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EXECUTIVE SUMMARY 

Following the discussion of the impact of the GAlT Agreements on health at the Forty
fifth Session of the Regional Committee for the Eastern Mediterranean, several studies were 
carried out at various levels to study the implication of certain agreements on health sectors. 
Special emphasis was placed on the impact of the Agreement on Trade-Related Aspects of 
Intellectual Property Rights (TRIPS) and the General Agreement on Trade in Services 
(GATS). 

Several countries and international summits have expressed serious concerns about the 
impact of World Trade Organization Agreements on the social sector, including the health 
sector. The concerns focused on: the need to take into consideration the interests of 
developing countries; the legal obligations and enforcement mechanisms in WTO agreements 
which are seen by some groups as a threat to national sovereignty; the fact that full 
implementation of WTO agreements will be associated with increased cost of new drugs and 
other health technologies; the limited contribution and access that developing countries will 
have to new technological developments. 

WHO's views were expressed in a statement at the Third WTO Ministerial Conference 
in Seattle in December 1999. WHO supports the main purposes of promoting trade, that is, to 
improve living conditions and to improve the health of the whole population especially that of 
poor and marginalized groups. It has carried out several studies on the subject of the impact of 
WTO Agreements on health, and published some documents to promote successful 
interaction between public health and trade. WHO supports the early working of patented 
drugs, drug prices that are consistent with local purchasing power, and application of 
preferential pricing for poor countries. It is also important to take measures to protect the 
indigenous germ pool and medicinal plants from commercial exploitation. 

The few studies available on the impact of the full implementation of GATS on health 
services clearly indicate that governments should consider the advantages and disadvantages 
of entering into commitments in health services trade before they entail any obligations. In 
this respect WHO's role as the international standard setting agency should be emphasized. 

Studies on the impact of other agreements are scant although agreements such as those 
on Technical Barriers to Trade, Application of Sanitary and Phytosanitary Measures, Anti
dumping and Safeguards could have significant consequences for the health sector. The Anti
dumping and Safeguards Agreements can be utilized by countries to reimpose protection that 
may limit access of health products produced in developing countries to the markets in 
developed countries. 

The process of globalization of trade is a continuous process and is still going on. It is 
therefore important for Member States to develop an institutional approach to continue the 
serious studies of the impact of WTO agreements on social sectors, develop policies, 
strategies and national plans for future negotiation, and monitor implementation of the various 
agreements . 

. Regional and global cooperation with WHO is of great importance. 
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1. INTRODUCTION 

Following the conclusion of the Uruguay Round of Negotiation in 1994 and the 
establishment of the World Trade Organization (WTO) in 1995, several countries and 
international summits have expressed serious concerns about the possible impact of the WTO 
Agreements on the social sector, including the health sector. Of special importance was the 
declaration of the Eighth Summit of the Heads of States and Governments of the Group of 15 
(Cairo, Egypt, 11-13 May 1998), which emphasized that the future work of the WTO should 
be among the priorities of developing countries. The declaration seeks to ensure that the 
interests of developing countries are fully taken into account in the agenda of future 
negotiations of WTO agreements. It is of great importance in this context for developing 
countries to identify their interests and develop a proactive role. 

The declaration of the G8 summit held in Cologne in 1999 called for steps to be taken to 
strengthen institutional and social infrastructures to protect the poor and vulnerable groups 
within and between countries and to ensure increasing, widely shared prosperity. It called on 
all nations to launch, at the Third WTO Ministerial Conference in Seattle in December 1999, 
a new round of broad-based and ambitious negotiations with the aim of achieving substantial 
and manageable results. It emphasized that all members should have a stake in the process 
and encouraged all members to make proposals for progress in areas where developing 
countries, and in particular least developed countries, can make solid and substantial gains. 
The declaration also emphasized that all countries should contribute to and benefit from the 
new round. 

More recently, the Heads of States of the Group of 77 met in April 2000 in Havana, 
Cuba. They too emphasized the great importance of globalization and of the concerns of 
developing countries that they should benefit from it. The concerns expressed by almost all 
countries focus on four important issues. 

1. Interests of developing countries. Serious consideration should be given to the interests 
of developing countries. In this respect, practical steps need to be taken to: 

a) reduce the huge international debt of developing countries and strengthen the 
ongoing efforts to alleviate poverty and promote overall socioeconomic 
development in developing countries, in particular, the least developed countries; 

b) remove trade barriers and other trade entry measures to increase the share of 
developing countries in the international market. To achieve this, serious 
negotiation with good intention is required to translate declarations into actions. 
The failure of the Third WTO Ministerial Conference to make real commitment to 
removal of barriers demonstrates the huge gap between declaration and 
commitment. Similarly, the declaration of the G8 to reduce the debt of the least 
developed countries has not been translated into action; and the industrialized 
countries are applying the Antidumping Agreement to limit the free access of 
goods produced in developing countries to the global market. It was hoped that 
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forums such as the Afro-European Summit, held in Cairo in April 2000, would 
prove a more successful mechanism to obtain real commitment. However, the 
outcome did not meet the expectations of developing countries. 

Faced with such dilemmas, WHO needs to strengthen both its own efforts and its 
participation in the efforts of its Member States and of other organizations to protect the 
interests of the health sector. 

The failure of WTO to grant WHO full observer status is unfortunate. Countries need to 
take a strong stand to ensure WHO's role and participation in ongoing and future 
negotiations. 

2. Legal obligations and enforcement mechanisms. The legal obligations and enforcement 
mechanisms included in the WTO agreements are seen by some groups as a threat to 
national sovereignty. This feeling was also expressed when giant multinational 
companies have merged, creating structures that threaten the sovereignty of national 
authorities. The technical obligations laid down by the agreements and the financial 
implications of these, both for implementation and for settlement of disputes, are 
beyond the capabilities of most small institutions and even the governments of 
developing countries. The various articles in the WTO agreements referring to the right 
of government to protect the national social objectives and take necessary safeguard 
measures need to be deeply studied and clear understanding needs to be reached in order 
to ensure the sovereignty of countries faced by aggressive globalization. 

In this respect, the role of WHO and other technical agencies in setting international 
standards that regulate the global movement of health commodities should be 
strengthened. Countries should take an active role in setting these standards and 
developing guidelines. This will ensure that all countries contribute to rules regulating 
globalization in the health sector. 

3. High cost of new drugs and other new health technologies. A study of several countries 
showed that if the TRIPS Agreement is implemented prices will increase for patented 
drugs by an estimated 5% to 67% [1]. Other studies have shown estimated price 
increases ranging from 51 % to 71 %. Annex Table A.l shows comparison of drugs used 
for treatment of AIDS-associated diseases, part of a study carried out by UNICEF and 
UNAIDS jointly [2]. The data clearly show the very large differences in prices of drugs 
available in different countries. 

4. Limited access to new technological development. Developing countries have expressed 
concern that the outcome of Human Genome Project and its technological applications 
will not be widely accessible. Developing countries are not contributing to the current 
research related to the use of the outcome of Human Genome Project. Developing 
countries have made limited contribution to other research areas relating to 
biotechnological development which include: 

• advances in drug delivery and tissue engineering 
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• novel approaches to discover anti-cancer agents 

• genomlcs, proteomics and systems biology 

• identifying new targets through genomics and proteomics 

• rational design of targeting systems for drugs, proteins and genes 

• novel gene delivery systems. 

It is expected that rigid application of intellectual property rights to the outcome of these 
research studies will make it difficult for developing countries to benefit from the expected 
advances of medical technology. 

2. TRADE AND PUBLIC HEALTH 

The Regional Committee for the Eastern Mediterranean discussed in its Forty-fifth 
Session the impact of the GATT Agreements on health and passed a resolution 
(EMJRC451R.I0) urging Member States to: 

• Ensure that ministries of health are represented on national committees entrusted with the 
task of studying the negative impact of World Trade Organization agreements on the 
health sector; 

• Conduct studies to coordinate response to World Trade Organization health-related 
agreements in cooperation with the Regional Office. 

The resolution also requested the Director-General to: 

• Continue, and expand upon, the ongoing studies on the impact of World Trade 
Organization agreements on the health sector, inviting contributions from Member States, 
and widely distribute the outcome of the studies; 

• Continue to promote WHO's role as the international agency responsible for setting 
standards in the health field; 

• Make constructive efforts with bodies and institutions concerned in order that they might 
take into account the social and health aspects of the impact of the World Trade 
Organization agreements; 

and requested the Regional Director to support the ministries of health in their efforts to 
address the negative impact of World Trade Organization agreements on the health sector, and 
act for the development of a regional plan for addressing this impact. 

WHO expressed its concerns in a statement at the Third WTO Ministerial 
Conference [3] as follows: 

Trade and public health should not be discussed in isolation from each other. Decisions 
made outside the health sector have tremendous influence on health outcomes, 
. especially in poor societies. WHO supports the main purpose of promoting trade, that is, 
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to improve living conditions and to raise real income. It strongly reaffirms that health is 
central to this development goal. The benefits to be derived from expanding trade 
should further the goal of improving the health of the population, especially that of poor 
or marginalized groups who may find themselves excluded from the process of 
economic growth. 

WHO would like to outline specific areas of interaction between public health and trade 
in relation to the current WTO ministerial meeting. WHO has long been sensitive to the 
potential misuse for protectionist purposes of measures intended to safeguard health. 
Already 50 years ago the Health Assembly called attention to the need to eliminate 
quarantine restrictions of doubtful medical value that interfered with international trade 
and travel. [ ... J 

On matters of current concern related to traded foodstuffs, such as genetically modified 
organisms, emerging microbiological pathogens, or hazards in animal production, WHO 
supports scientific assessment of health risk and the strengthening of national food 
safety infrastructure in order to deal with hazards in the food supply. 

Pharmaceuticals and vaccines: WHO supports the incorporation, as stipulated in the 
Agreement on Trade-Related Aspects of Intellectual Property Rights (TRIPS), of patent 
protection into national legislation. Patents provide an incentive for research and 
development of new drugs and vaccines, contribute to technological development and to 
the dissemination of knowledge. 

TRIPS does include certain measures and provisions that will help to assure access to 
low-cost, safe and effective essential drugs, especially of populations in the least 
developed countries. In this context, WHO will collaborate with Member States in 
evaluating the justification for applying the provisions of Article 66, which enables least 
developed countries to extend the transitional period for implementation of TRIPS. 

WHO further supports: 

• the "early working" of patented drugs for the rapid production of generic products in 
order to promote competition and contain drug expenditure (the "Bolar 
amendment"); 

• drug prices that are consistent with local purchasing power. Where there is abuse of 
patent rights, or a national emergency, recourse to compulsory licensing in the terms 
provided for under TRIPS might be necessary. 

• application of the principle of preferential pricing in poor countries. In cases where 
drug prices are higher in poor countries than in richer ones, recourse to parallel 
imports in low-income countries in order to reduce prices might be appropriate, 
while preventing parallel exports to industrialized countries. 

WHO is concerned with the obvious market failures that lead to hundreds of millions of 
people being left without access to essential drugs. It will, through its own activities and 
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in collaboration with its partners, seek to promote mechanisms that can limit such 
market failures and further facilitate the availability of and research and development 
for essential drugs for those who need them. 

WHO advocates the use of its norms, standards and guidelines as the international 
consensus for pharmaceuticals moving in international commerce, in line with the 
provisions of the Agreement on Technical Barriers to Trade (TBT) which encourages 
Member States of WTO to apply internationally agreed standards as a basis for their 
national technical regulations. 

Trade in health services: Under the General Agreement on Trade in Services (GATS) 
international trade in the service sector is set to expand further. For poorer countries, 
trade in health services may offer possibilities to improve the quality of their services or 
to increase foreign exchange earnings if set in an appropriate domestic regulatory 
framework, which properly reflects equity considerations and other public policy 
objectives. WHO therefore, maintains that possible new commitments made in the 
health sector should be evaluated in the context of a country's development needs, 
domestic health policy goals, and national capacity. 

Trade in tobacco products: In view of their negative impact on health, WHO actively 
discourages use of tobacco products. In the case of legally traded goods, it upholds 
respect of one of the underlying principles of the General Agreement on Tariffs and 
Trade (GATT), namely non-discrimination among sources of supply-domestic or 
foreign-with regard to application of fiscal or health protection measures. Within this 
context, it supports demand reduction measures that have proved effective, such as 
increased taxes and advertising bans. 

In conclusion, WHO is committed to making the interests of trade and public health 
work together to improve health and reduce poverty. WHO hopes that protection and 
promotion of public health as part of the international trade and development agenda 
will be reflected in the outcome of this conference. 

3. STUDIES ON THE IMPACT OF WTO AGREEMENTS ON HEALTH 

In a previous paper to the Regional Committee entitled "GATT Agreement-Its Impact 
on Health" (EMlRC45/Il), agreements were identified with a potential for impact on the 
health sector. Since that time only a few agreements have been studied further. 

3.1 TRIPS 

a) TRIPS and access to drugs 

Several studies were conducted at national and global level with careful reading of the 
various articles of TRIPS from different perspectives. Of special interest is the WHO study, 
"Globalization and Access to Drugs" which focused on the perspective of access to drugs (4). 
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Section 2.8 of this document considers how to limit the 20-year monopoly conferred on a 
patent holder for working an invention. With this study, WHO has gained the basis to advise 
countries on how to W"ise national legislation to comply with TRIPS articles, making use of 
the expert readings of these articles with a public health perspective. Some countries have 
already carried out revisions of the national law which could be useful to other countries. 
However, countries have not yet taken WHO expert advice fully. The text of the relevant 
section of the study tollows. 

How can the monopoly be limited? 

The anxieties and the extent of the reactions generated by the TRIPS Agreement are 
related to the requirement, new for some Member States, to recognize that the owners of 
new know-how in the pharmaceutical field are entitled to a monopoly of 20 years. 
Several experts from developing and developed countries fear a substantial increase in 
drug prices in countries that did not grant patents in the past. 

However, the TRIPS Agreement expressly provides two means of obtaining exceptions 
and limiting the exclusive rights conferred by the patent on its owner. These two 
provisions may be used to ensure greater accessibility to essential drugs. 

Exceptions 

Article 30 of the Agreement allows "exceptions to the exclusive rights" of the patent 
holder. This is the situation in which a person can use the patent object with no need to 
ask the authorization of the holder and without being in an illegal situation. Those 
exceptions are national legal exceptions and therefore need to be set out in the national 
patent law. 

By virtue of Article 30: 

"Members may provide limited exceptions to the exclusive rights conferred by a patent, 
provided that such exceptions do not unreasonably conflict with a normal exploitation 
of the patent and do not unreasonably prejudice the legitimate interests of the patent 
owner, taking account of the legitimate interests of third parties." 

It appears from the reading of Article 30 that these exceptions are subject to three 
following conditions: 

• They must be limited. The authors of the Agreement have attempted to avoid an 
uncontrolled proliferation of the number of exceptions; 

• They must be duly justified; and 

• They must not unreasonably affect the patentee's legitimate interests. The aim is to 
strike a balance between the interests of third parties (which are the grounds for the 
existence of the exception) and the interests of the patentee. 
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Apart from these three types of restriction, whose interpretation is within the WTO's 
remit, Member States are left a considerable margin of latitude for implementing the 
Agreement through national legislation. The Article does not spell out the different 
grounds on which Member States may base their exceptions, nor the precise cases that 
can be the subject of such exception to the monopoly. A number of exceptions meeting 
the foregoing three conditions could be envisaged. Articles 7 and 8 of the Agreement, in 
particular, merit consideration. 

Article 7: Objectives 

"The protection and enforcement of intellectual property rights should contribute to the 
promotion of technological innovation and to the transfer and dissemination of 
technology, to the mutual advantage of producers and users of technological knowledge 
and in a manner conducive to social and economic welfare, and to a balance of rights 
and obligations" (authors' emphasis). 

Article 8: Principles 

"1. Members may, in formulating or amending their laws and regulations, adopt 
measures necessary to protect public health and nutrition, and to promote the 
public interest in sectors of vital importance to their socio-economic and 
technological development, provided that such measures are consistent with the 
provisions of this Agreement (authors' emphasis). 

2. Appropriate measures, provided that they are consistent with the provisions of this 
Agreement, may be needed to prevent the abuse of intellectual property rights by 
right holders, or the resort to practices which unreasonably restrain trade or 
adversely affect the international transfer of technology" (authors' emphasis). 

Both the promotion and the transfer of technology, as well as public health or nutrition 
could justifY derogation of the patentee's exclusive rights. Scrutiny of the exceptions 
existing in much national legislation gives an idea of the different possibilities (Correa, 
1997) [5]: 

• parallel importation of the protected product; 

• acts carried out on a private basis and for non-commercial purposes; 

• scientific research and experiments involving the patented invention; 

• preparation of drugs by unit and on medical prescription in pharmacy dispensaries; 

• a person being, in good faith, already in possession of the invention covered by the 
patent; 

• tests carried out before the expiry of the patent to establish the bio-equivalence of a 
generic drug. 
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The last exception is at present the subject of consultations under the WTO dispute 
settlement system between the European Union and Canada, as Canadian legislation 
allows generics manufacturers to carry out experiments and tests required to obtain 
marketing approval, and also to manufacture and stockpile copies of patented products, 
before the relevant patents expire. 

Compulsory licehces 

Basically, the patent holder is free to exploit the protected invention or to authorize 
another person to exploit it. However, when reasons of general interest justifY it, 
national public authorities may allow the exploitation of a patent by a third person 
without the owner's consent. 

While limited possibilities of use without authorization of the right holder are permitted 
under Article 30, compulsory licences under Article 31 are another mechanism in which 
the patent object can be used without the permission of the rightful owner. The terms of 
compulsory licence are often used to denote licences granted by the judicial or 
administrative authorities. 

French law, for example, provides that "if required in the interest of public health" 
(Article L613-16 of the Code on Intellectual Property), patents issued for drugs may be 
subject to the regime of compulsory licences. The law authorizes this procedure when 
the patented drugs "are only made available to the public in insufficient quantity or 
quality or at abnormally high prices". 

The Paris Convention left States free to grant compulsory licences "to prevent possible 
abuses" connected with monopoly. Thus, in Article 5A.(2) of the Paris Convention, 
"Each country of the Union shall have the right to take legislative measures providing 
for the grant of compulsory licenses to prevent the abuses which might result from the 
exercise of the exclusive rights conferred by the patent, for example, failure to work." 

One of the objectives of the TRIPS Agreement was precisely to limit these cases of 
"utilization without the authorization of the right holder" and to impose specific 
conditions on Member States. 

Thus, pursuant to Article 31 of the Agreement: 

• authorization of such use will be considered on its individual merits; 

• authorization will be granted only if the proposed user has made efforts to obtain the 
license on reasonable commercial terms; 

• the scope and duration of the authorization must be limited; 

• authorization is non-exclusive; 

• the authorization is non-assignable; 
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• the predominant objective of the authorization must be supply of the domestic 
market; 

• the authorization will be suspended ifthe circumstances that led to it cease to exist; 

• the patent holder will be given adequate remuneration, taking into account the 
economic value of the authorization. 

These are the main minimum conditions stipulated by the Agreement and Member 
States must fulfil them when they grant compulsory licences. These conditions must 
therefore be included before the end of the transition period in the new national 
legislation on patents. They must be respected whenever a compulsory licence is issued 
by the public authorities. 

Apart from these conditions, Member States are left with a broad scope for action in 
regard to the grounds and reasons for compulsory licences (as is the case under 
Exceptions of Article 30). Five kinds of use without authorization of the right holder are 
expressly envisaged by the Agreement: 

• licences for public non-commercial use by the Govemment; 

• licences granted to third parties authorized by the Government for public non
commercial use; 

• licences granted in conditions of emergency or extreme urgency; 

• licences granted to remedy a practice determined after administrative or judicial 
process to be anti-competitive; 

• licences arising from a dependent patent. 

However, the Agreement does not state that these are the only cases authorized. Thus 
Member States are not limited in regard to the grounds on which they may decide to 
grant a licence without the authorization of the patent holder. They are in practice only 
limited in regard to the procedure and conditions to be followed. The Agreement refers 
to five types of licences but the list is not exhaustive. Achievement of the objective of 
accessibility, already mentioned, requires adequate exploitation of such possibilities for 
use without the permission of the patent holder in order to guarantee satisfactory 
conditions of supply. Compulsory licences are the easiest and most effective way to 
increase the supply of products, by acting directly on marketing conditions or be 
deterring patent holders from taking measures that would arbitrarily reduce supply or 

. artificially or excessively increase prices. 

Compulsory licence on the grounds of public health 
According to Article 8 of the Agreement, Member States may adopt the necessary 
measures to protect public health and nutrition (provided these measures are consistent 
with the provisions of the TRIPS Agreement). There are many instances of regulations 
that envisage compUlsory licences for reasons of public health. In practice, if a new 
pharmaceutical product introduced to the market were to constitute an important 
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innovation or play an essential role in health policy, such as a vaccine against AIDS or 
malaria, the national law may provide for the granting of a compulsory licence, under 
the conditions of Article 31. 

First attempt to obtain a voluntary licence 
In all cases in which the Agreement authorizes the granting of licences without the 
permission of the patent holder, the potential user is required, as a precondition for the 
granting of a compulsory licence, to have attempted unsuccessfully to obtain a 
voluntary licence contract, from the patent holder, on reasonable commercial conditions 
and after a certain period of time. The only cases in which such an attempt is not 
required are cases of national emergency, other circumstances of extreme urgency, 
public non-commercial use and adjudicated anti-competitive practice. The logic of this 
procedure is that it makes for a certain balance between all the sectors involved, 
obviating possible abuse by patent holders while retaining a certain flexibility, which 
contributes to accessibility. 

Utilization by governments 
The concept of a licence for utilization by the government or by authorized third parties 
is very important for accessibility, for in both cases, countries where drugs are supplied 
directly by the government may then authorize such licences for these products. In case 
of public non-commercial use, it is not necessary to fulfil the condition that a voluntary 
licence must first be applied for, although the patentee must be informed. 

Non-exclusivity 
The Agreement states that licences granted without the authorization of the patentee 
may not be exclusive. This means that any interested person may apply for such a 
licence, which will increase the supply of products to the highest level possible under 
market conditions. 

Second patent 
Under a number of conditions, a compulsory licence may be issued where a new 
invention requires the use of a pre-existing patented invention for working. 

Licences granted on the grounds of anti-competitive practice 
It is very important to foresee actual cases of anti-competitive practice when bringing 
national legislation into line with the Agreement, that is, laws on the protection of 
competition and anti-monopoly laws. It is also extremely important to qualifY these 
situations to ensure that the system functions as well as possible and to avoid 
excessively long delays, the result of which is to reduce the practical value of such 
mechanisms (rapid ageing of drugs). To this end, the essential elements that should 
figure in national regulation of anti-competitive practice must include artificial price 
increases and price discrimination practices. If such situations are found and proved, 
and this can be done quickly and objectively, it should be possible to grant a compulsory 
licence. 
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Abuse of rights and local working of the invention 
The TRIPS Agreement is supposed to coexist with the conventions existing in the 
domain of intellectual property, and thus does not annul the provisions of the Paris 
Convention, but rather incorporates them into TRIPS Agreement by reference. 
According to the latter, the absence of local working of patented inventions is an abuse 
of rights by the patent holder, and if this situation persists for more than three years, a 
compulsory licence may be granted. The TRIPS Agreement retains the notion that 
possible abuses by patent holders should be prevented. Article 8.2 authorizes Member 
States to take "appropriate measures ... to prevent the abuse of intellectual property 
rights by right holders or the resort to practices which unreasonably restrain trade or 
adversely affect the international transfer of technology." 

It is surely possible to maintain that for developing countries with a certain level of 
infrastructure, local working of a patented invention does contribute, in the 
pharmaceutical sector, to the "socio-economic and technological development" of a 
sector of vital importance. Hence some Member States might establish in their 
legislation that for "sectors of vital importance", if the patent holder does not 
manufacture the product locally and is still only importing it after three years, he or she 
could be required to grant a compulsory licence for local manufacture with a view to 
improving supply of the domestic market or price conditions. 

For other countries, however, importation of pharmaceuticals may seem more 
appropriate; "the existence of economies of scale and well-established know-how may 
result in import prices that are lower than the prices that might be proposed by local 
industry" (Remiche, 1996 [6]). 

The question of local working is rather loosely covered in the TRIPS Agreement. 
Article 2 of the Agreement states that certain provisions of the Paris Convention, 
including the possibility of compulsory licenses for absence of local working, are 
applicable to all Members. At the same time, Article 27.1 appears to recognize the 
legality of import monopolies when it states that "patent rights [shall be J enjoyable 
without discrimination ... as to whether products are imported or locally producer!'. 

The authors of this document have tried to interpret this question, like other "sensitive" 
provisions, in the ligIlt of the principles and objectives of the Agreement and of existing 
legislation. However, it is not impossible that a Member State may submit a complaint 
to the WTO ~ispute Settlement Body (OSB) because it considers that another State has 
not transposed the provisions of the Agreement correctly into its domestic legislation, as 
a result of erroneous interpretation. In that case, the OSB alone would be competent to 
decide. There are thus a number of uncertainties attaching to the TRIPS Agreement that 
will be clarified in the years to come. 

b) TRIPS and medicinal plants 

The WHO Regional Office for South-East Asia (SEARO) held a regional consultation 
on WTO Multilateral Trade Agreements and their Implications on Health-TRIPS in 
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Bangkok, Thailand, in August 1999 [7]. One of the important topics discussed in this 
consultation was the need for urgent measures to protect the indigenous germ pool and 
medicinal plants from commercial exploitation. Two recommendations agreed upon are of 
particular interest: 

I. Countries should develop legislation for protecting the indigenous germ pool, 
medicinal plants from commercial exploitation, with adequate and equitable 
reward systems, and national inventories of their bio-assets, as also the 
geographical indication lists of products which have a bearing on health care. 
Compensatory clauses should not be restricted to material transfer, but also for 
products derived from national resources of countries. 

2. Countries should establish a national working group on traditional medicines with 
the following terms of reference, among others: a) understanding of patentability 
of traditional medicines; b) identification of traditional medicines which can be 
patented and those which cannot be patented; and c) representation of the country 
on negotiation at the TRIPS meeting on traditional medicines. This working group 
should have linkages with other working groups within and outside the country. 

3.2 General Agreement on Trade in Services (GATS) 

This agreement has attracted attention during past year because it was planned to have 
some negotiation on the various articles at the Third WTO Ministerial Conference. It is 
interesting to note that the ministries of health in some countries were requested, at short 
notice, to provide their views on their country commitment to open up various health sectors 
to the international market. Annex Tables A.2, A.3 and A.4 show the commitments of some 
Member States in this regard (8). The Executive Summary of the Report on the Interregional 
Meeting on Health and Trade (9) which took place in Washington D.C. in November 1999 
states: 

"Negotiations ... shall aim to achieve progressively higher levels of legally binding 
liberalization in services through the expansion of the sectoral coverage of 
commitments in Members' schedules and the reduction or elimination of existing 
limitations. [ ... ) No service sector or mode of supply shall be excluded. Special 
attention shall be given to sectors and modes of supply of interest to developing 
countries." (Draft Ministerial Text. 19 October /999). 

Trade in health services is rising and negotiations in such related areas as financial 
services, including insurance, professional services, and telecommunications could have 
an economic and social impact on the health sector. The potential significance of these 
negotiations requires careful examination by national governments and the WHO 
system, as does the opportunity to enter the negotiations with a clear, positive agenda 
for the development of national health priorities. With those interests in mind, the World 
Health Organization sponsored a meeting at the Regional Office for the Americas, in 
Washington, D.C., from 3 to 5 November 1999. 
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Among the observations made at the interregional meeting with regard to trade in health 
services were the following: 

• Many developing countries regard the emigration of their health personnel 
(Mode IV) as their primary health services export and seek to have barriers to the 
movement of persons to developed countries removed. Most developed and some 
developing countries consider the establishment of commercial presence (Mode III) 
and national treatment their primary interest, and most of the scheduled 
commitments involve that Mode. It should be possible to negotiate terms that favour 
both interests. While benefiting developing countries, Mode IV commitments also 
could alleviate manpower shortages in industrialized countries and facilitate their 
companies' international deployment of personnel. Mode III commitments could 
alleviate unemployment in developing countries as well as foster competition in 
countries where similar industries exist. 

• In countries where privatization of health insurance and service delivery schemes 
has occurred concurrently with trade liberalization, the presence of foreign providers 
of such services has increased considerably. The impact on employment, wage rates, 
professional drains from the public sector, and other indirect health measures is 
unknown. Several national experiences point to the fact that "cherry-picking" is a 
common insurance practice. This practice indicates the need to establish clear public 
health guidelines for domestic and foreign insurers. Cherry-picking, or "cream 
skimming" may also take the form of selective insurance (offering life or casualty, 
but not health coverage, for instance), which national policies may wish to address 
in the interests of equity. 

• Notwithstanding common knowledge of health services trade in the private sector, 
most public health and other government agencies lack systematic data regarding the 
specific characteristics of this trade. How to harness its potential benefits to protect 
and/or improve the quality and equity of care remains an open question, as does the 
best means to safeguard the public sector in the event of economic downturns or 
foreign investment withdrawal. Research on these issues may be warranted. 

• Studies on the impact of trade in health services are scant, largely because its 
volume was relatively insignificant until recently. Delegations from all WHO 
developing regions noted that ministries of health tend not to participate sufficiently 
in national trade policy discussions and health personnel often are poorly informed 
regarding the contents and progress of trade negotiations. Greater awareness was 
considered essential and activities toward that end were recommended. Such 
activities are in keeping with the Draft Ministerial Text's item 77, in which it is 
proposed that the WTO "continue efforts to improve the transparency of WTO 
operations by implementing more regular outreach activities [ ... and] promote wider 
availability of WTO documentation to the public". 

• Government health ministries have not articulated clear guidelines for coordinating 
private trade in health services with national health policies, nor have they reviewed 
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their service standards with the purpose of regulating trade transparently, permitting 
recognition, atldlor establishing their competitiveness in the world market. In some 
countries, such Issues remain to be resolved in trade in health services between 
states within national boundaries. Developing countries noted the need for technical 
cooperation and financial support in reviewing andlor setting such standards. 

• Given the lack of systematic data analysis, the impact of trade in health services on 
public health cannot currently be determined. Most, though not all, of the trade takes 
place in the private sphere. Research is required to establish its effects and assess 
their balance. On the positive side, does this trade create employment for national 
health professionals and semiskilled workers, fill or improve a market need, benefit 
the technological and skills base of the country, and foster other forms of beneficial 
investments? On the negative side, would increased trade in health-related services 
accentuate inequities? 

• It may be timely for governments to consider the advantages and disadvantages of 
entering commitments in health services trade. While they offer opportunities, 
commitments also may entail obligations that governments are reluctant or unable to 
implement. Once entered, it is exceedingly difficult to modifY a commitment. The 
policy of no commitments, on the other hand, also may imply benefits and 
disadvantages. In either case, it is the responsibility of public health and other 
government agencies to analyse their national situations and make informed 
recommendations for the next round of negotiations. 

• Governments should weigh carefully the potential health sector implications of 
entering into trade negotiations and commitments under such other service rubrics as 
financial services, insurance, or telecommunications. Commitments in such related 
services may have an impact on the health sector, especially where horizontal or 
cross-sectoral liberalization and obligations are involved. In keeping with the Draft 
Ministerial Text's expressed concern regarding the importance of fostering 
development through trade, a positive agenda might seek concessions that strengthen 
the health sector as a trade-off for market entry into other related sectors (such as 
insurance and telecommunications). 

• In deliberating on the advisability and terms of health services commitments, 
specifically, but also on the health sector implications of other service commitments, 
governments may consider it to be in their best interests to insist that the role of 
WHO be acknowledged as the standard setter in health-related matters, including 
cross-sectoral services. 

WHO SEARO commissioned a study of GATS and International Trade in Health 
Services in the South-East Asia Region [10]. Annex Table A.S shows the leading exporters 
and importers in world trade in commercial services. Data from the Eastern Mediterranean 
Region are not yet available and studies in this area need to be carried out. 
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• The countries may wish to devise suitable export strategies based on comparative 
advantage for active implementation by the government, the public sector, 
professional associations, the private sector and nongovernmental organizations. 
They may also formulate their lists of requests for gaining improved market access 
to increase their share in world trade in health services, consistent with their national 
policies, in the next round of negotiations under GATS to commence not later than 
I January 2000. 

• In the coming round of negotiations, each country of the Region could identify, on 
the basis of comparative advantage, under which of the four modes of supply it must 
secure improved market access, consistent with its national policy. The international, 
regional, sub-regional and bilateral agreements for the temporary movement of 
health personnel may be entered into in order to promote mutually beneficial 
international trade in health services. 

3.3 Other Agreements 

There are several other WTO agreements which can have significant impact on the 
health sector, particularly health and health-related industry including the drug industry. 
Unfortunately, they are not well studied so far. Little effort has been made to develop national 
strategy on how developing countries can deal best with these agreements. 

a) Agreements on Technical Barriers to Trade (rBT) and Application of Sanitary and 
Phytosanitary Measures (SPS) 

Both the Technical Barriers to Trade and Application of Sanitary and Phytosanitary 
Measures Agreements, as discussed in EMlRC45111, address the issues of technical 
regulation, standards, and sanitary and phytosanitary measures that may be taken by Member 
States for health and safety reasons. The SPS Agreement requires that SPS measures be based 
on scientific justification. Therefore, countries need to develop the technical capabilities to 
develop and evaluate standards and measures taken in this respect. The implications of the 
Agreements clearly show the importance of active participation of developing countries in the 
activities of the Codex Alimentarius. There is urgent need to strengthen national capabilities 
in setting, evaluating and establishing facilities for standard setting and standard control. 

WHO has identified food safety as a priority programme and more funds and efforts 
will' be shifted to the area of developing a national policy framework and strengthening 
national capabilities in assurance of food safety. The food safety programme can also promote 
the interests of developing countries in the discussions of both Codex Alimentarius and the 
SPS Council in WTO. 

WHO and the Food and Agriculture Organization of the United Nations (FAO) 
cooperate closely with WTO on implementation of the SPS, which recognizes the set of 
standards, guidelines and other recommendations adopted by the Codex Alimentarius 
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Commission as representing the international consensus with regard to health and safety 
requirements for food moving in international commerce. To ensure protection of consumers' 
health, WHO maintains that decisions made on the application of health protection measures 
must be science-based. It therefore provides the Commission with up-to-date scientific advice 
to ensure that its decisions are founded on sound assessment of health risk. 

On matters of current concern related to traded foodstuffs, such as genetically modified 
organisms, emerging microbiological pathogens, or hazards in animal production, WHO 
supports scientific assessment of health risk and the strengthening of national food safety 
infrastructures in order to deal with hazards in the food supply. 

It is equally important for WHO and countries to carry out in-depth discussion on the 
TBT Agreement. This will enable countries to contribute to standard setting and to increasing 
access on to the global market of drugs produced in developing countries. 

It is also important to continue to emphasize WHO's role as the international agency 
responsible for setting international standards for health and health-related commodities 
including drugs (cf. Resolution EMlRC45IR.lO). Based on the TBT Agreement, generic drug 
products of acceptable international standard and produced in developing countries should 
have free access to the global market including developed countries' markets. Undue technical 
barriers and abuse of antidumping measures should not be used to prevent access of quality 
drugs produced in developing countries to the global market. 

In this respect, it is important for WHO to continue the effort to have full observer 
status to the TBT Council and for countries to strengthen their presence in this council 
supported by technical studies and science based agreements. 

b) Anti-dumping 

A study of the WTO and Developing Countries published by OPEC [11] gives this 
succinct summary of the Agreement on Anti-dumping: 

Most definitions of dumping concern the sale of products abroad at an unfairly low 
price. The intricacies revolve around the definition of "unfair". Among the common 
approaches are to define a price as unfair if it is below a producer's cost or if it is below 
the price that a producer charges in his domestic market. [ ... ] 

Anti-dumping (AD) measures have become increasingly prevalent tools of protection 
since the 1970s. While heavy use began in the United States and the EU, this policy has 
recently become more popular in the developing world. A desire to curb anti-dumping 
use and abuse by developed countries was a major goal of developing nations in the 
Uruguay Round. This effort met very stiff resistance and ultimately failed. While the 
final agreement contained some minor improvements in the rules governing anti
dumping policy, the policy emerged largely unscathed as a relatively easy tool for 
protecting domestic producers. [ ... ] 
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The reason anti-dumping policy is the subject of concern is that in practice it has little to 
do with the prevention of predatory pricing. Instead, the GATT-sanctioned rules that 
exist are substantially looser than a pure competition policy would be. There are two 
broad criteria, dating to the original GATT Article VI, that must be met to determine 
whether dumping has occurred: have export sales occurred at unfairly low prices 
compared with domestic sales, and has a domestic industry been injured or threatened 
with injury? If these criteria are met, then the importing nation is authorized to apply a 
duty equal to die "dumping margin", the difference between the actual price and a "fair" 
price. These duties need not meet any Multifibre Arrangement (MFA) requirement; they 
are targeted at specific exporters. A key feature that survives under the Uruguay Round 
agreement is that the processes to determine injury and dumping are conducted by 
national administrative bodies rather than by the WTO. These agencies do not consider 
the broader question of whether dumping duties would serve the national interest, only 
the narrower questions of dumping and injury. 

Even if applied without malice, this policy would be economically flawed. There are a 
number of legitimate reasons why an exporter might set different prices in different 
markets or might appear to be selling below cost, and any trade liberalization has the 
potential to cause injury to an inefficient import-competing industry. However, the loose 
requirements of the GATT allowed for additional abuse. Among the objectionable 
features of the regime were: 

• comparison of average foreign prices with specific domestic sales. If an exporter 
had a range of sales prices in his home country and an identical range of prices in his 
export market, a comparison of the low price in the export market with the average 
in his home market would appear to indicate sales below a fair price; 

• creative use of information in constructing costs. Since the appropriate economic 
cost of a good is rarely observable, agencies operated with broad discretion in 
constructing a cost estimate. To directly observable costs would be added generous 
allowances for profits and for administrative costs; and 

• the high cost of answering an anti-dumping complaint. This worked particularly 
against small developing countries. The adjudication of a complaint generally 
required domestic legal representation and substantial paperwork. This meant that 
the mere threat of a complaint could induce an exporter to cooperate with the 
potential plaintiff. 

The anti-dumping regime was the subject of GATT negotiations in the Kennedy Round 
in the 1960s and the Tokyo Round in the 19705. The result was an Anti-dumping Code 
that did little to inhibit the use of the policy. From 1985-1992 there were 1040 cases, 
over 90% of which were filed in industrialized countries. Of these cases, 55% were 
targeted at developing nations. 
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The same study says the following about the Agreement on Safeguards: 

Technically, the anti-dumping provision of GATT Article VI described above is one of a 
number of safeguard measures permissible under the GATT. These measures are all 
related in that they permit a country to reimpose protection without an explicit 
renegotiation with partner countries. More commonly, the term "safeguard" refers to 
actions taken under GATT Article XIX, which allow a country to impose protection, 
including the use of import quotas, when faced with "serious injury" from real or 
threatened import flows. These are also referred to as "escape clause" or "emergency 
action" measures. This section addresses these along with two other types of measures 
from the same broad category: voluntary export restraints (VERs) and balance of 
payments (BOP) measures. 

The Uruguay Round agreement placed new limits on the use of all three of these 
measures. It limited the duration of safeguard actions, it nominally banned the use of 
VERs, and it cast some doubt on the use of trade restrictions to address balance of 
payments concerns. However, as with the anti-dumping agreement, there were caveats 
that may hinder the effectiveness of the new restrictions. Also the coexistence of these 
measures with more easily applicable measures, like anti-dumping, may render carefully 
wrought limitations meaningless. 

Article XIX safeguards 

As with anti-dumping, the right to reinstate protection when threatened by imports was 
established from the inception of the GATT and has remained ever since. It is worth 
considering why one would incorporate such a provision into an agreement, since it can 
allow a country to undo concessions it just agreed to in a negotiating round. There are 
two explanations commonly put forward. First, if a country is uncertain what effect its 
liberalization will have and fears serious harm to a key industry, it may be reluctant to 
offer any concessions in the first place. Thus, the possibility to selectively repeal 
concessions may make a country bolder during negotiations. Second, if a country is 
negatively surprised by the effects of liberalization and feels irresistible political 
pressure to remedy the situation, it will respond. If no legitimate means are available, a 
country would be compelled to openly violate the GATT or to leave the agreement, 
since there is no supra-national force that enforces trade accords. 

It is clear from this review that these agreements need to be further studied and that the 
health sector, particularly health and health-related industries, should develop a clear strategy 
to protect national and public health interests. 
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I. Although several studies were conducted at national and regional levels to study the 
impact of WTO agreements on the health sector, there is an urgent need to consolidate 
the outcome of these studies and develop policy and strategies for action. There is a 
need for institutional development at national, regional and global levels to continue this 
kind of study and develop policies, strategies and plans of action as well as monitor the 
impact of future development of WTO agreements. These institutions should also 
participate in any future negotiations to review WTO agreements or develop new ones. 
Ad hoc contmittees and meetings are not enough. 

2. Urgent measures are needed to review national legislation to meet country commitments 
to WTO agreements. Careful reviews should be carried out in order to make the best 
possible use of some articles of these agreements, such as compulsory licensing, 
protection of public health and national heritage. WHO should strengthen its efforts to 
provide technical support to countries in this respect. 

3. Careful studies at national level are needed before countries make any commitment to 
the GATS Agreement. Countries differ in various aspects. Exchange of studies and 
experience among countries is of great importance for national authorities to take 
appropriate decisions. 

4. In-depth studies are needed for various articles of the Anti-dumping and Safeguard 
Agreements. These agreements may be used to restrict access to the global market. Joint 
efforts need to be made as cases of dispute against anti-dumping measures can be very 
costly and are not affordable by one institution or country. 

5. Special attention needs to be given by developing countries to protecting the national 
flora and medicinal plants from international exploitation. 

6. Great efforts and resources need to be directed to the participation of the Eastern 
Mediterranean Region in research and development, including research on the human 
genome and areas of genomics and proteomics. 
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Annex 

INFORMATION TABLES 

Table A.I. Sources and prices of some drugs used in HIV/AIDS 
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Table A.2. Summary of specific commitments on medical, health-related, social, and 
health insurance services 

Pro£essional Services Health-Related and Social Services 

Members Medical Veteri- Nurses. Hospital Other Social Other Health 
and Dental na~ Midwives Services Human Services Insurance 
Services Services etc. Health S. 

Antigua and x 
Barbuda 

Argentina 
, x 

i Aruba x 
Australia x x x x 
Austria , x i x x x x 
Bahrain I I x 
Barbados x I I 
Belize x I I x 
Boilvia x x 
BOLc;;wana x x x 

i Brazil x 
, Brunei , x 
1 Darussalam I I 

I 

I Bulgaria x x x 
Burundi x I x x x 
Canada I x 

I Chile x 
. Colombia I x 

Congo RP , , 
! Costa Rica x x 
! Cubz I , 

Cyrfus i I I I I I X I 

! Czech Repubhc I x I x I i I I I 
, Dominican I , I I 

, x x 
I 

I x 
! I L I Republic I i i 

Ecuador I I , i ! I x 
Egypt ! I I I I x 

:EC(l~) x I x I x. I 
X I x I 

, 
X I 

\' Fmiand 
, ,. I X i I I i , 

i (iabon i i i I I , 
X I 

I' Gambw I x. '. i '. I , x L x I x. I I x 
I; Ghana i , I I i x 
]; Gumea I , x i I I , x I 
\i Guyana i x. I I I ! I x , 
I HaitI I I x I I 

, 
I I 

I Hondura, I I I I I I x 
Hong Kong. 

I 
I ! i I I I x 

: China I I I I I 

I Hungary I , I X x x i x I x 
I lceiand I I x i ! x 

lndia I x i 
: Indonesia I I x 
i Israel x 
1 Jamaica x x x x 
! Japan I x II x 
: J..:.enya I i i x 

Korea. Rep of j , 
I huwait I I I x I x X I!' 

Lesotho x , I x I I x 
Liechtenstein i I I x 

I Macau I I I , X 

I Malawi x x x x J 
i MalaYSIa , I x I ! , 
I Malta I I j x 
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-Professioaal Services Health-Related and 'Social Services 

Members Medical Veteri- Nurses, Hospital OOter Social Other 
aDd .Dental .ary Midwives Services Hamaa Services 
Services Services ett. H .. lthS. 

Mauritius 
Mexico x x x x 
Morocco 
New Zealand x 

Nicaragua 
Nigeria 
Norway x x x 

Pakistan x x 

Panama x 
Paraguay 
Peru 
Philippines 
Poland x x x x 

Qatar x x 
Romania 
Rwanda x 
Saint Lucia x 
Senegal x 
Saint Vincent and x 
the Grenadines 
Sierra Leone x x x x x x x 
Singapore x x 
Slovak Republic x x 

Slovenia x x x 
Solomon Islands 
South Africa x x x 
Sri Lanka 
Swaziland x x 
Sweden x x x 
Switzerland x x 
Thailand 
Trinidad and x x x 
Tobago 
Tunisia 
Turkey x 
United Arab x 
Emirates 
USA x 
Venezuela 
Zambia x x x x 

TOTAL 49 _~ I 26 39 13 19 3 

Note: EU Member States are counted individually. 

Source: WTO Secretariat. 
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Table A.3. Overview of commitments for modes 1,2 and 3 on medical, health-related and social services (number of members) 

Number of 
Sector Members Cross border supply Consumption abroad Commercial presence 

(Full commil- (Mode 1) (Mode 2) (Mode 3) 
lIIentfor 

Modes 1-3)' 

Full' Limited Untiound Full' Limited Unbound Full' Limited Unbound 

Medical and 49 17 6 26 38 7 4 19 24 6 
Dental services (12/ 
Veterinary 37 17 2 18 33 I 3 19 14 4 
services (/0)' 
Midwives, 26 6 4 16 21 5 0 10 16 0 
nurses, etc. (4/ 
Other (inel. 3 2 I 0 2 I 0 I 2 0 
medical serv.) (/)' 
Hospital 39 II I 27 31 5 3 18 17 4 
services (9/ 
Other human. 13 6 I 6 6 5 2 8 4 I 
health services (6)' 
Social services 19 3 0 16 4 13 2 5 13 I 

(2/ 
Other health 3 2 I 0 2 I 0 2 I 0 
and social serv. (2/ 
a Full commitments for both market access and natIOnal treatment and no limitations In sectoral coverage. 
b Brunei Darussalam, Burundi, Congo, Gambia (subject to horizontal limitations for mode 3), Guinea, Hungary, Iceland (subject to language requirement), Malawi, 

Norway, Rwanda, South Africa; Zambia. 
c Australia, Burundi, Congo, Finland, Gambia (subject to horizontal limitations for mode 3), Lesotho. Qatar, Singapore, South Africa, Saudi Arabia (subject to 

horizontal limitations for mode 3). 
d Gambia (subject to horizontallimitalions for mode 3). Malawi, Norway. Zalllhia 
e Iceland. 
f Burundi, Ecuador, Gambia (subject to horizontal limitations for mode 3), Hungary, Jamaica, Malawi, Saint Lucia, Sierra Leone, Zambia. 
g Burundi, Gambia (subject to horizontal limitations for mode 3), Hungary, Malawi, Sierra Leone, Zambia. 
h Gambia (subject to horizontallirnitations for mode 3), Hungary, Sierra Leone. 
i Hungary, Sierra Leone. 

Source: WTO Secretariat. 



Table A.4. MFN exemptions applying to professional services in general and/or specified medical, health or social services 

Counlry and seclor 

BULGARIA 
Medical and dental services 

COSTA RICA 
Professional services 

CYPRUS 
Human health services and social 
security 

DOMINICAN REPUBLIC 
Dental, physiotherapy, medical, 
paramedical and nursing services 
1I0NDURAS 
Professional services 
PANAMA 
Professional services 
TURKEY 
Professional services 

VENEZUELA 
Professional services 

Measure Counlrles covered 

Benefits under public medical insurance, subsidization and 
compensation schemes covering medical and denial services are 
extended to foreigners staying in [lulgaria on the basis of reciprocity. 

Current and future signatories to bilateral agreements 

Foreign professionals may become members of professional colleges 
only if a reciprocal agreement with the home country exists and/or ill 
certain cases if Costa Ricans may exercise the profession in similar 
circumstances in the country cOllcemeo. 
Human heahh services: 
Measures governing the provision to Cypriots of medical treatment not 
otherwise available in Cyprus. 

Public social security: 
Measures covered by bilateral agreements on social security. 
Dentists, physiotherapists, doctors, paramedical personnel and nurses 
may exercise their profession only on the basis of reciprocity. 

All countries 

All countries with whom medical co-operation might be 
desirable (agreements currently exist with medical centres 
in Greece, United Kingdom and Israel). 

Austria, Canada (Quebec) and any country with whom an 
agreement may be concluded in future. 
A II countries 

Authorization to exercise a profession is granted 011 the basis of All countries 
reciprocity. 
Authorization to exercise a profession is granted on the basis of All countries 
reciprocity. 
Possibility of prohibiting the supply of services in Turkey if the All countries 
supplier's home country maintains legal and administrative conditions 
adversely affecting Turkish citizens who supply similar services. 
Laws governing the supply of professional services by foreigners All countries 
(including physicians and veterinary surgeons) may specify as a 
condition that Venezuelans must receive the same treatment in the 
applicant's home country. 

Source: WTO Secretariat based on documents GATS/ELlI22, 22, 25, 28, 38, 124,88 and 92. 
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Table A.S. Leading exporters and importers in world trade in commercial services, 1996 
(billion dollars and percentage change) 

Ran~ Exporters Value Share 
Annual 

Rank Importers Value Share 
Annual 

cbange change 

I United States 202.0 16.2 7 I United States 135.3 10.8 5 

2 France 87.2 7.0 -4 2 Gennany 132.3 10.5 0 

3 Gennany 82.8 6.4 6 3 Japan 128.7 10.2 6 

4 United 74.9 6.0 6 4 France 70.4 5.6 -2 
Ki.ngdom 

5 Italy 69.1 5.6 6 5 Italy 66.9 5.3 3 

6 Japan 66.4 5.3 4 6 United Kingdom 61.9 5.0 7 

7 Netherlands 48.1 3.9 2 7 Netherlands 44.6 3.5 -2 

8 Spain 44.0 3.5 II 8 Belgium· 33.2 2.6 I 
Luxembourg 

9 Hong Kong, 38.9 3.1 9 9 Korea, Republic 31.7 2.5 15 
China of 

10 Austria 35.1 2.9 6 10 Canada 31.5 2.5 7 

II Belgium· 34.6 2.8 2 II Austria 30.5 2.4 7 
Luxembourg 

12 Singapore 29.4 2.4 0 12 China 26.3 2.1 7 

13 Switzerland 27.1 2.1 ... 13 Taipei, Chinese 24.5 1.9 3 

14 Korea, 25.3 2.0 I 14 Spain 23.9 1.9 II 
Republic of 

15 Canada 23.1 1.9 9 15 Hong Kong, 22.3 1.8 4 
China 

16 China 20.5 1.7 II 16 Thailand 20.9 1.7 12 

17 Australia IS. I 1.5 17 17 Sweden 18.8 I.5 10 

18 Thailand 17.3 1.4 16 IS Singapore 18.6 1.5 13 

19 Sweden 17.0 1.4 12 19 AustraJia IS.I 1.4 10 

20 Taipei, 16.5 1.3 7 20 Russian Fed. 17.2 1.4 -9 
Chinese 

21 Denmark 15.5 1.3 6 21 Malaysia 16.9 1.3 IS 

22 Norway 15.2 1.2 ... 22 Norway 16.5 1.3 ... 

23 Turkey 15.0 1.2 ... 23 Switzerland 15.8 1.3 ... 
24 Malaysia 14.1 1.1 27 24 Brazil 15.2 1.2 15 

25 Russian 10.6 0.9 6 25 Denmark 14.7 1.2 5 
Federation 

Total of above 1047.8 S3.2 ... Total of above 1036.7 81.S ... 

World 1260.0 100.0 5 World 1265.0 100.0 5 

Note: Growth rates and ranking are sometimes affected by breaks in the time series due to different and/or statistical methods 

Source: World Trade Organization-Annual Report I 997-Volume .I 


