who is the interim Executive-Secretary for the Alliance.

On a personal note, I want to thank Dr Chan and her colleagues, particularly Dr Nakatani,
Dr Newman, and staff of the Global Malaria Programme, as well as the Regional Director for Africa,
Dr Luis Sambo, for their unwavering support to my mission to help achieve the goals set by the
Secretary-General. I know they have been struggling for resources, but I can witness the impact of
their work. They deserve your increasing financial support as they systematically improve the tools to
track, prevent, diagnose and treat malaria and, with that, make a contribution to global health that goes
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far beyond the impact on malaria alone. The WHO report I have cited is just one example of the work
that is done, much of it away from the glare of publicity. You can be justifiably proud of the way they
serve you and your countries.

To conclude, I would like to highlight a number of required actions as we move forward. First,
we cannot let up now. We need to sustain the gains and finish the job. This will mean securing stable
financing and diversifying the funding base, including with greater domestic commitments. There
needs to be greater dialogue between health ministers and finance ministers, particularly with evidence
on the return on investment. I cited the recent announcement at the World Bank of an additional
US$ 200 million investment with the participation of three African finance ministers. Another recent
example is Nigeria’s groundbreaking allocation of domestic and debt relief resources to procure and
distribute 10 million nets and to invest resources in managing a decentralized malaria programme in
the 37 states. As a businessman, I see why finance ministers are captivated by their malaria
investments. It is a concrete investment that delivers measurable financial and human returns. The
more the linkages between the two ministries can be strengthened, the more confident I am, not only
in our ability to finance our existing efforts, but also importantly, in our efforts to continue that
financing and avoid a catastrophic resurgence.

Secondly, we need to replace nets as they wear out, closing the gap between net ownership and
usage (which is already narrowing but needs sustained advocacy and communications). Thirdly, we
must continue to scale up diagnosis, treatment and, importantly, surveillance for malaria. Finally, it is
critical that we insist on the banning of the use of oral artemisinin-based monotherapies, and increase
our vigilance regarding parasite resistance to antimalarials and mosquito resistance to insecticides.

There is also the hope of new tools on the horizon. For the first time, a malaria vaccine is in the
midst of phase III trials in seven countries. In 2015, there will be sufficient data for WHO to review
regarding its safety and efficacy, and to make a recommendation regarding whether it should be added
to the armamentarium of existing malaria-control tools. Further research is also needed on new
insecticides, diagnostics and antimalarial medicines.

Excellencies, progress has been rapid and palpable. We have seen how the Secretary-General’s
ambitious call is turning into reality. The possibility of having such a positive impact on so many
millions of people only comes to us rarely, perhaps once in a lifetime. I am determined to keep the
focus so that we will see the impact clearly on reaching the Millennium Development Goals on
maternal health, child health, and malaria. If we do that we will also have a major impact on reducing
poverty and dramatically improving lives and productivity in malaria-affected countries. The results
are within reach but they require determination and constancy to achieve and sustain them. I look to
the Health Assembly to monitor this and ensure success. Thank you once more for this opportunity to
address you.

(Applause/Applaudissements)
The PRESIDENT:

Thank you very much, Dr Chambers. On behalf of the Health Assembly, I wish to express our
appreciation for sharing with us your thoughtful words.

This concludes our consideration of item 4 of our agenda. I would now like to request that
delegates remain seated for a few minutes while the Director-General and I bid farewell to our guests.
Thank you.
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2. ADDRESS BY THE DIRECTOR-GENERAL (continued)
ALLOCUTION DU DIRECTEUR GENERAL (suite)

The PRESIDENT:

Distinguished delegates, the Health Assembly will now resume its consideration of item 3 of the
agenda, concurrent with the third meeting of Committee A. The first two speakers on my list are
Congo and Mongolia. May I invite them to the rostrum. I give the floor to the delegate of Congo.

Le Professeur MOYEN (Congo):

Monsieur le Président, Madame le Directeur général, distingués délégués, Mesdames et
Messieurs, ¢’est un honneur pour moi de prendre la parole du haut de cette tribune a la faveur de la
Soixante-Troisieme Assemblée mondiale de la Santé pour vous présenter la situation sanitaire du
Congo. Le Congo, a I’instar des autres pays africains, est caractérisé par des indicateurs sanitaires
préoccupants, rendant difficile la réalisation des objectifs du Millénaire pour le développement d’ici a
2015. Pour faire face aux défis qui se présentent a notre systeme de santé, le Gouvernement congolais,
avec a sa téte M. Denis Sassou N’guesso, a pris une série de mesures visant a infléchir les tendances
actuelles, a savoir : gratuité de la vaccination systématique dans le cadre du programme national de
vaccination ; gratuité du traitement antituberculeux en 2000 ; gratuité du traitement antirétroviral en
2003 ; gratuité du traitement antipaludique pour les enfants de 0 a 15 ans et chez les femmes enceintes
en 2008, traitement couplé a la distribution de moustiquaires imprégnées d’insecticide a 1’occasion des
semaines de santé mére-enfant et lors des campagnes de vaccination intégrée ; gratuité des examens
biologiques pour le VIH/sida depuis 2009.

Depuis 2008, nous avons élaboré la feuille de route nationale pour accélérer la réduction de la
mortalité maternelle, néonatale et infantile. Sa mise en ceuvre a débuté en 2009, renforcée par la mise
en place d’un comité de pilotage, d’un comité technique aux niveaux national et départemental, ainsi
que de I’Observatoire des décés maternels. A propos de la vaccination, le Congo déploie, sur fonds
propres et depuis plusieurs années, des efforts importants qui ont permis 1’acquisition réguliére des
vaccins traditionnels du programme national de vaccination et 1’organisation de campagnes de
vaccination contre la poliomyélite ; ainsi, malgré les menaces d’importation du poliovirus sauvage, le
pays est resté exempt du virus depuis 1’an 2000. Avec 1’appui des partenaires, notamment 1’Alliance
mondiale pour les vaccins et la vaccination (GAVI), mon pays a aussi pu acquérir des vaccins sous-
utilisés tels le vaccin antiamaril et le vaccin pentavalent, et de nouveaux vaccins tel le vaccin
antipneumococcique.

La morbi-mortalité infantile est aussi liée a certaines maladies dont la drépanocytose contre
laquelle les premieres dames d’Afrique, dont 1’épouse du chef d’Etat du Congo, ont engagé une lutte
depuis quelques années. En effet, la drépanocytose, dans sa forme homozygote, touche prés de 2 % de
la population congolaise, et a peine deux enfants sur cing dépassent I’age de cinq ans. Les maladies
non transmissibles telles que les cancers, les maladies mentales et autres, pour lesquelles les ressources
limitées entravent le traitement et la prévention, méritent aussi une attention particuliére. Tous ces
efforts ne pourront donner des résultats significatifs sans le renforcement du systéme de santé dans son
ensemble. C’est pourquoi, avec [’appui des partenaires, le Gouvernement a mis en place un
programme de développement des services de santé qui s’articule autour des points suivants :
renforcement du cadre institutionnel et juridique, renforcement des ressources humaines et des
capacités de gestion en vue d’assurer une couverture sanitaire totale dans les structures publiques et
privées confessionnelles, remise en état et équipement des centres de santé et des hopitaux de
référence, et, enfin, renforcement du paquet de soins essentiels permettant une amélioration qualitative
et quantitative des prestations. A terme, nous envisageons de mettre en place une couverture sociale
fondée sur la solidarité avec une contribution de I’Etat, ce qui va augmenter le pourcentage du budget
de I’Etat alloué a la santé, lequel est actuellement de 7 %.

Tel est le contenu synthétisé du message de mon pays, la République du Congo, qui est engagé
a ceuvrer pour une intégration sous-régionale et régionale en faveur du systéme sanitaire. Nous savons
compter sur I’appui constant de I’OMS, sous le leadership de Mme le Directeur général, pour atteindre
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nos objectifs. Je ne saurais terminer mon propos sans vous féliciter Monsieur le Président et les autres
membres du Bureau pour votre élection. Je vous remercie.

Mr LAMBAA (Mongolia):

Good afternoon, Mr President, Director-General, excellencies, distinguished guests, ladies and
gentlemen, in order to ensure the successful implementation of the Millennium Development Goals as
set out by the United Nations at the beginning of the new millennium, the Parliament of Mongolia
defined and approved its own Mongolian-specific “Millennium Development Goals” and “Millennium
Development Goals-based Comprehensive National Development Policy”. I am grateful for the
opportunity given to me to speak about the implementation of the four health-related Millennium
Development Goals.

First, with regard to the Goal of reducing the under-five mortality rate by two thirds between
1990 and 2015, the infant mortality rate in Mongolia per 1000 live births has dropped from 64.4 in
1990 to 20.2 in 2009, while the under-five mortality rate per 1000 live births has dropped from 88.8 in
1990 to 23.6 in 2009, both of which reflect a significant reduction. Mongolia has long implemented
programmes that target child survival in collaboration with WHO and other international
organizations, including the Child Survival Programme, the Maternal and Child Health Programme,
the Integrated Management of Childhood Illnesses Programme, the Preventing Childhood
Malnutrition Programme, the Micronutrients and Vitamin Deficiency Programme and the Expanded
Programme on Immunization. As a result of these programmes, the percentage of the under-five
mortality rate caused by preventable diseases has significantly decreased.

Secondly, with regard to the Goal of providing access to required reproductive health services to
all individuals of appropriate age, and reducing the maternal mortality rate by three quarters between
1990 and 2015, the Government is currently implementing the State Policy on Population
Development, the Third National Reproductive Health Programme, and the second generation of the
Strategy to Reduce Maternal Mortality. As a result of these policies and strategies, maternal mortality
rates in Mongolia have shown a steady decline since the 1990s. For example, the maternal mortality
rate in 2008 was 48.6 per 100 000 live births, which reflects a 250% decrease (in one year alone)
compared to statistics in 1990. However, the maternal mortality rate in 2009 experienced a dramatic
increase (81.4 per 100 000 live births) as a result of the 17 deaths from pregnancy complications
caused by the pandemic (HIN1) 2009. On this note, I would like to express my sincerest gratitude, on
behalf of the Government of Mongolia, to WHO for its invaluable assistance in the fight against the
pandemic influenza. In order to substantially reduce the maternal mortality rate, the Government of
Mongolia has already carried out several major initiatives, such as establishing a monitoring and
evaluation framework for the implementation of the Strategy to Reduce Maternal Mortality
2005-2010 and revising the National Strategy to Improve Maternal and Child Health Care to further
intensify implementation. In addition, the Government needs to improve medical management and
personnel skills of these facilities to provide comprehensive, accessible and good-quality maternal
health-care services, and to introduce medical approaches of an international standard in the medical
technology and laboratory capacity of these facilities that are applicable to national specifics.
Moreover, the health-sector response capacity in times of emergency and disaster-related situations
should be significantly improved by setting up a fund for essential medicines and medical supplies,
establishing a nationwide prenatal and neonatal care centre, and extending the existing maternity care
houses in the rural areas. The Government has been paying due attention to ensuring that the salaries
of health professionals have increased, that incentive mechanisms for health professionals have been
revised and updated, and that the social welfare services for health professionals have also been
guaranteed. It is also important for my Government to target rural and poverty-stricken women who
constitute the biggest risk group for maternal mortality, by carrying out intersectoral activities.

Thirdly, with regard to the Goal of combating sexually transmitted diseases and HIV/AIDS, the
Government is committed to increasing its efforts to improve HIV/AIDS preventive activities and to
limit the prevalence of this disease by 2015. There have been 71 registered cases of HIV infection and
HIV/AIDS-related deaths in Mongolia since 1992. In comparison to other countries in the world, the
prevalence of HIV/AIDS in Mongolia is quite low. However, closer attention needs to be paid in this
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area, as Mongolia’s only two neighbours are countries with high prevalences of HIV/AIDS. This
effectively puts Mongolia in a high-risk position.

Finally, with regard to the Goal of combating tuberculosis, the Government has committed to
reducing the prevalence of tuberculosis by 2015. Tuberculosis accounts for 10.8% of all registered
infectious disease cases in Mongolia. Due to the introduction of international standards in diagnosis
and treatment, as outlined in the National Agenda for Fighting Tuberculosis, the success rate of
tuberculosis treatment has increased to approximately 85%. From 1990 to 1995 there were
119 registered cases of tuberculosis-related mortality. However, this number dropped to 78 between
2002 to 2008. My Government is paying close attention to reducing the prevalence of multidrug-
resistant tuberculosis, and provides free treatment for tuberculosis by covering all-related medical
expenses for treatment. This policy approach has been one of the main reasons for the significant
decrease in the rate of tuberculosis infection in Mongolia.

With cooperation from other governments, nongovernmental organizations and the public, the
Government will align the necessary funding with the desired Millennium Development Goal targets,
improve the capacity of monitoring and evaluation, improve the effectiveness of the projects being
implemented in the rural areas, provide more access to information for the general population, and
expand the advertisement campaign for these health issues in order to achieve the Millennium
Development Goals. The Government of Mongolia firmly believes in achieving greater health for the
Mongolian people and greater development and prosperity in the health sector through close
cooperation with United Nations specialized agencies, especially WHO and its Member countries.
Thank you very much for your attention.

Sir Liam DONALDSON (United Kingdom of Britain and Northern Ireland):

The leadership of WHO, as the world’s foremost public health body, is as important as ever. We
need WHO if we are to minimize the risks to health from the global financial crisis and tackle the
range of health security threats. A healthy population is of course essential to prosperity, security and
stability. In contrast, poor health does more than damage the economic and political viability of any
one country — it is a threat to the economic and political interests of all countries. I would like to thank
the Director-General for her continued leadership and her address that focused on the Millennium
Development Goals. I believe that we have a real opportunity to make a difference this week in
making progress towards achieving the Goals.

We are pleased to hear of the progress that is being made in reducing child mortality. But we
need to strengthen our efforts. We want to ensure that every pregnancy is wanted, every birth is safe
and every newborn child is healthy. We must work together to ensure all countries have effective
health strategies and strong health systems in this regard.

Each country must decide how to finance its own health system. We support the approach taken
by some countries of making critical services free at the point of use for the poorest. This removes a
significant barrier for poor people, especially women and children, in accessing health care when they
need it most. It is one of the four pillars of the Global Consensus for Maternal, Newborn and Child
Health launched during the United Nations General Assembly in New York last September.

We continue to support the Executive Board’s resolution to accelerate progress on Millennium
Development Goal 4. And here I would like to highlight the importance of the United Kingdom-led
resolution on preventing and treating pneumonia, which is coming up later on our agenda. Pneumonia
kills more children than any other illness in the world and reducing deaths from pneumonia is crucial
if we are to reach Millennium Development Goal 4.

The busy agenda in front of us reminds us of the breadth of work that the WHO Secretariat and
its Member States are engaged in — and I would like to pay tribute to the hard work and dedication of
the staff. With resources becoming even tighter, it is important that WHO is able to prioritize its work,
and we very much welcome the consultation paper that the Director-General recently published, and
look forward to playing our part in helping to develop this paper further and implementing it in due
course. Thank you, Mr President.
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Dr PATSALIDES (Cyprus):

Mr President, allow me to congratulate you and the Vice-Presidents on your election and
convey my wishes for a successful and productive Health Assembly. Mr President, Madam Director-
General, distinguished colleagues, delegates, first of all, I would like to align myself with the
statement made by the Spanish Presidency on behalf of the European Union.

Our focus this year is particularly timely given that we are only five years away from the set
target date for achieving the Millennium Development Goals. The fact that the world is in the midst of
an economic crisis makes it even more imperative to evaluate now the progress achieved towards that
end and ensure that during our national and international efforts to recover from the economic
recession, we will not divert our attention from the common commitment of achieving the Goals, no
matter how difficult it might be.

Health care and health-related issues were not left untouched by the crisis. Obviously,
vulnerable groups are the first to be affected in such situations. Thus, special attention should be paid
to monitoring the social determinants of health and reducing health inequalities. Equal opportunities in
access to health care are a priority and as such must be promoted through the increased cooperation of
all actors involved at the local, national and international levels. After all, a healthy population is both
the way to achieve economic prosperity and a key factor for development and economic growth. The
way to achieve this is through establishing and maintaining effective health systems. We all know that
in order to keep health systems on track a strong sense of direction is necessary, combined with
coherent investment in the various building blocks of the health system, so as to provide the kind of
services that produce results.

The economic recession is already affecting developing and less developed countries. WHO and
the international community in general must be ready to provide maximum assistance to those in need
with a view to reducing the impact of the recession on vulnerable populations. Promoting the health-
related Millennium Development Goals is a vital prerequisite in efforts to reduce poverty and promote
sustainable development, which in turn provides stability and above all healthy societies in all aspects.

Indeed, some progress has been achieved in improving children’s nutrition and reducing child
mortality, yet a lot more has to be done. In the same vein, a lot of work should be directed towards
reducing the unacceptable levels of maternal mortality and improving women’s and children’s health
in many countries. In this respect, Cyprus would like to welcome the WHO report, Women and health.

More positive signs are to be observed in the efforts to combat HIV/AIDS, malaria, tuberculosis
and other diseases. The Government of Cyprus places high importance on this specific issue and
pledged at the end of 2009, despite the challenges posed by the current economic crisis, to support
UNITAID, an initiative the importance of which has already been mentioned by the keynote speaker,
Her Excellency the President of Liberia. The Cypriot support for UNITAID amounts to an annual
contribution of € 400 000 for a period of six years, the largest-ever contribution committed to a
specific development initiative by the Cypriot Government.

At the same time, we do recognize that joint concerted action and attention should be directed
towards addressing the upward trend of noncommunicable diseases, and we note with appreciation the
priority given by the Director-General to this growing health burden. We hope that the action plan for
the global strategy for the prevention and control of noncommunicable diseases will prove to be a
constructive first step and that the effective implementation of the global strategy will provide an
effective tool in combating these diseases.

The last year could be described as a historic one with regard to international public health. We
all had to face a common threat — a common challenge. The outbreak of pandemic (HIN1) 2009 has
clearly indicated the leading role that WHO has to play in coordinating and managing the global
response to health threats. We managed to overcome this crisis with good global cooperation under
WHOQO'’s leadership. However, there are a lot of lessons to be learnt out of it. The pandemic has
demonstrated the usefulness of the International Health Regulations (2005) and provided an
opportunity for assessing and evaluating their performance in cases of emergencies. We thus welcome
the respective initiative of the Director-General to convene the Review Committee on the Functioning
of the International Health Regulations (2005). The experience of the recent pandemic re-established
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that indeed viruses do not recognize borders and in this respect an effective response cannot be
achieved without international cooperation.

The Millennium Development Goals are mutually reinforcing and closely interconnected and
interrelated. They are not a unilateral matter and they cannot be accomplished independently. Progress
towards the attainment of the health-related Millennium Development Goals directly affects, and is
directly influenced by, progress in the whole framework. International commitment and international
cooperation were necessary prerequisites for agreeing on the Goals back in 2000. Equally, and even
more importantly, international commitment and international cooperation are necessary prerequisites
for achieving them.

The PRESIDENT:

Thank you. I now give the floor to the delegate of Guyana, who will speak on behalf of the
Caribbean Community.

Dr RAMSAMMY (Guyana):

Mr President, Director-General, colleagues, all. It is good to be here again and see all of you. At
this Sixty-third World Health Assembly, we do have much to be thankful for. We do agree with you,
Director-General, that progress in human development has taken place. There can be no doubt that we
live longer lives. These can be no doubt that children are protected far more from many diseases than
they were previously because we can almost guarantee children access to life-saving vaccines and
medicines. There can be no doubt we have reduced maternal and child mortality. We agree that we
ought to be thankful. But we cannot yet celebrate because these achievements are uneven within
countries and between countries. Equity has been pursued, but we are far from achieving equity in our
world. There are still too many communities and too many countries where we are far from achieving
longer lives and protecting our children. There are still too many children and poor people who are
lacking life-saving medicines, life-saving interventions and who are still undernourished.

This Health Assembly is taking place at a time when the world system continues to wobble
under one of the severest economic crises in history. The consequences are still quite severe especially
for small developing countries, whose economies are subject to the vicissitudes of external trade and
global financial systems that undermine the fabric of social and economic development. We urge that
responses by developed countries and multilateral aid agencies to the present economic crisis do not
repeat the mistakes of the past, highlighted by the type of structural adjustments for developing
countries that led to health deterioration. It is for this reason that on behalf of the 15 member countries
of the Caribbean Community which I represent today, I commend the vision illuminated in the address
of Dr Chan, WHO’s Director-General, in the opening plenary. She highlighted the need for horizontal
and vertical approaches, on placing emphasis on coherence and complementarity of programmes, and
on targeting the poor as primary beneficiaries of public health services. We in the Caribbean
Community fully endorse the clarion call for investing in public health to save lives. We do not make
a distinction between health and development, and we have pursued development from the perspective
that health is wealth.

As we approach the accountability date of 2015, the focus of the Sixty-third World Health
Assembly on the Millennium Development Goals is not only appropriate but pertinent to the intricate
links between health and development, as articulated in the Report of the Commission on
Macroeconomics and Health, endorsed by this Health Assembly seven years ago. A preliminary
assessment of progress towards the implementation of the Goals overall suggests that Member States
of the Caribbean Community are on track to meet most of the targets, in particular the Millennium
Development Goals 4, 5 and 6, which relate to health.

The recent earthquake in Haiti does pose a tremendous risk for Haiti and we urge that Haiti be
provided with the support it needs to meet the Millennium Development Goals, together with her sister
nations of the Caribbean Community. In spite of the Haiti setback, the Caribbean Community is proud
of its achievement in further reducing child and maternal mortality and undernutrition. We are proud
of the gains made in the fight against HIV/AIDS, tuberculosis and malaria.
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One of the major reasons for the reduction in child mortality in our region is the proud record of
universal access and coverage for life-saving vaccines. Countries provide between 12 and 15 vaccines
for children in our region today. Within the last two years, several countries have introduced rotavirus
and pneumococcus vaccines, and several are now introducing human papillomavirus vaccines. We
believe that vaccines for children must not be negotiable and we share the concern of the Director-
General regarding the withholding of vaccines from children because of the reckless doubts about
vaccine safety. Countries of the Caribbean Community have pledged to follow a “no child left behind”
policy for children’s vaccines.

The countries of the Caribbean Community are concerned that, even as we make progress in
combating several intractable and poverty-inducing public health scourges, there are others that are
threatening to overwhelm us. One such threat is the growing pandemic of noncommunicable diseases.
We are proud of the efforts within our region and we appreciate the support from WHO and from
other countries to ensure that the challenge of noncommunicable diseases is appropriately addressed.
And now with leadership from the Caribbean, we are poised for a Special Session of the United
Nations General Assembly on noncommunicable diseases in September 2011. We urge that this
opportunity be explored to ensure that a global instrument is crafted for an effective response to
noncommunicable diseases.

Mr President and colleagues, we wish to also highlight the great neglect that still characterizes
the global response to mental illnesses. At the very least, more than 10% of the disease burden in our
region is accounted for by mental illnesses. Globally, WHO estimates a disease burden of more than
14% for mental illnesses. We commend the work of WHO in closing the mental health gap to assist in
building capacity in developing countries.

The countries of the Caribbean Community comprehend the benefits of coherence and
complementarity to which the Director-General referred. It was after all the Community working with
PAHO that became the first region in the world to eradicate smallpox, held the first summit of Heads
of Government on the noncommunicable diseases in the world, established the Pan Caribbean
Partnership against HIV/AIDS (PANCAP), the first regional network comprising governments, the
private sector, nongovernmental organizations and international partners in a network aimed at an
accelerated approach to HIV/AIDS, which has been recognized by the United Nations as an
international best practice. It is a region that established a CARICOM Single Market (CSM) in 2005
and is moving towards achieving a single market and economy by 2015. This is the flagship of our
coherence as the Caribbean Community region.

With the objective of coherence and complementarity, the Member States of the Caribbean
Community are engaged in transitioning five regional health institutions into one Caribbean Public
Health Agency between 2010 and 2014. This enterprise, referred to as CARPHA, will become fully
functional one year ahead of 2015, the benchmark year for the Millennium Development Goals. This
is significant because it augurs well for providing the institutional framework to support the technical
and operational systems to guarantee the effective outcomes of the health-related Millennium
Development Goals.

The Caribbean Community has created a charter, the Charter for Cooperation in Health, the
CCH. In the Nassau Declaration of 2001, the Heads of Government established the Charter as an
instrument for functional cooperation.

What underscores initiatives such as CARPHA, PANCAP and CCH is the importance of
establishing and building partnerships through functional cooperation — regionally, in the hemisphere
and internationally — to enhance human capacity, and to mobilize resources to sustain these initiatives.
We see functional cooperation as a necessary part of development. In this regard, we are grateful for
the support of the Canadian Public Health Agency in assisting us in establishing CARPHA, for the
United States’ Government and the President’s Emergency Plan for AIDS Relief, for the efforts of
Cuba to help build capacity for health-care delivery. We are grateful for support received from the
United Kingdom of Great Britain and Northern Ireland, the European Union, the World Bank and the
Global Fund to fight AIDS, Tuberculosis and Malaria.

Such functional cooperation must be enhanced as our countries confront the severe human
resource constraints in health. The Caribbean Community joins our colleagues from Africa and other
developing countries to urge for a more ethical recruitment practice by recipient countries for our
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nurses and other health-care providers, and we support WHO in the development of a code of practice
for recruitment of health-care providers.

Moreover, the Caribbean Community is concerned about the possibility that Round 10 for the
Global Fund will be limited, and we are concerned about the restrictions being placed on middle-
income countries.

Finally, Mr President, while we were disappointed with the result from Copenhagen, WHO
must continue to advocate for mitigation and adaptation interventions in response to the real threats of
climate change. This is another area where the Caribbean is leading in advocacy and intervention. For
example, Guyana’s low-carbon strategy seeks to contribute to the adaptation programme of lowering
carbon emissions. Guyana has been recognized for its championing role, and Guyana’s President has
been awarded a United Nations Environment Programme’s Champions of the Earth Award for 2010.

The Caribbean development agenda, colleagues, is premised on the dream of long and
productive lives for our citizens. We see functional cooperation with our sisters and brothers
everywhere as the instrument to realize this dream. We see “health is wealth” as the basis for realizing
this dream.

Professor HOTINEANU (Republic of Moldova):

Madam Director-General, ladies and gentlemen, in 2003, the Republic of Moldova identified
the measures to be undertaken for fulfilling the principles of the Declaration and for achieving the
Millennium Development Goals. Also, defined were the intermediate indicator levels to be achieved in
2006 and 2010. Indicator monitoring for infant mortality demonstrates that starting with 2000, the
level of this indicator in the Republic of Moldova fell by 33.8%, constituting 12.1 cases per
1000 newborns in 2009. Thus, the Republic of Moldova had already achieved the goals for 2010 in 2008.

The mortality rate for children under five decreased by 38.3% during the period 2000-2009 and
for the last four consecutive years has constituted about 14 cases per 1000 newborns. However, to
achieve the 2015 goal, we still need to improve the quality of cooperation with other social partners
(e.g. local authorities and social services). The level of maternal mortality in the Republic of Moldova
over the last 10 years displays a sinusoidal curve. For the period 2000-2009, the number of childbirths
under a qualified medical personnel’s supervision constituted more than 99%. One of the reasons for
the high level and unstable character of maternal mortality is the social factor, including late visits to a
doctor determined by the migratory character of women’s life as well as their work abroad.
Monitoring of indicators for the achievement of the Millennium Development Goals relating to mother
and child health reveals the risks that negatively impact the measures for achieving the Goals. These
risks are as follows: the worsening situation related to pandemic (HIN1) 2009 and the consequences
of the world financial crisis.

Despite the fact that the Republic of Moldova has taken a number of measures to improve
control of HIV/AIDS morbidity and the tuberculosis mortality level, there has been an increase of
these indicators’ level. Thus, starting with 2000, the level of HIV/AIDS morbidity increased by
3.3 times, so achieving the goal of 9.6 cases per 100 000 of population by 2010 appears unrealistic.
There is no evidence pointing to a positive trend with a decline in the tuberculosis mortality level. In
2009, this indicator constituted 17.9 cases per 100 000 of population. One of the burning issues of
tuberculosis control is the high level of multidrug-resistant tuberculosis. In 2009, it accounted for
42.97% of the overall number of tuberculosis patients.

The Republic of Moldova is taking concrete measures to achieve the Millennium Development
Goals. In 2010, it initiated the development of national programmes for 2011-2015, such as the
National Immunization Programme and National Programmes on HIV/AIDS and tuberculosis
prevention and control. However, without external support, particularly in the conditions of the
economic crisis, our country will hardly achieve the Millennium Development Goals. In this respect
the assistance offered by WHO, Global Fund to Fight AIDS, Tuberculosis and Malaria, and other
external partners for development is especially appreciated. Thank you for your attention.
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M. BOUDA (Burkina Faso):

Monsieur le Président, Mesdames et Messieurs les Ministres, honorables délégués, Mesdames,
Messieurs, ¢’est un honneur pour moi de prendre la parole au nom du Burkina Faso devant cette
auguste Assemblée a I’occasion de la Soixante-Troisiéme Assemblée mondiale de la Santé. Je
voudrais tout d’abord vous féliciter, Monsieur le Président, pour votre brillante élection et le brio avec
lequel vous dirigez nos travaux. Je voudrais ensuite faire une mention spéciale 8 Mme le Directeur
général pour la clairvoyance avec laquelle elle dirige notre institution commune et 1’attention
particuliére qu’elle accorde a I’ Afrique.

S’agissant de la République de Chine (Taiwan), le statut d’observateur accordé a ce pays en
2009 répare en partie une injustice, et le Burkina Faso souhaite vivement que ce pays puisse accéder
au statut de membre a part entiére de I’OMS. Permettez-moi de relever également la pertinence du
théme du débat général de cette session qui porte sur les progrés accomplis en vue de la réalisation des
objectifs du Millénaire pour le développement (OMD) liés a la santé, a I’horizon 2015. En effet, il est
tout a fait justifié qu’a cinq ans de 1’échéance, nous nous arrétions pour faire une évaluation du chemin
parcouru et des efforts a fournir pour arriver au but.

Pour réaliser les OMD liés a la santé, le Gouvernement du Burkina Faso a adopté une nouvelle
politique sanitaire nationale en 2000 ainsi qu’un plan national de développement sanitaire 2001-2010
dans lesquels les OMD liés a la santé occupent une place de choix. Les progrés accomplis par le
Burkina Faso vers la réalisation des OMD peuvent se résumer ainsi qu’il suit : pour I’objectif 4, le
quotient de mortalité infanto-juvénile est passé de 203 pour 1000 en 1998 a 141,9 pour 1000 en 2006,
soit une baisse de 30 %. A ce rythme, le taux serait malheureusement encore de 72 pour 1000 en 2015.
Pour ’objectif 5, le taux de mortalité maternelle est passé de 484 pour 100 000 naissances vivantes en
1998 a 307 pour 100 000 naissances vivantes en 2006, soit une réduction de 37 %. Pour I’objectif 6,
on note un taux de séroprévalence du VIH a 1,6 % actuellement contre un taux de 7,17 % en 1997. Fin
2009, nous avons enregistré que 26 448 personnes infectées étaient sous antirétroviraux, soit 52 % de
notre cible ; ces antirétroviraux sont gratuits depuis le 1 janvier 2010. Les résultats sont
encourageants bien que le paludisme reste endémique et que le taux de détection de la tuberculose
reste trés bas. Ces résultats ont été atteints grace a la mise en ceuvre de mesures comme : la gratuité
des soins préventifs en faveur de I’enfant et de la femme enceinte ; la subvention des accouchements
et des soins obstétricaux d’urgence a hauteur de 80 % sur le budget de I’Etat ; la délégation des taches
pour les césariennes ; 1’¢laboration d’une politique nationale de nutrition avec son plan stratégique ; et,
enfin, le développement de 1’approche contractuelle en faveur des organisations non
gouvernementales.

Dans le contexte de pauvreté globale de mon pays, un certain nombre d’obstacles freinent la
réalisation des OMD. Pour y faire face, nous allons renforcer notre systéme de santé par :
I’accroissement de la couverture en infrastructures sanitaires ; le développement des ressources
humaines pour la santé; la mise en ceuvre des systemes de partage des colts de la santé; et le
renforcement de la nutrition par la mise en ceuvre de la nouvelle politique nationale. Beaucoup
d’initiatives et de partenariats ont été mis en place pour accompagner financierement et techniquement
la réalisation des OMD. Mon pays a bénéficié, entre autres, de I’initiative 20/20, de 1’allégement de la
dette des pays pauvres trés endettés et de 1’aide publique au développement. Nous continuerons le
plaidoyer pour plus d’alignement et d’harmonisation de ’aide avec les priorités du Gouvernement.
C’est dans ce sens que nous venons de signer au cours de cette Soixante-Troisiéme Assemblée
mondiale de la Santé le pacte mondial du partenariat international pour la santé.

C’est pour moi I’occasion de remercier sincerement tous les partenaires techniques et financiers
qui nous accompagnent dans le développement de notre systéme de santé en général et dans la mise en
ceuvre des OMD en particulier. Pour le bien-étre de son peuple, le Gouvernement du Burkina Faso est
plus que jamais engagé a aller de I’avant pour réaliser I’ensemble des OMD en général et ceux qui
sont liés a la santé en particulier. Je vous remercie de votre aimable attention.
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Dr MYTNYK (Ukraine):
J-p MBITHUK (VYkpauna):

VYBaxkaemass r-xa Yen! VBaxkaembnidi r1-H Ilpencenmarenn, yBakaeMble IeJeraThl, TaMbl H
rocrona,

Hac otmensior Bcero nuimb maTh J€T 10 TOTO MOMEHTa, KOrAa OyAeT MOJABEACH UTOT YCHIHAM
MHPOBOTO COOOIIECTBA MO JOCTIDKeHHUIO llenmelt ThicsueneTrss B 00JacTH pa3BUTHS, OMPEIEIICHHBIX
I'enepansroit Accambieeit OOH B 2000 roxmy.

CerogHs BpsiI 1M KTO-HHOYOb CTaHET OTPHUIATh, YTO OCHOBHOM MeEpOil M KpUTEpHEM
JIOCTHKEHHUS OCHOBHOM IIEJIH Pa3BUTHS ABISETCS MPOTPECC B OTHOIICHUH 310POBBSI.

Jnst Ykpaussl 1ensiMu pa3BUTHSA B 00JaCTH 3paBOOXPAHEHNUS SBISIOTCS: CHUKECHHE JETCKON U
MaTEePHUHCKOM CMEPTHOCTH, CHIKeHHE pacnpoctpaneHHOcTH BUY-nndexmun/CIINa u TyGepkynesa.

[Ipe3ugeHT W HOBOE MPAaBUTENBCTBO YKpPAaWHBI OMPEICTHIN BOIMPOCH 3ApaBOOXPaHEHHS
MIPUOPUTETOM CBOEH COIMATBHOM MOIUTHUKH — HAYaJICs Tporiecc pehopMrupoBaHus OTpaciu.

JuHamMuKa TO3UTHBHBIX CIOBUTOB B 00JAacTH 3APABOOXPAHEHUS M HMEIOIIMECS PE3epPBBI
MO3BOJIAIOT HAM C ONTHMHU3MOM CMOTpETh B Oyayimiee. Tak, Ha MPOTSHKEHUH TOCIEAHETO NECITUICTUS
B YKpanHe HaONIOMaeTCs CYIMIECTBEHHOE CHIDKCHHE II0Ka3aTeie IeTCKOM ©W MaTepuHCKON
CMEPTHOCTH.

OpHako HecMOTpsI Ha Oe3yCIIOBHBIC YCIIEXH, JOCTUTHYTHIE B OOIIECTBEHHOM 3APaBOOXPaHEHUN
HaIllel CTPaHBI, B IIEJIOM TEMITBI TPOTPECCUBHBIX M3MEHEHUH HEIOCTaTOYHO BBICOKH IS PEIICHHS B
TIOJTHOHM Mepe IMoCcTaBIeHHBIX 3a1a4 10 2015 roxa.

[IpomomxaroT BBI3BIBATH CEPHE3HYIO OOCCIIOKOCHHOCTH TEMITBI PAacIpOCTPaHEHUs SMHACMHU
BUY/CIIMla B Ykpamne. Hauwmnas c 1987 . B cTpaHe oQUIMAIBLHO 3aperHCTPUPOBAHO Ooliee
161 000 cnyuaece BUY-undexmuu. B 2009 r. ObUI0 3aperucTpUpPOBaHO HAUOOJIBIIEE KOJIUYCCTBO
HOBBIX cnydaeB BUU-un¢exun 3a Bech nepuoa Hadmoaenuit — 19 840.

HecmoTps Ha TO, 4TO yCHIINS rocyiapcTBa Bee ellle He 00eceviii KapJUHaJIbHOTO MiepeioMa B
Ooppbe ¢ smuAeMHuel, yCleXH Ha OTICIBHBIX HaINpaBICHUSAX OTOW OOpHOBI JAIOT BO3MOXKHOCTH
MPEIBUICTH B OyayIeM YIIyqIIeHHE CUTYyalluH.

Cerogas B VYkpamHe mnpodunaktika nepemaun BHUY or wmarepum peOeHKy sBIseTcs
€IMHCTBEHHBIM MPOPUIAKTHICCKUM HATPABICHUEM JIESITETBHOCTH, KOTOPOE JOCTUTIIO 3HAYMTEITBHBIX
ycnexoB. Haumaas ¢ 2003 r. ypoBeHb OxBaTa MOOpPOBOJIBHBIM TecTHpoBanueM Ha BUY cpenm
OCpeMEHHBIX JKCHIIWH MOCTOSHHO mpeBblman  95%.  YpoBeHb oxBaTa NPO(UIAKTHYECKUM
AHTUPETPOBUPYCHBIM JICUCHWEM JKCHIIWH, KOTOPHIM B TeueHHE OEpeMEHHOCTH OBUI IOCTaBJICH
nuaruno3 BUY-undexiun, yeenuumicsa ¢ 9% B 1999 r. mo 92% B 2007 r. u g0 95% B 2009 roxy.
PesynbTaToM 3TON A€ATENBHOCTH CTAJIO CYIIECTBEHHOE CHUXKEHUE ypoBHs nepenaun BUY ot marepu
pebenky ¢ 28% B 2001 r. 1o 6,2% B 2007 rogy. OpmHako MHOroe €Iie HEOOXOAMMO CHIelaTh IS
CHIDKCHHS YPOBHS BEpTHKAIBHON TpaHcMmuccuu BIY, 4To0BI JOCTHYL YPOBHS LIENEBOT0 MHIUKATOPA
JUTSL €BpOTIeHCKUX cTpaH — 2%.

Pacnpoctpanennocts BUY-undekuun cpenu HacesleHHs B LIEIOM YBeJIWYMBaeTca.  Jucio
HOBBIX ciiydaeB BUY, BBISIBICHHBIX B TEUEHUE KAJICHIAPHOTO TO/1a, TPOAOIDKACT PacTu.

Jns ycnemnoro npotuBoaciictBus snuaemun BUY-undexnun/CITIM/la, mis Toro 9roObl
peasbHO MOBIUATH HA YPOBEHb CMEPTHOCTH B TMOCJIEOHHE TOJBI, NPOJOIDKAIOCH CO3/aHHE
KOMIIJIEKCHOM CHCTeMbl MEIMLIWHCKOW W COLHMAJbHOM TOMOIIM TeM, KTO B HEH HYXKIaeTcs.
Upe3Bbl4aifHO Ba)XHBIMH OBUIH, B YAaCTHOCTH, MEPONPHUATHS, OPHEHTHUPOBAHHBIE HA MPOBEICHHE
OecrpepbIBHON aHTHPETPOBUPYCHOM M 3aMECTUTEIILHON Teparuy, JIeUeHs TyOepKyse3a U BUPYCHBIX
remnaTUToB, X0 U nojaepxKy BUY-O3UTHBHBIX MAIIEHTOB.

Urto xkacaeTcsi yIydIIEHWS 3J0pPOBBbS MaTepei, TO B YKpanHe HaONIOAAIOCh CHIDKCHHE
MaTepuHCKON cMmeptHocTH ¢ 25 Ha 100000 xwBopoxkamennelx B 2000r. 1o 15,5
Ha 100 000 xuBopoxkaeHHbIX B 2008 roxy. MOHUTOPHHIOBBIE JaHHBIE TO3BOJISIIOT CAENATh BBIBOJ O
Iporpecce JUist JOCTH)KEHHS IOCTaBICHHOM L.

brnaromapsi peanmzanmum TporpaMM ITUIAHUPOBAHHUS CEMbU U 3aIIUTHl  PEIPOTYKTHBHOTO
3I0POBbS YMEHBIIUIIOCH YHCIIO CIy4YaeB MaTepPUHCKOW CMEPTHOCTH, CBA3aHHBIX C a0OpTaMHu.
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[To3uTHBHBIM SBISETCS YMEHBIICHUE JIOJH OCIOKHEHHBIX pojioB (¢ 68% B 2000 T. mo 40% B
2008 r.) 1 yBeIMYCHHUE JTOTH HOPMAJIBHBIX POIOB, TIPU KOTOPBIX PUCK IS JKU3HU U 3I0POBBS MaTepH
1 peOeHKa ABJISETCS HanboIee HU3KUM.

[MomoxxuTenbHBIC CABUTH Ha ITyTH COXPaHEHHUS 3/I0pPOBbS MaTepeil W YMEHBIICHUS YHCIa
CIIy4aeB IETCKOM CMEPTHOCTH CTalld BO3MOXKHBI OJIarogapsi TAKUM MEPOIIPHUSTHSM B 00JIaCTH OXPaHbI
37I0pOBbsI IETE€H U MaTepel, Kak:

e  BHEAPEHUC COBPEMECHHBIX TIEPUHATAIBLHBIX TEXHOJIOTHIA;

e BHEJApPEHHUC KIMHUYECKUX MPOTOKOJOB OKa3aHWs MEIMIMHCKON MOMOIIM MarepsM Hu
JETsIM, pa3pabOTaHHBIX Ha OCHOBE JIOKA3aTENIbHOW MEIHIINHEL,

e  BHEAPEHHUC MEPONPUSITHI TOCYIapCTBEHHOUN MporpaMMbl "PenpoayKTUBHOE 310pPOBEES
Hauuu" Ha nepuon 1o 2015 roaa;

e oTpacmeBas mporpamma "llogdepkka TPyIHOTO BCKapMJIMBaHUSA B YKpawHe'
10 2010 roga;

e  OTKpBITHE HaydHO-IpakTHYECKOr0 MEAHMIIMHCKOTO IICHTpa IETCKOW KapIUOJOTHH H
KapAUOXUPYPTUH; H IPYTOE.

[IpuBnekas Bamre BHUMaHHME K HACYITHBIM IMpobjieMaM YKpawHBI B OTHOIIEHWH IOCTHKEHUS
Lleneii ThICAYENECTHSA, XOUY, KAK U MOU KOJUIETH, OTMETHUTh, YTO PEIIaTh ATH MPOOIEMBI IPUXOTUTCS B
HETMPOCTHIX COIMATLHO-3KOHOMHYECKHUX PEaTHAIX.

OCHOBHBIM yCJIOBHEM JOCTIKEeHMs llemelt ThICSYeneTrsi MBI BHUIUM YCHJIICHHE CHCTEMBI
3[PAaBOOXPAHECHUS TIOCPEICTBOM €€ pedOpMUPOBaHUS TMPH COXPAHCHHHM TOJUTHYECKUX U
SKOHOMHYECKHX TEMIOB Tporecca. [lomuTudeckas 3aUTa u OOIIECTBO B IEIOM JOJDKHBI TOMHUTH,
YTO WHBECTHIINH B 3[paBOOXPAHEHHUE €CTh BKJIA/ B PA3BUTHE YEIOBEUECKOTO ITOTCHITHAIA.

B »sTOM KOHTEKCTE MBI TPOMOJDKAEM BO3JIarath OOJBITHE HaIeXkaAbl Ha BcemupHyIo
OpPTaHM3alMI0  3JIPABOOXPAHCHUS, OKAa3bIBAIONIYID) HEOIICHUMYKO TOJJEPKKY TOCyIdapCTBaM-
Y4acTHUKaM B OCYINECTBICHUU UMM S()(DEKTUBHON MONUTUKH JUIS JOCTHKCHHS CHPABEIMBOCTH H
Tporpecca B OTHOIICHUA 3I0POBBSL.

Bnarogapro 3a BHUMaHwue.

El Dr. UGARTE UBILLUZ (Peru):

Sefior Presidente de la 63.* Asamblea Mundial de la Salud, doctora Margaret Chan, Directora
General de la OMS, sefiores Ministros y Ministras de Salud, sefiora Directora de la Organizacion
Panamericana de la Salud, sefiores Representantes:

Reciban un saludo del Ministerio de Salud y del Gobierno del Pert que hacen votos por el éxito
de esta 63.* Asamblea Mundial de la Salud.

Como ha senalado la Directora General, uno de los principales objetivos de esta Asamblea es
evaluar el avance hacia los Objetivos de Desarrollo del Milenio relacionados con la salud, sobre todo
porque estamos a escasos cinco afios para el cumplimiento del plazo que nos hemos propuesto todos
los paises del mundo.

El Perti viene realizando acciones sostenidas para alcanzar las metas propuestas, reafirmando el
concepto de que salud es desarrollo, en el marco de un crecimiento econdémico continuo durante los
ultimos diez afios y politicas redistributivas con programas sociales orientados a favorecer a los
sectores mas necesitados.

El Pert viene logrando resultados en la reduccion de la desnutricion infantil, a partir de una
estrategia de articulacion de acciones de salud con otros sectores estatales a cargo de la nutricion,
educacion, empleo, etc. En 1992 la desnutricion cronica infantil era del 36% en menores de cinco
afios. Actualmente se ha reducido al 18% y esperamos llegar al 2015 con niveles aun menores. Ya
hemos alcanzado la meta de reduccion de la mortalidad infantil que el pais se habia propuesto. Como
expresion de una vigorosa politica de incremento del financiamiento, de inmunizacion, de control del
crecimiento y desarrollo del nifio sano y de promocion, prevencion y tratamiento de las enfermedades
diarreicas y respiratorias agudas, hemos pasado de una tasa de 57 por 1000 nacidos vivos a inicios de
los afios noventa a 18 por 1000 nacidos vivos en el afio 2008, es decir menos de la tercera parte. Esto
significa que hemos evitado 23 400 muertes infantiles cada afio aportando a la sociedad peruana la
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suma del conjunto de afios de vida saludable de estos nifios. Ahora queremos reducir aiin mas el
promedio nacional y, sobre todo, acortar las diferencias entre poblaciones urbanas y rurales, asi como
entre poblaciones con mayores ingresos y menores ingresos. Para ello se han financiado y desplegado
en las distintas regiones pobres del pais brigadas de profesionales de la salud que nos permiten acceder
a las regiones mas distantes y mas pobres, de manera que podamos llevarles las politicas sociales.

Recientemente la Encuesta Nacional de Demografia y Salud ha comprobado la reduccion de la
mortalidad materna, de 265 muertes por 100 000 nacidos vivos a principios de los afios noventa a 103
en los ultimos afos. Podemos garantizar que llegaremos a nuestra meta antes del afio 2015.

Ademas estamos profundizando el control de enfermedades transmisibles como la malaria, el
dengue, el VIH/sida, la tuberculosis, la enfermedad de Chagas y otras, asi como el manejo de
enfermedades emergentes como la influenza A (HIN1) pandémica que pudimos controlar
adecuadamente durante el afio 2009. No tenemos poliomielitis desde el afio 1991, no tenemos
sarampion desde el 2001, no tenemos rubéola desde el 2006 y estamos proximos a erradicar la rabia
humana transmitida por perros.

Para consolidar estos avances hemos iniciado el afio pasado el aseguramiento universal en salud,
eje de nuestra gestion y reforma fundamental del actual Gobierno, que garantiza el derecho de todos
los peruanos y peruanas a acceder de forma oportuna a servicios de salud de calidad. También se ha
dado inicio a la reforma del primer nivel de atencion, reorientandolo a los objetivos de la atencion
primaria de la salud e impulsando el proceso de descentralizacion. Igualmente hemos impulsado la
inversion en infraestructura y equipamiento que alcanzoé el afio 2009 niveles historicos jamas antes
alcanzados. Asimismo, venimos impulsando una politica de desarrollo de recursos humanos, y de
acceso a los medicamentos y uso racional de estos, cuyo objetivo es reducir los precios, hacer un
estricto control de calidad y favorecer el acceso de las grandes mayorias.

Para lograr estos objetivos, el Peru valora los espacios de articulacion subregional, regional y
mundial de salud como son las reuniones de Ministros de Salud del Area Andina, el espacio de
UNASUR Salud creado en 2009, el invalorable apoyo de la OPS y por supuesto las orientaciones de la
Organizacion Mundial de la Salud. Muchas gracias, sefior Presidente.

El Dr. CHIRIBOGA (Ecuador):

Sefiora Directora General, ministras y ministros de los Estados Miembros, colegas y amigos:
La adopcion del modelo de desarrollo economico occidental esta asociada con un cambio en el perfil
epidemiologico de las llamadas sociedades agricolas y preindustriales, esto es: resolver las
enfermedades carenciales e infectocontagiosas, lo que se traduciria en un incremento significativo de
la esperanza de vida; pero este modelo desarrollista, conforme avanza en su consolidacion, se asocia
con una transicion -y finalmente una sustitucion - hacia un perfil epidemiologico caracterizado por
enfermedades cronicas no transmisibles, trastornos del comportamiento y problemas relacionados con
la violencia.

Esta transicion esta determinada principalmente por cambios estructurales en el medio
ambiente, altos niveles de estrés individual y colectivo, sedentarismo, consumo excesivo de calorias
procedentes en gran parte de alimentos altamente procesados, con una carga importante de aditivos y
toxinas, y un rapido proceso de deterioro del entorno natural debido a una relacion extractiva con
nuestro planeta.

El modelo de atencion de salud prevalente en los paises del sur sigue teniendo una fuerte carga
curativa, asistencialista y, en general, no ha logrado consolidarse como modelo alternativo.

(Por qué, a pesar de todos los esfuerzos iniciados desde hace mas de 30 afios con la Declaracion
de Alma-Ata, la mayoria de paises del sur no hemos logrado despegar en el cambio hacia un modelo
basado en la atencion primaria de salud?

. Sera tal vez que en el frenesi de la carrera por el desarrollo no nos hemos detenido a meditar
sobre el modelo de desarrollo que queremos realmente seguir?

(Sera acaso que el modelo de «desarrolloy» pretende ser unidireccional, donde Unicamente
existen paises mas o menos desarrollados, de acuerdo a su ubicacion en el continuo de una linea recta?

(Existen modelos alternativos de desarrollo? Yo pienso que si, y hago un llamado hacia un
proceso de meditacion profunda: podemos pensar en modelos alternativos de desarrollo que no
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signifiquen una sustitucion de las enfermedades infectocontagiosas por enfermedades cronicas, con su
consiguiente incremento en la carga econdomica para el sector de la salud. Podemos también explorar
alternativas de desarrollo mas armoénicas con nuestro planeta, con la inclusion social y econdmica de
toda la poblacion, donde se priorice la promocion y la prevencion de la salud y el entorno, donde
construyamos un medio ambiente que facilite y promueva la salud fisica y psiquica de los individuos y
de la comunidad, bajo los principios de respeto, empatia y equidad, en la bisqueda de lo que en el
Ecuador denominamos en kichwa el «sumak kawsay», que puede traducirse como el «vivir
excepcionaly.

El Gobierno de la Republica del Ecuador precisamente se encuentra en este proceso, y luego de
aprobar una nueva Constitucion que coloca a la persona - y no a los intereses econdmicos - en el
centro del modelo de desarrollo, ha concretizado este mandato duplicando el presupuesto para los
programas sociales de salud, educacion e inclusion econdmica en la busqueda de ese «sumak kawsay,
a pesar de la crisis economica global.

Este proceso también ha tomado en cuenta los Objetivos de Desarrollo del Milenio porque, en
efecto, esos objetivos buscan superar situaciones intolerables de pobreza, exclusion, marginacion, en
fin, de violacion de los derechos humanos; y por esa razon los ODM han sido parte de la estructura
que nos ha permitido construir nuestro Plan Nacional de Desarrollo. Sin embargo este plan ha querido
superar el formato de ser Uinicamente una lista de indicadores que deben ser medidos periddicamente,
y quiere mas bien transformarse en un instrumento que nos recuerde la palabra clave EQUIDAD;
quiere que esos indicadores no solamente sean medidas rigurosas de cumplimiento, sino que se
transformen en un instrumento que permita el DIALOGO con la comunidad; para que la busqueda de
la salud no se limite a la aplicacion de un paquete de medidas y recomendaciones impuestas desde
arriba, por un grupo de «expertos en desarrollo», sino que se transforme en un verdadero proyecto de
so-ciedad.

Invitamos al mundo a unirse en procesos similares, invitamos a pensar en estos modelos
alternativos de desarrollo donde se elimine ese enfoque bipolar; en modelos que pongan el centro de la
atencion en el ser humano y en este planeta que todos habitamos. Muchas gracias.

Mr ZVEKIC (Serbia):

Mr President, excellencies, ladies and gentlemen, it is my pleasure to address you on behalf of
the Republic of Serbia and to underscore the importance we attach to the considerations of the Health
Assembly on progress towards achieving the Millennium Development Goals. For a country in
transition, it is of the utmost importance to place its activities on the public sector reform, including
that of the health sector, within the framework of the Millennium Development Goals. This is the case
of Serbia.

At the very outset, let me state clearly that the major issue identified through a critical analysis
was the lagging behind of vulnerable groups, such as the poor, the refugees and the Roma, especially
Roma internally displaced from Kosovo Province since 1999. The estimated mortality rate of the
Roma population in camps in North Mitrovica and its surroundings was much higher than the average.
We are most grateful to WHO which, since 2005 has provided continued support for improving the
situation, and setting up and maintaining specific health interventions to the affected Roma population.

Among other concerns, it should be noted that important progress has been made in the
reduction of child mortality, leading to a further expected drop to halve it by 2015. Furthermore, our
efforts continue to focus on neonatal and perinatal care. In terms of maternal health, good progress
was achieved as well. The Millennium Development Goal framework was used to set up additional
national targets as regards child health, and specifically the health of Roma children.

Significant progress was made in HIV/AIDS and tuberculosis control. As regards the former,
Serbia is now implementing the third project funded by the Global Fund to Fight AIDS, Tuberculosis
and Malaria and has refined the national strategy, targeting primarily groups at risk, marginalized and
difficult-to-reach populations. Similarly, the close cooperation between WHO and Serbia for
tuberculosis control and the financial support provided by the Global Fund resulted in an effective
reduction of the tuberculosis incidence rate from 37 per 100 000 population in 2003 to 24 per 100 000
population in 2009.
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Even though national averages for children’s and women’s health have improved markedly, there
are still significant differences within the national territory as well as among socioeconomic groups — the
worst situation being that of the Roma population. Serbia is responding to this challenge by adopting a
specific “Action Plan for Roma Health” congruent with other sectoral action plans, such as those for
employment, education and housing. A National Conference on Roma Health was held in December
2009, in conjunction with WHO, advancing the efforts to address health challenges and to streamline all
relevant sectors within the same set of goals within the Millennium Development Goal framework.

Needless to say, the achievement of the health-related Millennium Development Goals is
closely linked with a strong health system, good governance and management, human resources, good
quality of services delivered and appropriate funding of health services that will ensure that all those in
need receive appropriate health promotion, preventative, curative and rehabilitative care services. But,
the health-related Goals are to a large extent also related to other Millennium Development Goals such
as those for poverty reduction, gender equality and empowerment of women.

We welcome the adoption by the United Nations General Assembly of a resolution on the
prevention and control of noncommunicable diseases, which seeks to convene a high-level meeting on
the prevention and control of noncommunicable diseases in September 2011 with the participation of
Heads of States and Government. It will be a valuable contribution to the achievement of the
Millennium Development Goals.

Allow me to thank WHO and other international partners such as UNICEF, the United Nations
Office on Drugs and Crime and the European Union for the support provided to Serbia in
strengthening the capacity of the Ministry of Health and of the entire Government to perform
effectively their stewardship functions. As a global community, we need to ensure continued
commitment and funding for the achievement of the Millennium Development Goals in a holistic
manner, geographically, politically and health-wise. Serbia is contributing to and participating in this
common endeavour, and will continue to do so. I thank you.

Le Professeur HASSAN (Niger):

Monsieur le Président, Mesdames et Messieurs les Ministres, Excellences, Mesdames et
Messieurs, permettez-moi avant tout de féliciter M. Mondher Zenaidi, Ministre tunisien de la Santé
publique, pour sa brillante ¢lection a la présidence de la Soixante-Troisiéme Assemblée mondiale de la
Santé ainsi que tous les autres membres du Bureau. Je rends également hommage & Mme Margaret
Chan pour le leadership remarquable dont elle fait preuve a la té€te de 1’Organisation mondiale de la
Santé et particuliérement en faveur de la santé des populations de I’ Afrique.

A mi-parcours de 2015, année cible pour la réalisation des objectifs du Millénaire pour le
développement, la sant¢ demeure encore un défi majeur au centre du processus global du
développement. Au Niger, le rapport 2009 montre les progrés accomplis, notamment en matiére de
réduction de la mortalité infanto-juvénile et de la lutte contre le VIH/sida. C’est ainsi que le taux de
mortalité infanto-juvénile a été réduit a 17,15 % dans la période 2001-2005, et ce malgré I’impact
négatif de la crise alimentaire sur les indicateurs de la santé de I’enfant. Le taux de mortalité
maternelle a connu une 1égére amélioration, passant de 652 décés pour 100 000 en 1992 a 648 décés
pour 100 000 en 2006. En ce qui concerne le VIH/sida, I’Enquéte démographique et de santé réalisée
en 2006 montre une tendance a la stabilisation de 1’épidémie, voire une inversion de la tendance de
I’infection, passant d’un taux de prévalence de 0,87 % en 2001 a 0,70 % en 2006. Quant a la
réalisation de I’objectif 1 relatif a I’élimination de 1’extréme pauvreté et de la faim, le Gouvernement
dispose d’un cadre de stratégie de développement accéléré et de réduction de la pauvreté ; néanmoins,
on évalue a plus de FCFA 6 milliards les ressources nécessaires a la réalisation de ces objectifs.

S’agissant des questions relatives aux endémies, au Niger, le paludisme demeure encore une
endémie majeure et constitue la premicre cause de morbidité et de mortalité dans les groupes
vulnérables, en particulier les enfants de moins de cing ans et les femmes enceintes. Selon une étude
du Systéme national d’information sanitaire, le paludisme a représenté¢ en 2008 au Niger 33,4 % des
motifs de consultation. A partir du mois de février 2010, le Niger a été touché par la grippe A (HIN1).
Grace au systéme de sites sentinelles pour la surveillance des syndromes grippaux et les infections
respiratoires aigu€s mis en place et la mise en ceuvre du Reéglement sanitaire international, un total de
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49 cas, dont zéro déces a été enregistré. Depuis un mois, le Niger n’a enregistré aucun cas de grippe A
(HIN1). A cet égard, le Niger remercie ’OMS et les partenaires internationaux pour I’appui technique
et matériel dont il a bénéficié dans la mise en ceuvre de son plan d’intervention. L’appui de ’OMS
s’est traduit par la fourniture de 220 000 capsules de Tamiflu, le renforcement des sites sentinelles et
la fourniture prochaine d’un stock de vaccins contre la grippe A (HIN1) d’environ 1,5 million de
doses. En ce qui concerne la lutte antituberculeuse, il est a souligner que le Niger dispose de 602
centres DOTS dont 153 centres de dépistage et de traitement et 449 centres de traitement fin 2006. En
outre, le Niger dispose d’un service de prise en charge des cas multirésistants. A I’instar des autres
pays en développement, le Niger n’est pas non plus épargné par 1’émergence des maladies non
transmissibles. Ainsi, la prévalence de I’hypertension artérielle est de 9,9 % et celle du diabéte de
4,7 %. Des enquétes parcellaires ont également montré une prévalence élevée des cancers de 1’utérus
et du sein, et un taux de 18,22 % de drépanocytaires. Cependant, il faut relever que le tableau n’est pas
sombre partout. Le Niger, grace a un engagement politique fort en faveur de 1’éradication de la
poliomy¢élite et la mise en ceuvre des stratégies préconisées, est sorti de la liste des pays d’endémie en
février 2006. Les effets de ’amélioration de la qualité des activités de vaccination supplémentaire
contre la poliomyélite et du renforcement de la vaccination systématique se sont soldés par 1’arrét de la
transmission du poliovirus de type 1 en mai 2008. Le poliovirus sauvage de type 3 a pris le relais en
octobre 2008 et a été aussi interrompu a partir de mai 2009. Nonobstant les deux cas enregistrés en
mars et avril 2010, le Niger est en bonne voie pour I’éradication de la poliomyélite dans un avenir
prochain. Le Niger a atteint les objectifs de la Déclaration de Genéve de mai 2004 relative a
I’¢éradication du ver de Guinée. En effet, depuis plus de 17 mois, aucun cas de dracunculose n’a été
notifié ; par ailleurs, depuis plus de dix ans, le Niger n’a enregistré aucun cas de trypanosomiase
humaine africaine. La mise en ceuvre des différents plans d’action stratégique d’éradication de la
rougeole, ainsi que 1’organisation d’activités de vaccination supplémentaire, a permis de réduire la
morbidité rougeoleuse de plus de 65 % entre 2000 et 2009.

Devant les multiples défis a relever et ’ampleur de la tache pour atteindre les objectifs du
Millénaire pour le développement, le Niger dispose d’un leadership fort et de stratégies principalement
fondées sur : premi¢rement, la gratuité de la consultation des femmes enceintes, de la planification
familiale, de la césarienne, de la prise en charge des enfants de 0 a 5 ans et des cancers
gynécologiques ; deuxiémement, la mise en ceuvre du Programme national de la santé¢ de la
reproduction ; troisiémement, 1’opérationnalisation de la feuille de route pour I’accélération de la
réduction de la mortalité maternelle et néonatale ; et enfin, quatriémement, la mise en ceuvre de Vision
2020. Tout ceci a permis une légeére amélioration des données. Ainsi, le taux de consultations
prénatales est de 78 %, le taux d’accouchements assistés par un personnel qualifié est passé de 17 %
en 2006 a 29,7 % en 2009. Cependant, malgré toutes ces stratégies, il apparait clairement que les
objectifs du Millénaire seront difficilement atteints sans une mobilisation conséquente des ressources,
une meilleure coordination des interventions et le maintien d’une aide publique au développement
prévisible.

Enfin, je profite pour saluer et remercier la communauté internationale pour le soutien
indéfectible accordé au Niger dans la situation difficile qu’il a connue au cours des derniers mois. Je
vous remercie.

El Dr. BENDANA (Honduras):

Sefior Presidente, es para mi un honor representar al Estado de Honduras en esta Asamblea
Mundial de la Salud. Lo felicito por la acertada eleccion de su persona para conducir los trabajos de
esta Asamblea, felicitaciones que extendemos a los demas miembros de la Mesa.

Sefior Presidente, sefiores ministros, distinguidos delegados. Reafirmando la voluntad politica
de mi Gobierno de continuar impulsando programas nacionales de salud en beneficio de todos los
hondurefios, quisiera subrayar las acciones concretas que se han implementado en el marco de los
Objetivos de Desarrollo del Milenio.

Las metas para el Gobierno de Honduras bajo los ocho Objetivos del Milenio son buscar la
reduccion de la pobreza extrema y el hambre, y por ende la desnutricion; lograr que todas las personas
terminen la escuela primaria; promover la igualdad entre mujeres y hombres y lograr la autonomia de
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la mujer; reducir el numero de muertes de los nifios y nifias; mejorar la salud materna; prevenir
el VIH, el paludismo, la tuberculosis y otras enfermedades, y garantizar la estabilidad del medio
ambiente.

Quisiera referirme con cierto énfasis al Objetivo 4 «Reducir en dos terceras partes, entre 1990
y 2015, la mortalidad de los nifios menores de cinco afios».

En Honduras hay avances importantes con una clara tendencia a la reduccion de la tasa de
mortalidad infantil a nivel nacional desde 1995 a 2006. De 35 muertes por cada 1000 nacidos vivos
entre 1991 y 1996, se paso6 a 23 entre 2001 y 2006.

Esto significa una reduccion de 12 puntos en 15 afios, con un ritmo de disminucion de 0,8
puntos anuales. Si se mantuviera esta misma tendencia, nos estariamos acercando a la meta del ODM
para el afio 2015, que es de 12 muertes por cada 1000 nacidos vivos.

La reduccion de la mortalidad neonatal contintia siendo el mayor desafio para el logro del
Objetivo 4. La tendencia es hacia la disminucion. Se pas6 de 20 muertes por cada 1000 nacidos vivos
en el periodo 1991-1996 a 14 muertes por cada 1000 nacidos vivos en el periodo 2001-2006. La
cobertura de inmunizacidon contra el sarampion en menores de dos afios se ha incrementado
sustancialmente, del 89,1% en el afio 1997 al 99% en 2002 (aumento de 9,9 puntos porcentuales).

En cuanto al Objetivo 5 «Reducir en tres cuartas partes, entre 1990 y 2015, la mortalidad
maternay», quisiera mencionar que en Honduras el principal problema para monitorear la mortalidad
materna a nivel nacional es la falta de un sistema de vigilancia de mortalidad materna que cuente con
datos oficiales actualizados. Debido a estas circunstancias, la razon de mortalidad materna nacional se
ha obtenido a través de la realizacion de dos encuestas sobre mortalidad materna, las cuales mostraron
una notable reduccion entre 1990 y 1997, de 182 a 108 muertes por cada 100 000 nacidos vivos. Esto
representd una de las mayores reducciones documentadas en los paises en vias de desarrollo en tan
corto plazo.

En el Objetivo 6 «Combatir el VIH/sida, el paludismo y otras enfermedades», Honduras logro
un descenso notable del nimero de casos de malaria desde el afio 2000. En 2008, Honduras notifico
8225 casos, de los cuales 610 por P. falciparum. Asi la reduccion de la malaria por P. falciparum fue
del 58%, mientras que la reduccion de la malaria por P. vivax, ha sido mas marcada (77%). Honduras
puede cumplir con la meta del ODM 6 con respecto a la malaria.

Los logros en tuberculosis son significativos.

Lograr el objetivo sobre el VIH/sida significa asumir el enorme reto de prevenir la transmision
del VIH; sin embargo, es importante reconocer que las estrategias de prevencion todavia requieren un
enorme trabajo interno acompanado de una mayor cooperacion internacional.

Hemos tenido avances en la consecucion de la meta 10: «Reducir a la mitad, para el afio 2015,
el porcentaje de personas que carezcan de acceso a agua potable y a servicios basicos de
saneamiento». En efecto, en el afio 2000 el Gobierno adopté como un compromiso de largo plazo la
Estrategia para la Reduccion de la Pobreza, instrumento para el desarrollo social y economico que
cuenta con el consenso de la sociedad civil y la comunidad internacional. En el marco de la
Declaracion del Milenio y de la erradicacion de la pobreza se considera la asignacion de recursos para
el sector del agua potable y saneamiento, con un enfoque de beneficiar con servicios de agua salubre y
saneamiento, principalmente a la poblacion de escasos recursos.

Honduras ha alcanzado también logros importantes, en el campo de la educacion y la provision
de infraestructura basica, lo que evidencia la posibilidad de cumplir algunas metas.

En esta 63.* Asamblea Mundial de la Salud, mi delegacion participa con la confianza de que
podremos adoptar las mejores decisiones para beneficio de nuestros pueblos. La agenda es
significativa, y considero que sus resultados conferiran mayor y mejor acceso a los medicamentos, a la
aplicacion responsable del Reglamento Sanitario Internacional, al tratamiento adecuado, al concepto
de falsificacion de productos médicos, y una decision consensuada sobre los asuntos técnicos y
sanitarios.

Para finalizar, sefior Presidente, el Gobierno de Honduras reitera su compromiso y su voluntad
politica en la importante tarea de velar por que el acceso a la salud contintie siendo un derecho para
todos. No obstante, los programas de salud que mi Gobierno tiene sefialados requieren cooperacion
internacional, y es por ello que quisiera hacer un llamamiento a aquellos paises y entidades
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cooperantes para que continien apoyandonos con recursos financieros y técnicos. Muchas gracias,
sefor Presidente.

Dr DIXON (Jamaica):

Mr President, distinguished ladies and gentlemen, Jamaica is honoured to be part of the Sixty-
third World Health Assembly. This Health Assembly is taking place as we prepare ourselves for the
last five-year lap in the time frame to achieve the Millennium Development Goals. Jamaica supports
resolution EB126.R4 and especially the calls to strengthen health systems to deliver equitable health
outcomes, reflect health equity in all national policies and to reaffirm the values and principles of
primary health care. We look forward to the continued leadership of the Director-General in
supporting the work of small and developing nations to retain our health workers who are
indispensable to the achievement of the Millennium Development Goals.

This Health Assembly is being held at a time of renewed optimism and hope for a global
recovery from what has been a most devastating financial crisis. The challenge that confronts us as
leaders is how to move forward without leaving small and vulnerable States behind. The health sectors
in many developing countries are struggling to cope with high disease burdens, weak health systems,
migration of critical health workers to developed countries, and underinvestment in health. These
challenges present extraordinary obstacles to the growth and development of these countries and
undermine the achievement of the Millennium Development Goals within the specified time frames.

Jamaica, for its part, has achieved mixed results in the attainment of the health-related
Millennium Development Goals. Jamaica is on track to achieve universal access to reproductive health
and to halt and reverse the spread of HIV/AIDS, malaria and tuberculosis. In respect of Goal 6 on
combating HIV/AIDS, malaria and other diseases, Jamaica has surpassed the target for school
attendance among orphans and non-orphans in the 10-14 age group. Between 2004 and 2008, there
was a 17% reduction in the number of persons with AIDS and a 40% reduction in the number of
AIDS-related deaths. The HIV prevalence rate for the 15-24 age group declined by just over 1% in the
last decade. Access to antiretroviral drugs is, at 49%, far below the national target of 75% that was set
for 2009.

Slow progress is being made in the reduction of maternal and child mortality. Reported maternal
mortality has declined from 120 per 100 000 to almost 95 per 100 000. Reports over various time
periods using other methodologies show different figures. We agree with the observation that there is a
need for better data collection systems to improve confidence in comparative analyses over time and
between countries. The proportion of births attended by skilled health personnel has increased from
81% to 93%. Infant and child mortality rates are 21 and 25 per 1000 live births, respectively,
compared to 25 and 28 per 1000 live births 10 years ago. After a decade of slippage in immunization
coverage, Jamaica achieved outstanding results last year of 90% coverage, up from an average of 83%
over the previous 10 years. The significance of this achievement must be viewed within the context of
an environment of declining budgets and the continued migration of our skilled workers.

Jamaica remains committed to the lofty Development Goals of the United Nations Millennium
Declaration. We have incorporated these Goals in our national policies and in particular Vision 2030,
our National Development Plan. Having regard to our weak economy and the likely impact on the
number of persons who could become medically indigent, the Government took the bold move of
eliminating user fees in April 2008. The elimination of user fees has resulted in an increase in patient
utilization at both the primary and secondary care levels; pharmacy services experienced the highest
level of increase at 44% over the period. The drug budget has increased by 100% over the same
period. Jamaica’s experience is worthy of some consideration in light of Target 8e, which addresses
access to affordable and quality essential drugs in developing countries. I urge this Health Assembly
and our partners in developed countries to bring resolute leadership to bear on Goal 8. The shift in the
disease profile of developing countries, the ageing population and the high incidence of chronic
noncommunicable diseases demand immediate and urgent attention as far as access to affordable
drugs is concerned.

As we move into the last five-year lap of the Millennium Declaration, I am recommending the
following: first, countries should be supported in strengthening data collection and health information
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systems; secondly, consideration should be given to including chronic noncommunicable diseases in
the Millennium Development Goals, in keeping with our recommendation to the United Nations
Economic and Social Council’s Annual Ministerial Review last year (we are heartened by the fact that
the United Nations resolution on noncommunicable diseases has been adopted); and thirdly, WHO
should seek avenues to collaborate more effectively with partners to ensure that developmental
support is increased and equitably distributed across countries, including middle-income countries
now made more vulnerable as a result of the global financial crisis. Jamaica looks forward to the
outcome of this Health Assembly. Thank you.

Mr CAMILLERI (Malta):

Mr Chairman, on behalf of the Maltese delegation, I wish to congratulate you on your election
to the Presidency of this Sixty-third World Health Assembly. I would also like to take this opportunity
to congratulate Dr Zsuzsanna Jakab on her recent appointment as Regional Director for the European
Region. As declared by our Minister on Health, the Elderly and Community Care during Dr Jakab’s
first official visit to Malta last month, Malta fully supports her declared policy direction for the Region
and commits itself to supporting her in the challenging task ahead.

Health over the past years has been facing a number of serious challenges. In her address to the
Sixty-first World Health Assembly two years ago, the Director-General presented three major threats
to health, namely: food security, climate change and the influenza pandemic. The influenza pandemic
caused by the pandemic influenza A(H1N1) 2009 virus was kinder to us than we anticipated. While
causing relatively mild health problems, it has led to the development of a number of challenges and
criticisms to the response to the infection by the WHO Secretariat and Member States. Although the
pandemic is not yet over, Malta feels that a thorough evaluation of our response to the threat as well as
a risk assessment of other potential threats are crucial.

Over recent years, there has been a significantly increased awareness of the effects of climate
change. Malta feels that not enough emphasis has been placed on the impact of this phenomenon on
the health of our people. Malta therefore urges WHO to address this issue in a global, concerted
manner and to work towards putting health high on the agenda of the climate change initiative. Malta
recently finalized and published a study on the likely effects of climate change on the country, and we
will be working towards addressing the issues raised by this study.

When mentioning serious challenges facing the health sector, one cannot ignore the financial
crisis that has hit the globe over the past 18 months or so. This has had a major impact on countries’
ability to provide for health. The reduction in budgetary allocations, and the social impact of rising
unemployment have had a major impact on our capacity for addressing the social determinants of
health. It is the most vulnerable that have borne the brunt of these effects, and our efforts in what is
now being regarded as the recovery phase of the crisis must be focused in favour of these groups. If
we want to effectively address these serious issues, we all need to make a concerted effort to maximize
our contribution, under WHQO’s leadership, to the achievement of the Millennium Development Goals.
This can only be achieved if we strongly believe that money spent on health is an investment for
wealth.

Malta echoes what was stated earlier by Spain on behalf of the members of the European Union,
in that we believe in the leading role of WHO in addressing the tasks before us, and fully support the
role and nature of WHO’s core business in the rapidly changing global health environment. Within the
context of sustainability, Malta also supports the initiative being taken by WHO to establish a global
code of practice for the recruitment of health personnel.

This Health Assembly will once again be addressing issues relating to both communicable and
noncommunicable diseases. Malta is supportive of the initiatives to address communicable diseases
like HIV/AIDS, hepatitis, malaria and tuberculosis as well as the eradication of measles. Over the past
years, Malta has seen a steady increase in the incidence of HIV and tuberculosis, primarily due to the
arrival of irregular migrants on our shores.

Malta feels that more emphasis should be placed on the implementation of the Global Strategy
for the Prevention and Control of Noncommunicable Diseases in order to effectively address the major
burden in both developed and developing countries. Only last week, Malta launched a new National
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Strategy for the Prevention and Control of Noncommunicable Diseases, setting targets for reduction in
a number of risk factors and a reduction in morbidity and mortality from a number of diseases by
2020. We are currently also working on a National Action Plan for Cancer and a National Strategy to
address our obesity problem.

In conclusion, I wish to underline Malta’s continuing strong support for all the efforts and
initiatives being made by WHO, and our commitment to contribute to endeavours to ensure the
success of this Health Assembly.

El Dr. GONZALEZ GONZALEZ (Nicaragua):

Muchas gracias, sefior Presidente. Durante esta Asamblea se ha comentado mucho sobre los
dilemas de alcanzar los Objetivos de Desarrollo del Milenio. El informe de la Secretaria nos sefala
que lamentablemente es posible que algunos paises no puedan alcanzarlos. Lo que poco se ha
discutido son las razones por las cuales algunos paises no alcanzaran o no alcanzaremos los Objetivos
del Milenio. Nosotros quisiéramos comentar un poco la experiencia de nuestro pais, para
aportar algo a la discusion sobre este tema. Quisiera decir que Nicaragua vive un segundo momento
de una revolucion social que comenz6 en los afios ochenta y que quedd frustrada por fuerzas
extranjeras. Nicaragua se ha dado una segunda oportunidad de reconstruir su sociedad y en ese
marco estamos tratando de hacer lo mejor posible por nuestro pueblo. Pero, ;cudles son los
antecedentes del trabajo que estamos realizando? Un trabajo de la FAO y la CEPAL nos dice que en
Nicaragua en el 2004 el costo del hambre significaba el 5% del producto interno bruto. Y, ;por qué
esto? Porque el 22% de los menores de cinco afos tenian desnutricion cronica y el impacto que esto
tiene en el desarrollo del pais no es solamente inmediato, sino a largo plazo. Mas de 200 millones de
dolares perdidos por el pais como efecto del impacto del hambre en la productividad comprometen el
futuro de nuestros pueblos. En nuestro pais recibimos un problema que es que la probabilidad de
tener desnutricion es siete veces mayor en los nifilos mas pobres que en los del primer quintil de
riqueza de nuestra poblaciéon. La probabilidad que una mujer pueda parir en una unidad sanitaria es
cinco veces mas baja si es pobre que si pertenece a la clase mas pudiente. En esas condiciones, las
politicas del gobierno de reconciliacién de unidad nacional no podian limitarse a ver los aspectos de
salud desde la perspectiva estrictamente sanitaria y nos lanzamos en ese marco de reconstruccion del
pais a un enfoque mas amplio que tiene en cuenta los determinantes de la salud para transformar
realmente la situacion sanitaria del pais. Desde esa perspectiva hay grandes tareas que se han venido
realizando para poder alcanzar los Objetivos del Milenio. Es cierto que hay que dar acceso a la
mayoria de la poblacion a la atencion primaria. Sin embargo, en ese esquema neoliberal en que el
pais vivio sumergido durante 16 afios, el 40% de nuestras mujeres campesinas eran analfabetas y
habia que hacer una campaiia de alfabetizacion. Con mujeres analfabetas es muy dificil reducir la
mortalidad infantil y la mortalidad materna. En ese esquema los esfuerzos han estado dirigidos a
asegurar que la lucha contra la pobreza sea un tanto diferente a los esquemas asistencialistas. Se ha
tratado de brindar financiamiento a la pequefia produccion para que esas mujeres que son jefas de
familia puedan tener la capacidad econdémica de seguir progresando en el marco de desarrollo del
pais. Y todo esto porque el plan nacional de Nicaragua cambi6 su enfoque, dejamos ese enfoque del
crecimiento economico para centrarnos en el desarrollo humano. No vamos a esperar hasta que
crezca la economia para poder atender los problemas sociales. Hay que atender los problemas
sociales porque al final es invertir en el ser humano. En el campo de salud rompimos las barreras
economicas. El neoliberalismo, tanto en la educaciéon como en salud, habia privatizado los servicios
y la barrera econdmica era la primera barrera que habia que destruir. Hemos ampliado los servicios y
la cobertura, hemos modificado el enfoque curativo y estamos bajo un enfoque de medicina familiar
y comunitaria que centra sus esfuerzos en estrategias de atencion primaria y en asegurar que los
lugares mas reconditos del pais puedan tener servicios de salud. ;Qué hemos venido logrando? Con
este enfoque amplio en estos tres afios y medio se ha reducido un 20% la mortalidad materna. En
cuanto a la reduccion de la mortalidad infantil, que es lo mas dificil, hemos reducido en un 15% la
mortalidad neonatal.

Tenemos bajo control el paludismo, hemos controlado la epidemia que teniamos de
tuberculosis y ha comenzado a frenarse el VIH/sida para seguirse manteniendo en una epidemia
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concentrada. (Cual es la leccion? La leccion mdas importante es que mientras el esquema
neoliberal centre su esfuerzo en el crecimiento econémico y el ser humano pase a segundo plano,
muy dificilmente alcanzaremos los Objetivos del Milenio. Tenemos que cambiar los paradigmas de
nuestros paises, sus politicas deben concentrarse en la atencion al ser humano. Para ello estamos
construyendo una democracia directa. Los ciudadanos desde su casa, su hogar, su comunidad,
participan en la toma de decisiones junto con el Gobierno para enfrentar estos tremendos problemas
que tiene la sociedad. Un elemento importante en este esquema es que necesitamos el apoyo
internacional. Es muy importante, pero un apoyo que respalde solidariamente los planes nacionales,
que no desvie la atencidon de las politicas de gobierno a los aspectos mas importantes. Y un ultimo
aspecto: el fortalecimiento del sistema. Pero ;qué significa el fortalecimiento del sistema? Es llevar
la salud a todos los ciudadanos, universalizar la salud, romper las barreras economicas, geograficas y
culturales que hasta el momento son quizas el obstaculo mas importante para alcanzar los Objetivos
del Milenio. Muchisimas gracias.

Le Dr GIKORO (Burundi):

Monsieur le Président de la Soixante-Troisiéme Assemblée mondiale de la Santé, Excellences,
chers collégues, Mesdames et Messieurs, c¢’est un grand honneur pour moi de m’adresser a cette
auguste Assemblée au nom de la République du Burundi. Je me permettrai tout d’abord de féliciter le
Président de cette Soixante-Troisieme Assemblée mondiale de la Santé pour son élection et lui
souhaite un plein succes dans cette tdche qui lui est désormais confiée. La République du Burundi,
pays situé dans la région des Grands Lacs d’Afrique centrale, vient de sortir d’une guerre civile qui a
duré plus d’une dizaine d’années et se trouve actuellement dans une situation fragile de postconflit.
Ainsi, la guerre civile fratricide a non seulement emporté des milliers de vies humaines, mais aussi
contribué a la paupérisation de la population burundaise qui de surcroit vivait déja dans des conditions
de précarité¢ extréme. Aussi, la plupart des indicateurs de santé se sont progressivement effondrés
durant toutes ces années de conflits, hypothéquant de ce fait la réalisation des objectifs du Millénaire
pour le développement a 1’horizon 2015. Malgré la guerre et surtout aprés celle-ci, le Gouvernement
burundais n’est pas resté les mains croisées, inscrivant la santé de sa population dans ses priorités. En
effet, mon pays ayant bénéfici¢ de la remise de sa dette internationale en 2008, a décidé d’affecter une
large partie de celle-ci a la promotion de la santé. Le budget de I’Etat alloué au secteur de la santé s’est
ainsi considérablement accru, passant de 3 % en 2005 a 9 % en 2010.

C’est dans ce cadre, et dans la perspective d’accélérer les objectifs du Millénaire, qu’une
politique de gratuité des soins pour les enfants de moins de cing ans et les pathologies liées a la
grossesse, y compris 1’accouchement et les complications du post-partum, a été instituée ; elle
complétait une autre liste de gratuité qui existait déja et qui concernait le traitement antirétroviral et les
infections opportunistes du VIH/sida, le traitement de la tuberculose et, plus récemment, le traitement
de premicre intention du paludisme non compliqué. Deux autres réformes majeures ont ét€ mises en
place : elles concernaient la décentralisation des services et soins de santé ainsi que la généralisation et
I’harmonisation du financement axé sur les résultats, sur tout le territoire national. Avec ces réformes
et bien d’autres encore sur lesquelles je ne peux m’étendre, une amélioration nette de la situation
sanitaire a été constatée, et je suis heureux de pouvoir vous présenter certains de ces résultats. La
couverture vaccinale en DTC3 est remontée jusqu’a un taux de 98 % en 2009, le taux
d’accouchements assistés par du personnel qualifié, qui était de 22 % en 2005, est remonté a 60 % en
2009, le taux de séroprévalence globale du VIH/sida se maintient a un taux de 2,9 % selon une étude
de 2008. Une mise a niveau de nos interventions, soutenue par une participation de la communauté et
des associations de la société civile, est en cours de mise en ceuvre. Ces statistiques vont étre
certainement confirmées par 1’Enquéte démographique et de santé qui débute bientét au Burundi, et
viendront remplacer les données désuctes figurant dans les statistiques actuelles.

En ce moment méme ou je suis a cette tribune, une campagne électorale bat son plein dans mon
pays et concerne des élections locales, présidentielles et 1égislatives. La précédente législature était
issue d’¢lections pluralistes tenues en 2005 : celles-ci avaient été jugées réguliéres et transparentes par
I’ensemble des observateurs malgré la persistance d’une rébellion encore en activité a cette époque.
Avec le retour de la paix, qui est une réalité actucllement, le peuple burundais croit fermement en une
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démocratie apaisée qui amenera plus de stabilité politique, plus de prospérité et, partant, une
amélioration de sa santé et des conditions de vie. Toutefois, I’accompagnement par la communauté
internationale pour soutenir notre Gouvernement reste incontournable pour affronter les trois
principaux défis qui découlent finalement du succés de la politique sanitaire en cours, et qui sont la
pénurie des ressources humaines en qualité et en quantité; la remise en état des infrastructures
détruites pendant la guerre et la construction de nouveaux centres de soins ; et, enfin, I’insuffisance de
I’aide financiere internationale. La grande lecon que nous avons tirée de notre expérience est
qu’aucune politique de santé ne pourra améliorer durablement 1’état de santé de la population sans
résoudre les problémes cruciaux liés a 1’ignorance, a I’analphabétisme et a I’illettrisme, et sans relever
le niveau socio-économique des populations. Un vaste chantier est en cours au Burundi ou nous
venons de construire plus de 1000 écoles en moins de deux ans sans aide extérieure, rien qu’avec le
concours de la population.

En terminant, Monsieur le Président, je voudrais remercier sincérement, au nom du
Gouvernement burundais, I’invitée spéciale de ce jour, Mme la Présidente du Libéria, qui a bien voulu
citer mon pays, le Burundi, parmi les pays qui ont mis en place des politiques innovantes pour
accélérer les objectifs du Millénaire pour le développement. Je vous remercie de votre aimable
attention.

Dr TENAUA (Kiribati):

Mr President, honourable ministers, distinguished delegates, ladies and gentlemen, on behalf of
the Pacific island nations — Cook Islands, Fiji, Federated States of Micronesia, Nauru, Niue, Palau,
Papua New Guinea, Samoa, Solomon Islands, Tokelau Tonga, Tuvalu, Vanuatu, and my own country,
Kiribati — I would like to extend our warmest greetings. Mr President, I congratulate you on the post
you have assumed, and would like to take this opportunity to assure you of our dedication and support.

Let me take this opportunity to acknowledge that, the Director-General, Dr Margaret Chan,
has demonstrated strong leadership and guidance that have taken us through these challenging times —
pandemic (HIN1) 2009 and meeting our commitments to the Millennium Development Goals in the
face of the global financial crisis. To our Regional Director, Dr Shin Young-soo, we thank you for
your commitment to improving health in the Pacific.

We all know that each year brings its quota of health problems, some of them new and some of
them old ones which refuse to go away. Unfortunately, in the Pacific, we have had our fair share of
health challenges over the years. Many of these have been raised by fellow health ministers of the
Pacific island countries in their statements to the Health Assembly in previous years. At the mention
of the Pacific, most people think of sandy beaches, markets stalls heavy with fruit and vegetables, seas
teeming with fish, and happy, smiling people. Very few think of food crisis. And yet that is what is
happening right now. Food security is threatened in many ways: declines in traditional food crops and
fishing; increased dependence on imported foods; growing vulnerability to climate change; volatility
in international commodity prices; and challenges to enact and enforce food safety and quality
standards. Collectively, these and other threats are contributing to greater risks of noncommunicable
diseases, vitamin and mineral deficiencies, and food diseases in Pacific populations. Malnutrition,
chronic obesity, worrying levels of diabetes — these are the everyday realities of life in the Pacific
islands. Noncommunicable diseases have now reached epidemic proportions and are the leading cause
of death in our Region.

Another huge challenge we face is that of climate change. Climate change figures prominently
on the agenda of our meetings in the Pacific and in the Region — and that is not surprising as many
Pacific islanders live in coastal zones and atolls that are susceptible to storm surges, coastal erosion,
flooding, droughts, high tides and salt-water intrusion. Many countries in the Pacific are literally at
risk of disappearing within the foreseeable future. The drivers of climate change are not the small
islands of the Pacific, however. We cannot prevent these problems on our own, but only if we work
with our neighbours and other countries across the globe.

The public health challenges facing us are beyond the capacity of any of us to address on our
own. They are beyond the capacity of the health sector to address on its own. But if we stand together,
if we work across the health, trade, agriculture, education and other sectors, we can make real
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progress. The Millennium Development Goals are an excellent example of this. The health-related
Goals are so closely linked to all the others that these Goals cannot be viewed in isolation. Freedom
from poverty and hunger, access to education and gender equality are important determinants of health
and maternal, newborn and child health. The health services science required to address the challenges
posed by HIV/AIDS, tuberculosis and malaria and protect maternal and child health are well known.
The Pacific island countries recognize and value the role of breastfeeding for child nutrition and
development, particularly in times of crisis and disasters. However, making these services available
and accessible to the people who need them requires robust and equitable health systems. These must
be integrated into society as a whole. There must be basic transport and communications networks to
support them. And people must be educated as to how to access and use them.

However, the above conditions are not necessarily present in all Pacific island countries. Let us
take the case of maternal and child health. All countries have been delivering maternal, child and
adolescent health services, though at varying degrees. While targets for Millennium Development
Goals 4 and 5 have been met by many Pacific island countries, some still report high maternal
mortality ratios. For example, in Papua New Guinea, trends indicate that some targets under the Goals
may be challenging to meet. However, the country is taking immediate and urgent action to scale up
maternal and child health services. We continue to pay close attention and monitor progress of these
two Goals.

Nonetheless, it is not all bad news. I am very pleased to be able to present to you the example 