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1. The meeting on the Charter for Health Development was attended by 
representatives from nine countries of the South-East Asia Region, while 
a letter expressing support for the Charter was received from the remaining 
country. A list of the participants, who were drawn from the national 
ministries of health and of finance and planning, is given as Annex 4. 
Mr R. Natarajan, Joint Secretary, Ministry of Health and Family Welfare, 
Government of India, and Dr P.L. Rajabhandari, Chief, Planning Unit, 
Ministry of Health, His Majesty's Government of Nepal, were elected as 
Chairman and Rapporteur respectively. 

2. In his inaugural address the Regional Director welcomed the 
participants and referred to the excellent co-operation which they had 
already achieved in the meeting on the problems of Allocation of Resources. 
He outlined the progress which had already been made in health development 
in the South-East Asia Region and drew attention to the need for an 
acceleration of development if an acceptable level of health for all was 
to be reached by the end of the century. In this process national resources 
must play the crucial role, but these were inevitably limited and there 
was an urgent interim need for mustering external resources. This need 
must be seen against the present international economic background, with 
its extremely unequal distribution of resources and of health expenditures, 
and the prospects for change in the international economic order in the 
coming years. He expressed confidence that the Charter for Health 
Development would make a vital contribution, as a joint declaration by 
the Member States of their policies toward health, toward securing an 
appropriate share of both national and international resources for the 
improvement of the health of the peoples of the Region. (The text of 
the Regional Director's address is given as Annex 3). 

3 .  The Working Papers on "Nature and Purposes of the Charter for 
Health Development" and "Progress Report on the Preparation of the Charter 
for Health Development" and the Information Paper "Economic and Social 
Basis of the Charter for Health ~evelopment" were presented to the meeting. 
At the request of the participants, copies of the WHO Constitution and 
the United Nations "Declaration on Social Progress and Development" 
(mentioned in the draft Charter), as well as copies of the earlier draft 
of the Charter circulated to the governments in 1975, were provided. 

4. Participants sought clarification of certain points in the working 
papers. In response, the Regional Director explained the circumstances 
leading to the withdrawal of the Western Pacific Regional Office from the 
Charter discussions, which were connected with the formation of the South- 
East Asia Medical and Health Organization, and referred to the Regional 
Committee's decision to proceed with the Charter for this region. He 
expressed his confidence that the Charter as a political declaration would 
bring additional resources to health in the Region, particularly in view 
of the possibilities now emerging of widening the range of international 
agencies willing to support the health sector. He emphasized that the 
Charter would not permit WHO to negotiate a commitment without a specific 
request from the country concerned. The Regional Director pointed out 
that the mechanisms for implementing activities under the Charter, such 
as inter-country consultation and the location of sources of the aid, 
would be determined by the Regional Committee, and clarified that thiswould 



SEA/RC31/6 
Page 2 

in no way preclude Member countries seeking and obtaining bilateral, 
multilateral or other aid independent of the Regional Committee's efforts 
as hithertofore. The Charter was only an enabling document and would 
impose no constraints on any one. He also mentioned that alternative 
procedures for the actual signature of the Charter by Heads of State or 
of Government were still under consideration. 

It was also pointed out that the Charter would reassure external 
assistance agencies about the continuance of health programmes initiated 
with their co-operation, and could be an element to be taken into account 
in WHO'S own allocation of resources among regions. As an international 
declaration, it would for some purposes attract more attention than 
national health policies alone. Attention was called to the contribution 
of the Region to health development elsewhere in both developing and 
developed countries through such achievements as the eradication of 
smallpox. 

It was explained that it was not envisaged that the Charter would 
lead to formal regional plans of action with a common time frame; rather. 
reliance would be placed on action within the framework of national plans. 

5 .  The meeting then took up the examination of the text of the Charter. 
There was full agreement that the Charter was unique and important and 
would have global significance. The need was, therefore, underlined for 
drafting a very clear, logical and sufficiently flexible document, that 
could broadly accommodate all points of view and a wide range of situations. 
The group spent a great deal of time and effort in carefully going through 
the provisions of the draft Charter and made various modifications. The 
final draft that emerged and was approved by the group is attached as 
Annex 1. 

In approving this draft the group made the following further 
recommendations: 

(a) The SEARO Secretariat may have the document examined by 
the legal experts at WHO HQ, before the draft is sent to 
Member countries for discussion in the Regional Committee. 
Such vetting will be particularly necessary in respect of 
the language of Article 11 and other provisions following 
the same. 

(b) Another article may be included after Article 10 and 
before Article 11 (as it stands now), in order to provide 
for amendments to the provisions of the Charter at a 
future date. The text of this clause may be drafted by 
SEARO on the basis of legal advice from WHO HQ. 

6. The Burmese delegation made a statement at the conclusion of the 
meeting. A copy of this attached as Annex 2. 



SEA/RC31/6 
Page 3 
Annex 1 

CHARTER FOR HEALTH DEVELOPMENT 

Preamble 

A nation's greatest asset is its people, the more so when they are 
endowed with the highest attainable standard of health, which promotes 
creativeness, dynamism, determination, productivity and the self-confidence 
to move ahead. Health is a basic requirement, not only for the fulfilment 
of human aspirations but also for the enjoyment by all mankind of a better 
quality of life. It is also indispensable for a balanced development of 
the individual within the family and as part of the community and the 
nation. There is an urgent need to mobilise and make effective use of all 
the human resources available in our countries if we are to make rapid 
economic and social progress. Therefore, to meet this need, we, the 
Governments represented by the undersigned, have come together to draw up 
an effective plan for improving the state of health of our peoples. 

This Charter is an endeavour to express and interpret the aspira- 
tions of the peoples of our countries for the improvement of their general 
health as an integral component of national economic and social development, 
in our progress towards a peaceful and equitable international society. It 
offers suggestions for practical ways of meeting this objective through the 
individual efforts of each country and with the active co-operation and 
support of all those Governments which are committed to the principles and 
objectives enunciated in the Constitution of the World Health Organization 
and in the United Nations's "Declaration on Social Progress and Development". 

Chapter I - Purposes 

Article 1 

The purposes of this Charter for Health Development are: 

(1) To serve as the declaration of principles and expression 
of the consensus of our Governments on common health 
problems considered as having high priority and requir- 
ing urgent and concerted action, and to focus national, 
regional and international attention on these needs; 

(2) To facilitate and rationalize the provision and utiliza- 
tion of adequate national resources for dealing with these 
health problems; 
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(3)  To promote inter-country consultation and collaboration 
and to foster close international co-operation, involvement 
and solidarity in dealing with priority health problems and 
in channelling bilateral, multilateral and international 
resources for this purpose, taking full advantage of 
opportunities for technical cooperation between developing 
countries, and 

( 4 )  To provide a strong common basis for formulating health 
plans, programmes and projects in the best way possible, 
within the framework of national, regional and global 
development policies. 

Article 2 

We consider the adoption of this Charter as a further step in the 
strengthening of the health planning processes of our countries, since it 
provides a part of the basic framework for the formulation of national 
health policies and plans as well as a means for facilitating theiz 
implementation. 

Chapter I1 - Principles 

Article 3 

We, the Governments represented by the undersigned, reaffirm our 
faith in the dignity and worth of the human person, and in the fundamental 
right of every human being to the highest attainable standard of health. 
Furthermore, we have implicit faith in the indomitable spirit of man, in 
the inexhaustible creativeness of the people and in their infinite capacity 
to work individually and collectively to usher in a better quality of life 
for all. 

Article 4 

We recognize that the economic and social aspects of development 
are interdependent. Both depend upon the nature and potential of human 
resources. Economic development generates factors favourable to health, 
while, in the final analysis, the standard of health, education and skills 
of the people can vitally influence the success of national development 
efforts. In attempting to achieve a higher quality of life through socio- 
economic planning, the pivotal significance of health should not be under- 
estimated, since manpower impoverished by illness cannot make adequate, 
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sustained and efficient contributions to greater productivity. We also 
affirm that health is one of the most important components of the final 
aim of development. 

Chapter 111 - Objectives 

Article 5 

We, the signatories to the Charter, are aware of the many benefits 
that accrue from investments in health, and are acutely conscious of the 
low standard of health, low life expectancy, unfavourable population growth 
and structure, high rates cf morbidity and mortality especially among 
infants and children, and the high prevalence of preventable communicable 
and other diseases in many of our countries, all of which are aggravated 
by poverty and ignorance, poor nutrition and unhealthy environments, as 
well as, in some cases, inadequate and ineffective health services. We, 
therefore, in the exercise of our sovereignty, have pledged ourselves to 
work in accordance with the above principles to achieve the overall goal of 
an improved state of health and quality of life for all our peoples. 

Article 6 

We will work towards the following specific objectives: 

(1) The extension of health services to meet adequately the 
basic health needs of the entire population, with priority 
being given to the underserved sections and areas, aiming 
at self-reliance and better quality of services utilizing 
community resources and participation, and with no one 
debarred from minimum medical care; 

(2) The prevention and control of diseases according to estab- 
lished priorities; 

(3) The provision of safe water to rural and urban communities 
and the improvement of facilities for waste water disposal 
and basic sanitation, including solid wastes management; 

( 4 )  The prevention and control of air and water pollution; 

(5) The prevention and control of nutritional deficiencies 
and the promotion of national food and nutrition policies 
and programmes, taking into account the need for regional 
and global co-operation; 

(6) The reduction of mortality and morbidity among infants 
and children, the improvement of the health of women, 
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especially mothers, and the regulation of fertility so as 
to achieve better health and implement national population 
policies; 

(7) The development of health manpower and services in a manner 
which will maintain their sensitivity and relevance to the 
needs of the people, and 

(8) The promotion of further technical co-operation among our 
countries in the field of health. 

Chapter IV - Resources 
Article 7 

The aim of our countries is to become self-reliant as regards health 
services. In order to achieve this, we will make full use of all available 
and potential national resources. We will earmark the maximum possible 
resources for health, consistent with national priorities. In addition, we 
propose to identify, mobilize and channel community resources, and stimulate 
and secure community participation, particularly bearing in mind the need to 
foster community leadership as a most valuable resource. 

We, however, recognize that external support can complement national 
efforts, and the Charter will be used by our countries for channelling 
bilateral, multilateral and international resources for health into priority 
areas, including the sharing of health technology. 

Chapter V - Concepts and Approaches 

Article 8 

Being committed to achieving the objectives stated in Chapter 111, we 
consider it essential to follow the undermentioned concepts and approaches: 

(1) Health planning and programming should be strengthened and 
a firm and clear national health policy formulated to solve 
priority health problems. A health information system with 
provision for the registration of vital events should be 
developed to meet the needs of country health programming 
and evaluation. 

(2) The efforts of all those sectors that will contribute 
directly or indirectly to the promotion of health should 
be coordinated, with emphasis on the multi-disciplinary 
and multi-sectoral approach. 

(3) Preventive and promotive health care should be an important 
and integral part of health services. 
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(4) The social, cultural and economic life of the people 
for whom the health services are intended, should guide 
the development of the type of services to be provided, 
so that they will be found accessible, acceptable, 
adequate and effective. 

(5) The co-operation and participation of individuals, groups 
and communities are indispensable for achieving self- 
reliance and for attaining self--sustaining results. 

(6) Community health care should be an integral part of the 
national health services as well as an important component 
of community development efforts. It should be developed 
with the optimum utilization of the resources available in 
the community, including traditional medicine. The 
community should be encouraged to participate in planning, 
and the training of health workers and traditional medical 
practitioners should be ensured according to the needs of 
the community. 

(7) In developing a more effective surveillance system for 
priority communicable diseases, suitable mechanisms, 
making use of the co-ordinating channels of WHO, should 
be established for further facilitating the prompt 
exchange of information on, and collaboration in, disease 
prevention and control among all our countries. 

(8) Appropriate health technology should be applied in 
accordance with local conditions, for the prevention and 
control of priority diseases. Emphasis should be given 
to immunization programmes, and the integration of disease 
prevention and control in community health services and 
in the activities of multipurpose workers. 

(9) In formulating strategies for accelerating the rate of 
provision of safe water in rural and urban areas, govern- 
ments should be guided by the priorities and targets 
included in national development plans, and should 
encourage the participation of, and contributions from, 
the local community. Irrigation projects and other water- 
based economic development programmes should take into 
account their health implications and, wherever feasible, 
should include drinking-water supply components, especially 
for underserved rural and urban populations. All water 
supply projects should take into consideration the need 
for proper waste water disposal. 

(10) Environmental health and sanitation, including air and 
water pollution control, should be improved by strengthen- 
ing community organization and collaboration among public, 
private and voluntary agencies. 



SEA/RC31/6 
Page 8 
Annex 1 

(11) Food and nutrition programmes should be based on socio- 
economic conditions and on the culture and life patterns 
of the people, as well as on the optimum use of resources. 
They should be oriented especially towards the vulnerable 
and low-income groups, and formulated, developed and 
evaluated, preferably at local levels, with the active 
participation of the community. Improvements in, and 
diversification of, agricultural output and its distribution 
should be regarded as an integral part of efforts to improve 
nutrition. 

(12) Family health programmes, besides including family planning, 
should strengthen the maternal and child health services 
and should include ante-natal, natal, post-natal and infant 
care, nutrition, immunization, the health of the pre-school 
child and school-health activities. 

(13) The planning, development, utilization and assessment of 
health manpower should be undertaken as a part of national 
health planning, so as to make maximum use of existing 
manpower and develop it further to meet the specific needs 
of different health programmes. In this regard the need 
to reorient medical education to conform to the requirements 
of the largely rural societies is of paramount importance. 

(14) Health education should be strengthened at the grass-roots 
level as an integral part of general education and should 
permeate every health activity. Intensive practical training 
should be given to all health and allied field workers, who 
must be provided with continued support to carry out their 
educational tasks effectively. Community leaders, traditional 
birth attendants, practitioners of traditional systems of 
medicine and voluntary workers should be similarly trained 
and encouraged to carry out specific health education activi- 
ties. 

(15) Research should be carried out into important practical 
problems related to different aspects of the organization 
and delivery of health services, with emphasis on the 
allocation of resources, the use of local materials and the 
promotion of appropriate, low cost technology. A system 
for evaluation should be built into all major programmes, 
and an effective machinery for feedback set up in order to 
improve both services and training. 

(16) Considering the enormity of the health problems that may 
arise in the wake of natural disorders we recognise the 
importance of mutual aid and assistance, including the usual 
co-ordinating role of WHO, in such situations. 

The above concepts and approaches may, we believe, need further 
elaboration, modification and adaptation in formulating specific programmes 
to suit the conditions prevailing in our countries. 
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Chapter VI - Implementation of the Charter 

Article 9 

To ensure the speedy and successful implementation of the Charter, 
we recognise the need for a dynamic and effective machinery for the 
co-ordination and management of its various activities, for serving as a 
catalyst in mobilizing adequate resources, and for ensuring their proper 
use at the country and regional levels. The mechanism and procedures 
of work will be formulated by each Government individually, and similar 
action needs to be taken at the regional level. 

The implementation of the Charter, including the mobilization 
of external resources therefor, and reporting thereunder, would, we 
believe, further strengthen the constitutional role of WHO "to act as the 
directing and co-ordinating authority on international health work" and 
"to establish and maintain effective collaboration with the United Nations, 
specialized agencies, governmental health administrators, professional 
groups and such other organizations as may be deemed appropriate". 

Chapter VII - Other Provisions 

Article 10 

The provisions of this Charter shall not prejudice the provisions 
of any laws or bilateral or multilateral agreements which are already in 
force and which may come into force. 

Article 11 

(1) This proclamation thus issues from our abiding faith 
in the spirit of the Charter, which links our countries, 
sustaining and motivating, individually and collectively, 
all of us to strive continuously, with dedication and 
determination, towards the achievement of the highest 
attainable standard of health and a better quality of 
life for our peoples. In this universal quest for health 
for all, we are privileged to be partners in building a 
firm foundation of health to support and accelerate the 
pace of socio-economic development of our countries before 
the dawn of the 21st century. 
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(2) This Charter is open for signature by the governments 
of Member States of WHO. 

In witness whereof, the undersigned, being duly authorized thereto, 
have signed this Charter. 

Done at the City of............................ 

This day of 19 

for the Government of...... .................... 
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STATEMENT BY THE BURMESE DELEGATION AT THE MEETING 
ON THE CHARTER FOR HEALTH DEVELOPMENT, NEW DELHI, 

1-3 MARCH 1978 

The Government of the Socialist Republic of the Union of Burma is 
fully convinced of the goodwill and competence of the World Health 
Organization and has full confidence in its constitutional role as co- 
ordinating agency in promoting the interests of member countries and 
generating international assistance for their health programmes. 

Burma has gone through the process of Country Health Programming 
and will presently be implementing the People's Health Programmes which 
have emerged from this process. 

We hold the view that the objectives of our People's Health 
Programmes and the activities and strategies envisaged for their imple- 
mentation are by and large in consonance with the specific health 
objectives expressed in the Charter on Health Development. 

Therefore, notwitlibtanding the fact that we understand the good 
intentions that motivated the proposal for tlie establishment of che 
Charter for Health Development, our delegation is still not fully convinced 
that there is an over-riding need for such a Charter in addition to the 
WHO Constitution which we have all endorsed. I would like to state that 
the Socialist Republic of the Union of Burma's stand as previously intimated 
to the Regional Director in this regard still remains unchanged. 
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INAUGURAL ADDRESS BY DR V.T.H. GUNARATNE, 
REGIONAL DIRECTOR, AT THE MEETING ON CHARTER 
FOR HEALTH DEVELOPMENT, SEAR0 (1-3 MARCH 1978) 

Distinguished Representatives from 
Member States, Ladies and Gentlemen, 

It is with great pleasure that I welcome you all to this meeting 
on the Charter for Health Development. The purpose of this meeting is 
to review the progress made to date in establishing the Charter and to 
formulate a plan for further action. It is gratifying to note that our 
Member countries are represented by very senior officials not only from 
Ministries of Health but also from Ministries of Planning and Finance. 
This is most welcome, since the Charter envisages health as a part of 
overall socio-economic development. I am very happy indeed that govern- 
ments have consistently supported the concept of the Charter, especially 
at sessions of the Regional Committee. It is most appropriate that this 
important meeting has been preceded by another equally important meeting - 
that on the allocation of resources. 

I wish to trace briefly the basic premises which underlie the 
proposal for establishing the Charter. These concern the health situation 
in our Region and the urgent need for the mobilization of additional 
resources in order to accelerate the rate of health development. If we 
are to achieve an acceptable standard of health for all by the year 2000, 
a target to which we all are committed, this matter assumes crucial 
importance. 

In all human social systems, health has been recognized as an 
important prerequisite for the well-being of man. In all countries of 
the South-East Asia Region, health has been considered as one of the 
basic rights of every human being, and therefore the improvement of the 
health and welfare of the people has been given appropriate emphasis in 
their constitutions. 

There has also been a growing realization that without adequate 
investment in health, the socio-economic development process cannot be 
accelerated, because of the close relationship between health and 
socio-economic development, which has several dimensions. First, positive 
health acts as a contributor to socio-economic progress. Man's energy 
is the most crucial input in development and, therefore, only a community 
with a high level of health can realize its full potential for participat- 
ing in efforts at economic and social development. Secondly, the objective 
of all development efforts, in the ultimate analysis, is the well-being 
of man so that he can enjoy a wholesome life, which is not possible without 
positive health. It is therefore evident that health must be an essential 
and integral part of the total development process. Thirdly, there is a 
remarkably low cost-benefit ratio in investments in health (if they are 
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well-chosen), not only because of the very small per capita cost of health 
development in the context of the total outlay on development but also 
because of the great impact that improved health will have on the level of 
human well-being as compared to that achieved by similar investments in 
other sectors. 

Realizing that health has a vital rol2 to play in the socio-econonic 
development of nations and in the attainment of well-being by their c.-' , . ~ z e n s ,  
governments of the Region have been endeavouring, during the last few 
decades, to improve the stac~. i3T health in their countries within the limited 
resources available. The btnelits of these efforts have menifested themselves 
in various parameters of health: the expectation uf life at birth has 
increased; morbidity  fro^ a ilufi~lbtr of communicable diseases has decreased, 
and even a deadly disease such as snlallpox has been eradicated, and the 
health service coverage in rural areas has been increased, albeit slowly. 
Nevertheless, the aspiration of the people to enjoy the highest attainable 
standard of health - one of the fundamental rights of every human being - as 
enshrined in the Constitution of the World Health Organization, is yet to be 
achieved. There still exists a staggering difference between the developing 
countries of this region and the world's developed countries. The general 
mortality rate, especially among the vulnerable groups of the population, is 
very high. Communicable diseases still continue, especial.ly among children, 
even though they could be prevented. Lack of basic sanitation, malnutrition, 
inadequate primary health care facilities, especially for rural people and 
the urban poor, are still major problems. While these have an adverse 
effect on the productivity and quality of life, the slow pace of overall 
socio-economic development has further aggravated for difficulties of the 
majority of the peoples in the Region. 

Clearly, the measures to improve health, taken in the past few decades 
by national authorities, international agencies, bilateral, voluntary and 
professional organizations, must now be re-examined, reoriented and streng- 
thened in a co-ordinated manner. There is an urgent need to recognize the 
inadequacy of the present efforts to solve the immense and complex health 
problems that continue to plague us. Only then can we develop time-bound 
programmes with which to face these cl~allenges. It is imperative to ensure 
proper planning so as to harness all possible internal resources effectively 
and efficiently. There is also a need to mobilize the combined and concerted 
efforts of the countries of the Region, which have many priority health 
problems in common. It is in this context that the proposed Health Charter 
has been conceived, with a view to providing a potent means through which 
countries of the Region could plan dnd work cogether for health developmenL 
on the basis of co-operation and collaboration, derk~in; inspiration and 
strength from one another's knowledge r n d  experiences. 

The Charter, as it has been coqceived, has the poteatial for such 
collaborative efforts at all three levels - national, regional and inter- 
national. 
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At the national level, it will focus more sharply the efforts to 
solve priority problems by ensuring better planning, and more energetic 
tapping of all possible internal resources. That the national resources 
are limited can be clearly seen from the fact that the average Gross 
National Product (GNP) per capita in the Region as a whole is a meagre 
US $150. Of this limited sum, the proportion which can be mobilized for 
the provision of public services is at present not more than 20 per cent. 
Moreover, the amount of the government budget which can be devoted to 
health is limited in the face of the competing priorities of other sectors. 
The consequence is that government spending on direct health development, 
in whichever way one measures it, does not at present exceed 1.5 per cent 
of the gross national product, that is about $2 per head of the population. 
This is just not enough to meet even the modest expectations of the people 
for health care. 

Particular problems of the proper utilization of resources are 
related to the fact that health plans are often not rationally formulated; 
priorities are not properly laid down; the technology used to implement 
these plans is not always appropriate in the national context, and 
Iqvortant target groups such as the rural people and the underserved urban 
,).>or do not receive the attention they deserve. Governments are becoming 
increasingly concerned about these deficiencies, as these have a direct 
impact on the effectiveness of expenditure on health in general and the 
!.se of external funds in particular. In the case of the latter, priorities 
~n the past have often been influenced as much by the interests of the 
'issisting agencies as of the countries themselves. 

In this context it is our expectation that the adoption of the 
Charter for Health Development would imply a strong commitment from govern- 
ii:ents at the highest level and would be an important milestone in improving 
national health planning, in mobilizing internal resources and in facilitat- 
ing implementation of priority programmes. By drawing attention only to 
those problems which are considered to be of the highest priority and which 
are common to most of the countries of the Region, the Charter would 
emphasize specifically the attainment of concrete targets, both medium-term 
and long-term, without diluting its impact over the entire range of health 
activities. The objective is to concert and concentrate our efforts towards 
solving at least the most important priority problems within a reasonable 
period of time. I am sure you will appreciate that by adopting the Charter, 
governments will have a firm base to work upon and an agreed framework 
within which to concentrate action for formulating and implementing health 
programmes. 

At the regional level, the Charter will provide a firm basis for 
technical co-operation and active collaboration in the field of health. In 
view of the limited internal resources within individual countries, we 
must cease working in isolation and derive the obvious benefits that would 
accrue through mutual co-operation and collaboration among countries of 
f h c  !)egion. The principles o f  technical co-operation among developing 
colintries (TCDC), as enunciated by the United Nations, can best be trans- 
i , ~ e $ l  into action within the framework of the Charter. In the search for 
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new resources and for more efficient ways of using them, the regional 
approach embodied in the Charter can play an important role. In the deli- 
very of primary health care and the provision of drinking water and waste 
disposal, for example, many countries of the Region have developed innova- 
tive approaches of regional significance. Mutual exchange of this type of 
knowledge and experience would be facilitated by the Charter. The Charter 
will also promote co-operative and collaborative activites for the joint 
use of the Region's considerable resources in training and research, in 
skilled health manpower and technology, and its industrial capacity for 
the supply of drugs and biologicals and equipment. Thus, through the 
attainment of regional sufficiency, a channel for developing self-reliance 
in individual countries will be gradually opened up. 

Let us now explore how a regional approach through the Charter can 
help us to locate new kinds of external assistance from international and 
bilateral sources. It is inevitable that in a world where the developed 
countries have 80% of the income and the developing countries 75% of the 
population, we must look to the former as an important source of assistance 
for many years to come. All of our countries have devised suitable mechanisms 
for ensuring that this assistance is in line with national priorities. Yet 
we cannot regard the present aid situation as wholly satisfactory, nor can 
we expect it to continue unchanged indefinitely. As the discussions on the 
New International Economic Order are translated into action, we can expect 
significant changes in the balance of economic power. These will offer both 
problems and opportunities. More countries will become potential aid donors, 
and we must be prepared with more suitable machinery to harness such 
resources for the benefit of our countries. On the other hand, the tradi- 
tional donors have already begun to experience difficulties with their 
balance of payments which would put restraints on their external assistance. 
Hence, the case for more assistance needs to be presented with greater 
emphasis. We must explore every possibility of increasing the flow of 
external aid to health in so far as it is consistent with national self- 
reliance, and for this a regional approach through the Charter for Health 
Development can usefully supplement national efforts. 

There is another aspect of the Charter which may facilitate mobiliza- 
tion of international and bilateral development funds. It has been pointed 
out, and very rightly too, that against the obligation of the providers of 
such funds to help the poorer nations, the developing countries must ensure 
that the funds are used to the benefit of the poorer groups of their own 
people. The Charter, through its statement of principles, constitutes a 
declaration on the part of the governments of this region that they are 
willing to accept this obligation. 

The draft Charter which you are going to discuss in this meeting 
has been prepared keeping in view the above benefits which can be expected 
to accrue from its use and taking into consideration the views of the 
Regional Committee, the recommendations of the sub-committee which it 
established to advise me, and the comrnents of the governments on the previous 
draft. It has been drafted as an instrument of declaration of intent and 
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agreement on major health objectives and approaches, providing only essen- 
tial information in broad terms easily understood by everyone. Among the 
sources of information and guidance on which the draft is based are the 
Constitutions of Member States, the Constitution of WHO, current national 
health policies and plans and WHO'S Sixth General Programme of Work, which 
was prepared in consultation with governments. 

I should emphasize that the principles of the Charter will be in 
complete harmony with the national priorities of the participating countrien 
but they will have full option to participate or not to participate in any 
programme under the Charter. Being organized under the ~rt~brella of WHO, 
the Charter will devote itself solely to the task of health development. 

This, then, is the basis for my conviction that the Charter for 
Health Development has great potential for raising the level of health of 
the peoples of this region. To fulfil this potential, however, the support 
of governments, at the highest level, is essential. It also requires the 
establishment of an economical and flexible machinery to mobilize resources 
for regional, international and bilateral cooperation in health development, 
and to make these resources available to national governments for the 
effective improvement of the health of their peoples. 

I trust that the materials contained in the background papers as 
well as some of the points that I have placed before you will be of use during 
your deliberations. 

It is my sincere hope that you will be able to come up with an agreed 
draft and a concrete proposal for finalizing the Charter. The Health Charter 
has been the subject to discussion for about five years now and I do not 
think we should delay its adoption any longer. You will agree with me that 
any measure that can improve health, and consequently the well-being and the 
quality of life, deserves urgent action. I would therefore request you to 
finalize the text of the Charter so that we can, with the approval of 
governments, start using it as an instrument to make all our peoples healthier 
and happier. 

I wish you all success in your deliberations. 
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LIST OF PARTICIPANTS 

Bangladesh 

Mr M.K. Anwar 
Secretary, Ministry of Health and Population Control 
(Health Division) 
Dacca 

Mr Q.S. Alam 
Joint Secretary 
Ministry of Finance 
Dacca 

Dr A.A.M.S. Hayder 
Chief Medical Officer 
Bangladesh Textile Mills' Corporation 
Dacca 

Burma 

Dr Aung Than Batu 
Director-General 
Department of Medical Research 
Ministry of Health 
Rangoon 

Dr Aung Myint 
Assistant Director 
Department of Health 
Ministry of Health 
Rangoon 

U Htay Maung 
Assistant Director 
Budget Department 
Ministry of Planning and Finance 
Rangoon 

India 

Mr R. Natarajan 
Joint Secretary 
Ministry of Health and Family Welfare 
New Delhi 

Chairman 
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India (cont 'd) 

Mr Prem Nath 
Joint Secretary (FA) 
Ministry of Health and Family Welfare 
New Delhi 

Indonesia 

Ur Soediono 
Chief of Development Plan 
Bureau of Planning and Evaluation 
Jakarta 

Mr Sajuti Hasibuan 
Chief of Bureau 
BAPPENAS 
Jakarta 

Maldives 

Mr Abdul Sattar Yoosuf 
c/o Ministry of Health 
Male 

Mongolia 

Dr L. Budjav 
Head, Department of Planning 
People's Republic of Mongolia 
Ulan Bator 

Mr C. Bold 
Third Secretary 
Mongolian Embassy 
New Delhi 

Nepal 

Dr P.L. Rajabhandari 
Chief, Planning Unit 
Ministry of Health 
His Majesty's Government of Nepal 
Kathmandu 

Rapporteur 

Mr Bal Gopal, K.C. 
Under Secretary, Foreign Aid 
Ministry of Finance 
His Majesty's Government of Nepal 
Kathmandu 



SEA/IiC3$/6 
Page 19 
Annex 4 

Sri Lanka 

Dr L .P .D . Gunewardene 
Director of Health Services 
Colombo 

Mr R.D.K. Jayawardene 
Senior Assistant Secretary 
Administration and Budget 
Ministry of Health 
Colombo 

Thailand 

Dr Amorn Nondasuta 
Deputy Under-Secretary of State for Public Health 
Ministry of Public Health 
Bangkok 

WHO - 
Dr V.T.H. Gunaratne, Regional Director 

Mr W.W. Furth, Assistant Director-General 

Dr KO KO, Director, Health Services 

Dr Mali Thaineua, Assistant Director 

Mr K.P. Supthut, Chief, Administration 6 Finance 

Dr M.A. Rahman, Planning Officer 

Dr G.E. Cumper, Economist 

Mr S.A. Sapirie, Programme Management Officer 

Dr G.F. Atkinson, WHO Technical Officer. Health Intelligence 

Dr G.S. Mutalik, Regional Advirer, Medical Care 


